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Peer  Review  of  On-Scene  Air  Medical  Triage  In  Connecticut 


SHERYL  G.  A.  GABRAM,  M.D.,  MARK  C.  N.  LIBBY,  R.N., 
LENWORTH  M.  JACOBS,  M.D.,  NABIL  ATWEH,  M.D.,  LINDA  DEGUTIS,  R.N., 
JOEL  J.  REICH,  M.D.,  NANCY  RYAN,  M.D.,  RONALD  G.  THOMAS,  M.D., 

AND  JARED  ZELMAN,  M.D. 


Introduction 

THE  regional  air  medical  system  serving  the  state  of 
Connecticut  is  designed  to  optimize  patient  care  by 
augmenting  local  ground-based  emergency  medical  ser- 
vice providers.  The  air  medical  system  is  most  effective 
in  managing  severely  injured  and  acutely  ill  patients  who 
require  Advanced  Life  Support  (ALS)  intervention  and 
rapid  transport  to  selected  receiving  hospitals  that  have 
been  designated  by  the  State  of  Connecticut’s  Depart- 
ment of  Public  Health. 

Severely  injured  trauma  patients  represent  only  five  to 
ten  percent  of  all  injured  patients.  Essential  to  an  effective 
regional  air  medical  response  system  are  knowledgeable 
ground-based  first  responders  who  are  skilled  in  identify- 
ing these  patients.  This  rapid  assessment  and  planning 
phase  is  known  as  triage.  Triage  is  an  attempt  to  match  the 
patient’s  anticipated  needs  with  the  resources  available  to 
meet  those  needs.  The  prehospital  triage  system  must 
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rapidly  identify  those  few  patients  whose  injuries  and 
illnesses  have  reached  a certain  threshold  of  acuity  and 
who  will  benefit  from  air  medical  transport  to  a trauma 
center  or  to  tertiary  care. 

A triage  decision  that  underestimates  the  patient’s 
needs  may  cause  a delay  in  diagnosis  and  therapy,  which 
may  in  turn  lead  to  increased  morbidity,  prolonged  hospi- 
talization and  rehabilitation,  or  even  death.  At  the  other 
extreme,  a triage  decision  that  overestimates  the  patient’s 
needs  may  result  in  the  inappropriate  use  of  scarce  and 
costly  resources. 

It  is  therefore  important  to  employ  well-accepted  triage 
standards  to  monitor  scene  utilization  of  air  medical 
services  for  evidence  of  compliance  with  triage  thresh- 
olds. The  purpose  of  this  study  was  to  assess  the  appropri- 
ateness of  scene  helicopter  utilization  in  an  established  air 
medical  response  system  in  Connecticut,  based  on  state 
and  nationally  recognized  helicopter  triage  criteria. 

Methods 

LIFE  STAR,  the  critical  care  air  medical  helicopter 
service  for  Connecticut,  is  based  at  Hartford  Hospital,  an 
American  College  of  Surgeons  verified  Level  I Trauma 
Center,  and  a state  designated  helicopter  receiving  facil- 
ity. Two  helicopters  are  each  staffed  by  a pilot,  a flight 
nurse,  and  a flight  respiratory  therapist,  on  a 24-hour 
basis.  All  completed  LIFE  STAR  missions  that  originated 
at  the  scene  of  an  injury  or  illness  from  1 January  to  31 
December  1992  were  examined.  At  the  conclusion  of 
each  mission,  the  flight  nurse  completed  a flight  record 
that  included  documentation  of  patient  demographics, 
mission  profile  and  times,  reason  for  the  flight,  patient 
history,  physical  assessment,  interventions,  and  patient 
response  to  therapy.  Flight  data  and  patient  follow-up 
information  were  also  maintained  by  the  flight  nurse  and 
communications  specialist  in  a computerized  registry.1 
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Table  1A. — Established  Criteria  for  Scene  Air  Medical  Response:  Mechanism  of  Injury 

ACS 

AAMS 

NAEMSP 

CT-OEMS 

Falls 

Falls  of  20  feet 
or  more 

Falls  of  more  than 
20  feet 

Falls  from  greater 
than  15  feet 

Falls  of  20  feet 
or  more 

Motor  Vehicle  Crash 

Motor  vehicle  crash 
of  20  mph  or  more 
without  restraints 

Consider  mechanism 
injury 

Motor  vehicle  crash 
of  20  mph  or  more 
without  restraints 

Rearward  displacement 
of  front  of  car  by 
20  inches 

The  front  bumper  of  the 
vehicle  was  displaced  to 
the  rear  by  more  than 
30  inches 

Rearward  displacement 
of  front  of  car  by 
20  inches 

Rearward  displacement 
of  front  axle 

Rearward  displacement 
of  front  axle 

Rearward  displacement 
of  front  axle 

Passenger  compartment 
intrusion 

Passenger  compartment 
intrusion 

Passenger  compartment 
intrusion 

Ejection  of  patient 

Ejection  of  patient 

Ejection  from  a vehicle 

Rollover 

Rollover,  patient  not 
wearing  a seatbelt 

Automobilie  rollover 
of  unbelted  passengers 

Deformity  of  a contact 
contact  point  (steering 
wheel,  windshield, 
dashboard) 

Deformity  of  a contact 
point  (steering  wheel, 
broken  windshield, 
dashboard) 

Death  of  occupant  in 
the  same  car 

Death  of  occupant  in 
the  same  car 

Death  of  another 
passenger 

Lengthy  extrication 
with  severe  injuries 

Extrication  time 
greater  than  20  minutes 

Pedestrian  struck  by  vehicle 

Pedestrian  hit  at 
20  mph  or  more 

Pedestrian  hit  at 
greater  than  20  mph 

Automobile  versus 
pedestrian  at  greater 
than  10  mph 

Child  under  12  struck 
by  a motor  vehicle 

Motorcycle  crashes 

The  patient  was  thrown 
from  a motorcycle 
traveling  more  than 
20  mph 

Motorcycle  victims 
ejected  at  greater 
than  20  mph 

(Same  as  motor  vehicle 
crash) 

tive  audit.  The  reviewers  represented  diverse  geographic 
areas  of  the  state,  and  included  university  affiliated  hos- 
pitals, suburban,  and  rural  community  hospitals.  Each 
reviewer  was  responsible  for  auditing  two  months  of 


To  produce  an  objective,  nonbiased  evaluation,  five 
emergency  medicine  and  trauma  physicians  and  one 
trauma  program  coordinator  not  associated  with  the  heli- 
copter program  were  asked  to  participate  in  a retrospec- 
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flight  mission  activity,  assigned  on  a random  basis.  The 
original  flight  medical  records  were  photocopied  and 
given  to  the  reviewer,  with  all  references  to  the  patient’s 
identity  deleted,  and  marked  “Confidential-Peer  Review.” 
The  audit  criteria  utilized  included  those  published  by  the 
American  College  of  Surgeons  (ACS),2  the  Association 
of  Air  Medical  Services  (AAMS),3  the  National  Associa- 
tion of  Emergency  Medical  Service  Physicians 
(NAEMSP),4  and  the  State  of  Connecticut’s  Office  of 
Emergency  Medical  Services  (CT-OEMS).5  A data  col- 
lection instrument  was  distributed  which  summarized  the 
triage  indicators  for  each  of  the  four  sets  of  criteria  (Table 
1A  through  D). 

The  reviewers  were  instructed  to  audit  the  flight  record 
to  determine  if  the  mission  met  any  of  the  established 
triage  criteria.  The  reviewers  accepted  the  air  medical 
transport  as  “indicated”  if  any  one  of  the  established 
triage  criteria  were  present.  Conversely,  the  reviewers 
considered  any  air  medical  transport  mission  without  a 
clear  triage  indicator  as  “not  indicated.”  One  of  the 
authors  also  audited  the  entire  sample  to  corroborate  the 
reviewers’  findings. 

At  the  conclusion  of  the  individual  reviewers’  audits, 
the  reviewers  met  together  with  the  study  coordinators  to 
discuss  all  missions  that  were  in  question  or  considered  to 
be  “not  indicated.”  The  Chief  of  Field  Services  for  the 
Office  of  Emergency  Medical  Services,  of  the  State  of 
Connecticut  Department  of  Health,  was  in  attendance  and 
observed  the  group  process.  The  group  then  reached  a 
consensus  on  which  missions  met  or  did  not  meet  the 
established  helicopter  triage  criteria. 

Results 

There  were  a total  of  1 ,326  flight  requests  in  1992,  and 
921  (69.5%)  were  completed.  Interhospital  missions  ac- 
counted for  517  (56.1%)  of  the  total  completed  flights. 
Scene  air  medical  flights,  which  constituted  the  audit 
sample,  consisted  of  404  (43.9%)  completed  missions. 
Forty  (9.9%)  of  these  completed  scene  missions  were  two 
patient  transports,  for  a total  of  444  patients. 

The  most  frequent  agency  to  request  on-scene  response 
was  the  fire  service,  followed  by  police  and  emergency 
medical  services  (Fig.  1).  The  patient  mix  was  predomi- 
nantly multisystem  trauma  (Fig.  2);  the  most  common 
mechanism  was  motor  vehicle  trauma  (Fig.  3).  The  pa- 
tient population  was  66%  male,  34%  female,  and  the 
average  age  was  33  years. 

All  (n=444)  of  the  flight  records  for  completed  scene 
helicopter  missions  were  reviewed  as  previously  de- 
scribed. The  external  reviewers  collectively  concluded 
that  430  (96.8%)  of  the  patient  missions  were  indicated, 
as  they  met  one  or  more  of  the  established  triage  criteria. 
Fourteen  (3.2%)  of  the  patient  missions  were  determined 


not  to  be  indicated.  These  fourteen  patients  included  five 
who  were  involved  in  motor  vehicle  crashes;  four  medical 
patients;  three  patients  who  were  involved  in  motorcycle 
crashes;  one  patient  who  suffered  a fall;  and  one  patient 
who  had  encountered  bleeding  complications  following 
surgery.  Three  of  the  patients  whose  transport  was  deemed 
not  to  be  indicated  were  transported  from  the  scenes  of 
motor  vehicle  crashes  in  the  same  helicopter  as  a patient 
who  did  meet  the  indicators. 

Discussion 

The  American  College  of  Surgeons  Committee  on 
Trauma  was  the  first  professional  group  to  begin  to  define 
indicators  for  triage  to  trauma  centers.  Their  goal  was  to 
develop  criteria  that  would  capture  patients  with  a 10%  or 
greater  risk  of  mortality  as  a result  of  their  injuries.2 
Connecticut’s  air  medical  criteria  were  developed  by  the 
Connecticut  Helicopter  Oversight  Committee,  and  ap- 
proved by  the  Office  of  Emergency  Medical  Services. 
Although  based  on  American  College  of  Surgeons  crite- 
ria, Connecticut’s  criteria  also  recognize  regional  needs 
and  assets.  The  Association  of  Air  Medical  Services,  a 
national  group  representing  all  air  medical  programs, 
incorporated  American  College  of  Surgeons  criteria  for 
trauma  patients  and  added  indicators  for  medical  patients. 
The  National  Association  of  EMS  Physicians  criteria  are 
the  most  recently  developed,  and  reflect  consensus  on 
core  indicators  while  leaving  room  for  protocols  based  on 
regional  needs.  The  ideal  set  of  criteria  will  be  patient 
centered,  easily  implemented  in  the  field,  sensitive  enough 
to  capture  the  patients  at  risk  of  dying,  yet  specific  enough 
to  avoid  overburdening  the  system. 

It  is  a significant  challenge  to  field  personnel  to  iden- 
tify rapidly  and  accurately  patients  who  require  air  medi- 
cal response.  At  the  scene  of  a motor  vehicle  crash,  for 
example,  field  personnel  must,  at  a minimum,  consider 
scene  safety,  the  mechanism  of  the  injury,  the  kinetic 
energy  involved,  the  victim’s  physiologic  status  and  co- 
morbid  risks,  the  number  of  victims,  extrication  time,  the 
availability  of  advanced  life  support  and  rescue  resources, 
and  transport  times  to  either  the  closest  hospital  or  to  a 
trauma  center.  The  Office  of  Emergency  Medical  Ser- 
vices has  supported  the  concept  that  the  first  qualified 
responder  who  arrives  on  the  scene  should  make  the 
determination  for  air  medical  response.  The  early  activa- 
tion of  an  air  medical  ALS  team  contributes  to  the  rapid 
transport  of  patients  to  definitive  care  centers. 

Teamwork  is  essential  at  all  levels  to  support  the 
patient  when  critical  care  air  medical  service  is  required. 
Recognizing  that  a sound  knowledge  base  for  emergency 
care  providers  is  of  vital  importance  to  both  safety  and  to 
the  patient’s  proper  care,  a major  educational  effort  was 
initiated  prior  to  the  inception  of  the  air  medical  program. 
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Table  IB. — Established  Criteria  for  Scene  Air  Medical  Response:  Physiologic  Alterations 

ACS 

AAMS 

NAEMSP 

CT-OEMS 

Neurologic 

Unconsciousness  or 
decreasing  level  of 
consciousness 

The  patient  experiences 
an  acute  deterioration 
in  mental  status 

Unresponsive  to 
verbal  stimuli 

Altered  level  of 
consciousness 

Glasgow  coma  scale 
less  than  10 

Uncontrolled  seizure 
activity 

Glasgow  coma  scale 
less  than  10 

Cardiovascular 

Systolic  blood  pressure 
less  than  90  mmHg 

Systolic  blood  pressure 
less  than  90  mmHg 
(trauma) 

Systolic  blood  pressure 
less  than  90  mmHg 
(adult) 

Systolic  blood  pressure 
less  than  90  mmHg 

Systolic  blood  pressure 
less  than  90  mmHg  or 
greater  than  200  mmHg 
(adult  medical  / surgical) 

Systolic  blood  pressure 
less  than  80  mmHg 
in  a child 

Severe  hemorrhage 

Heart  rate  of  less  than  60 
or  greater  than  120 
(adult  trauma) 

Heart  rate  of  less  than  50 
or  greater  than  1 50 
(medical  / surgical) 

Heart  rate  of  less  than  60 
or  greater  than  120 
(adult) 

Cardiac  arrest  within 
the  past  12  hours 

Patient  requires  continuous 
IV,  antidysrhythmics,  or  a 
pacemaker  to  maintain 
stable  rhythm 

Acute  events  with 
unstable  or  deteriorating 
vital  signs  (myocardial 
infarction,  aortic 
dissection,  pulmonary 
edema,  cardiogenic 
shock) 

Respiratory 

Respiratory  rate  less 
than  10  per  minute  or 
greater  than  30  per 
minute 

Respiratory  rate  less 
than  10  per  minute  or 
greater  than  30  per 
minute  (adult) 

Respiratory  rate  less 
than  10  per  minute  or 
greater  than  30  per 
minute  (adult) 

Respiratory  rate  less 
than  10  per  minute  or 
greater  than  30  per 
minute 

Respiratory  arrest 
within  the  past  12 
hours,  or  acute 
respiratory  failure 
to  initial  therapy 

Patient  with  near- 
drowning injuries, 
with  or  without 
coexistent  hypothermia, 
require  immediate 
transport  to  a regional 
medical  center 

Respiratory  distress 
syndrome  (near- 
drowning, smoke 
inhalation,  respiratory 
failure) 

Flail  chest 

Patient  requires 
mechanical  ventilator 
support  or  is  at  risk 
of  having  an  unstable 
airway 

Pediatric  medical 
emergencies  (acute 
asthma,  epiglotitis, 
sudden  infant  death 
syndrome 

Continued  on  next  page 
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Table  IB. — Established  Criteria  for  Scene  Air  Medical  Response:  Physiologic  Alterations  Continued 

ACS 

AAMS 

NAEMSP 

CT-OEMS 

Temperature  regulation 

Patient  requires 
immediate  therapy  for 
hypothermia 

Life  threatening 
hypothermia  or 
hyperthermia 

Physiologic  scoring 

The  patient  has  a score 
from  an  objective 
ranking  system  for 
trauma  (TS,  RTS,  GCS, 
CRAMS,  etc)  which 
indicates  severe  injury 

Patients  with  a 
trauma  score  less  than 
12  or  Glasgow  coma 
score  less  than  10 
should  be  treated  in  a 
regional  trauma  center 

Trauma  score  of  12  or 
less,  Glasgow  coma 
score  of  10  or  less 

High-risk  obstetric 

The  patient  is  pregnant 
with  a high-risk 
obstetrical  condition 

High-risk  obstetric 
cases 

Multisystem  failure 

Near-drowning  with 
signs  of  hypoxia  or 
altered  mental  status 

Unstable  toxicological 
syndrome 

Near-drowning  with 
respiratory  distress 

Toxicologic  emergencies 

Anaphylactic  shock 

The  major  objectives  of  the  educational  programs 
include  (1)  to  teach  patient  triage  indicators  to  initiate 
ALS  air  medical  service;  (2)  to  provide  an  understanding 
of  helicopter  safety  principles;  (3)  to  establish  regionally 
standardized  safety  procedures;  (4)  to  provide  knowledge 
for  safe  selection  and  preparation  of  landing  zones;  (5)  to 
establish  communications  protocols;  (6)  to  establish  safe 
patient  preparation  and  loading  procedures;  and  (7)  to 
familiarize  field  personnel  with  safety  procedures  when 
returning  from  the  scene  as  an  observer  on  board  LIFE 
STAR.  In  order  to  verify  that  this  information  will  be 
assimilated  into  practice,  each  student  completes  a post- 
test at  the  conclusion  of  each  educational  session.  Each 
student  also  evaluates  the  educational  session,  and  this 
feedback  is  incorporated  into  the  program  design  on  a 
continuing  basis. 

From  the  inception  of  the  LIFE  STAR  air  medical 
program  in  May  1985  to  the  present,  over  45,000  emer- 
gency medical  technicians,  paramedics,  law  enforcement 
officers,  and  firefighters  have  attended  presentations  where 
LIFE  STAR  flight  personnel  discussed  American  Col- 
lege of  Surgeons  and  Connecticut  Office  of  Emergency 
Medical  Services  indications  for  requesting  the  helicop- 
ter. Piacentini  has  shown  that  recurrent  educational  op- 
portunities for  prehospital  personnel  in  air  medical  trans- 


port indicators  contribute  to  appropriate  helicopter  re- 
quests.6,7,8  LIFE  STAR  has  also  recently  initiated  the 
Support  Training  for  Air-medical  Response  (STAR)  Pro- 
gram. This  program  gives  emergency  responders  the 
opportunity  to  spend  an  eight-hour  shift  with  the  flight 
team,  observe  on  board  the  helicopter,  and  to  better 
understand  the  role  of  air  medical  services  in  patient  care. 

A 1992  scene  triage  criteria  appropriateness  rate  of 
96.8%  compares  favorably  with  rates  of  95%  and  95.7% 
previously  reported  for  the  LIFE  STAR  program.7,8  These 
rates  are  also  similar  to  those  reported  by  systems  in  other 
states.  Utilization  review  conducted  by  a statewide  over- 
sight committee  in  Massachusetts  found  a 97.6%  appro- 
priateness rate.9  The  pooled  scene  and  interhospital  re- 
sponses of  six  medical  helicopter  programs  in  North 
Carolina  showed  97.9%  utilization  compliance  with  cri- 
teria developed  by  the  North  Carolina  Chapter  of  the 
American  College  of  Emergency  Physicians.10 

Trauma  patients  comprised  90.3%  of  our  audit  sample. 
Schwartz  has  shown  that  patients  in  Connecticut  trans- 
ported directly  from  the  scene  by  helicopter  to  a trauma 
center  have  improved  survival  over  ground  transported 
patients,  even  though  the  air  transported  patients  were 
more  seriously  injured.8  Schwartz  has  also  demonstrated 
that  scene  patients  in  Connecticut  transported  by  air 
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Table  1C. — Established  Criteria  for  Scene  Air  Medical  Response:  Anatomic  Compromise 

ACS 

AAMS 

NAEMSP 

CT-OEMS 

Airway 

Compromised  airway 

Injuries  to  the  face  or 
neck  which  might  result 
in  an  unstable  airway 
and  might  require 
invasive  management 

Airway 

compromised 

Penetrating  truma 

Penetrating  injury  to 
chest,  abdomen,  head, 
neck,  or  groin 

Penetrating  injury 
anywhere  on  the  body 
between  the  mid-thigh 
and  the  head 

Penetrating  trauma  to 
the  abdomen,  pelvis, 
chest,  neck,  or  head 

Penetrating  trauma  to 
the  head,  neck,  or  torso 

Thoracic  injury 

Flail  chest 

Crushing  injuries  to  the 
chest,  abdomen,  or  head 

Extremity  injury 

Amputation  of  an 
extremity 

Amputation  or  near- 
amputation and  patient 
needs  timely  evaluation 
for  possible 
reimplantation 

Partial  or  total 
amputation  of  an 
extremity  (including 
digits) 

Amputation  of  an 
extremity 

Two  or  more  femur 
or  humerus  fractures 

The  patient  experienced 
a scalping  or  degloving 
injury 

Two  or  more  long-bone 
fractures,  or  a major 
pelvic  fracture 

Fractures  of  two  or 
more  long  bones 

Spinal  cord  injury 

Paralysis  or  spinal  cord 
injury 

Actual  or  great  potential 
injury  of  the  spinal  cord, 
spinal  column,  or 
neurologic  deficit 

Spinal  cord  or  column 
injury,  or  any  injury 
producing  paralysis 
of  any  extremity  or 
lateralizing  signs 

Paralysis  or  spinal  cord 
injury 

Thermal  injury 

Severe  burns 

Burns  greater  than  15% 
of  the  body  surface,  or 
major  burns  of  the  face, 
hands,  feet,  or  perineum 

Burns  over  more  than 
1 % of  the  body  surface 
area,  or  burns  involving 
the  face,  hands,  feet,  or 
perineum 

Severe  burns 

Burns  associated  with 
an  airway  or  inhalation 
injury 

Burns  with  significant 
respiratory  involvement 

Major  Electrical  or 
chemical  burns 

Age  / comorbid  states 

Less  than  5 years  old  or 
greater  than  55  years 
old  with  multiple 
traumatic  injures 

Patients  involved  in 
serious  traumatic  event 
and  are  less  than  12  years 
old  or  more  than  55  years 
old  should  be  treated  in  a 
regional  trauma  center 
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directly  from  the  scene  have  significantly  shorter  length 
of  stays  and  lower  charges  than  those  secondarily  trans- 
ferred to  trauma  centers.” 

The  American  College  of  Surgeons  Committee  on 
Trauma  has  stated  that  in  a mature  system,  the  overtriage 
rate  may  need  to  be  as  high  as  40%  to  be  sensitive  enough 
to  capture  all  of  the  potentially  appropriate  patients  for 
level  I trauma  care.2  There  is  no  such  consensus  on  the 
goal  for  on-scene  air  medical  appropriateness.  The  Na- 
tional Association  of  Emergency  Medical  Service  Physi- 
cians has  arbitrarily  set  an  overtriage  rate  at  10%,  but 
regional  variables  may  largely  define  what  overtriage  rate 
can  be  tolerated  in  terms  of  resource  consumption.4  As  the 
utilization  appropriateness  rate  approaches  100%,  the 
trauma  care  community  should  be  more  concerned  that 
there  are  other  patients  who  would  have  benefited  from 
air  medical  transport  but  were  not  triaged  into  the  system. 
It  is  anticipated  that  the  implementation  of  a statewide 
trauma  registry  will  provide  the  data  to  answer  these 
important  questions. 

Patients  in  nontraumatic  cardiac  arrest  represented  less 
than  3%  of  our  completed  scene  missions  in  1992.  While 
the  external  reviewers  agreed  that  patients  in  cardiopul- 
monary arrest  met  the  established  indications  for  air 
medical  transport,  some  questioned  the  need  for  air  medi- 
cal service  in  these  instances.  Currently,  all  patients  are 
resuscitated  unless  there  is  obvious  death  (incineration, 
decapitation,  rigor  mortis,  dependent  lividity,  hemi- 
section),  the  patient  is  inaccessible,  or  there  are  inad- 
equate resources  in  a mass  casualty  incident. 

For  the  victim  of  nontraumatic  cardiac  arrest,  success- 
ful resuscitation  depends  on  the  strength  of  the  “chain  of 
survival,”  which  includes  early  access  to  care,  bystander 
cardiopulmonary  resuscitation,  rapid  defibrillation,  and 
advanced  care.12  The  prehospital  ALS  system  in  Seattle 
has  reported  a survival  to  discharge  rate  of  24-33%  for  out 
of  hospital  ventricular  fibrillation.13  The  city  of  Houston 
has  shown  a survival  rate  of  21%  for  patients  in  cardiac 
arrest  with  ventricular  fibrillation,  improving  to  40% 
survival  when  bystanders  initiated  cardiopulmonary  re- 
suscitation.14 

There  is  considerable  variability  of  the  influence  of  air 
medical  systems  on  reported  patient  outcome  in 
nontraumatic  cardiac  arrest.  The  results  range  from  a 
survival  to  discharge  rate  of  1%15  to  9.4%. 16  One  air 
medical  program  has  evaluated  the  use  of  on-line  medical 
control  in  the  management  of  adult  patients  in  nontraumatic 
cardiac  arrest,  and  concluded  that  by  pronouncing  death 
on-scene  and  not  transporting  the  victim,  resource  avail- 
ability improved  but  no  cost  savings  was  realized.17  Air 
medical  services  delivering  advanced  care  are  unlikely  to 
improve  patient  outcome  unless  the  early  links  in  the 
chain  of  survival  are  in  place  to  improve  patient  viability. 


Fig.  1. — 1992  scene  air  medical  missions  by  requesting  agency 


Patients  in  cardiac  arrest  due  to  blunt  trauma  are  re- 
ported to  have  only  1 to  2.6%  survival,18-19  and  therefore 
are  unlikely  to  benefit  from  air  medical  transport  if  expert 
advanced  life  support  (paramedic  level  and  above)  scene 
providers  can  document  asystole  and  the  absence  of  all 
signs  of  life.  First  responders  should  summon  air  medical 
ALS  teams  if  any  signs  of  life  are  documented.  Outcome 
based  multicenter  studies  are  still  needed  to  determine 
whether  air  services  offer  particular  advantages  over 
ground-based  services  for  specific  situations  or  subsets  of 
patients  in  cardiac  arrest. 

There  were  limitations  encountered  with  this  audit. 
The  records  of  ground-based  prehospital  providers  were 
usually  not  completed  at  the  time  of  the  flight  and  were 
not  available  for  examination.  These  records  would  re- 
flect the  assessment  of  the  first  responders  and  reveal 
their  decision-making  process  in  requesting  air  medical 
transport.  Another  issue  is  that  when  the  flight  team  uses 
a landing  zone  remote  from  the  scene,  the  historical 
portion  of  the  flight  record  is  completed  based  on  the 
prehospital  informant’s  assessment  instead  of  direct  ob- 
servation by  the  flight  team. 

This  may  lead  to  errors  of  omission  in  the  documenta- 
tion. Also,  the  reviewers  had  the  opportunity  to  read  the 
entire  flight  record  with  a detailed  physical  examination 
performed  by  the  flight  team,  documenting  that  the 
patient’s  condition  may  have  changed  significantly  be- 
tween the  time  of  the  scene  request  and  the  time  of  the 
helicopter’s  arrival. 

This  review  was  not  an  attempt  to  validate  the  currently 
used  indicators  for  air  medical  transport.  The  body  of 
knowledge  utilizing  environmental,  anatomic,  and  physi- 
ologic indicators  to  determine  prospectively  in  the  field 
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Table  ID. — Established  Criteria  for  Scene  Air  Medical  Response:  Situational  and  Environmental  Considerations 

ACS 

AAMS 

NAEMSP 

CT-OEMS 

Transport  time 

The  time  needed  to 
transport  a patient  by 
ground  to  an  appropriate 
facility  poses  a threat 
to  the  patient’s  survival 
and  recovery 

The  potential  for  delays 
which  may  be  associated 
with  ground  transport, 
including  road  obstacles 
and  traffic,  is  likely  to 
worsen  the  patient’s 
status 

Transport  time  to  a 
trauma  center  greater 
than  15  minutes 

Transport  time  to  local 
hospital  by  ambulance 
greater  than  the 
transport  time  to  a 
trauma  center  by 
helicopter 

The  time  needed  to 
transport  a patient  by 
ground  to  an  appropriate 
facility  poses  a threat  to 
the  patient’s  survival 
and  recovery 

There  is  need  for  speedy 
delivery  of  trauma 
victims  to  a regional 
trauma  center 

Access 

Weather,  road,  and 
traffic  conditions 
would  seriously  delay 
the  patient’s  access  to 
advanced  life  support 

The  patient  is  located 
in  an  area  which  is 
inaccessible  to  regular 
ground  traffic 

Ambulance  egress  or 
access  impeded  at  the 
scene  by  road 
conditions,  weather,  or 
traffic 

Weather,  road,  and 
traffic  conditions 
would  seriously  delay 
the  patient’s  access  to 
advanced  life  support 

Standard  of  care 

Critical  care  personnel 
and  equipment  are 
needed  to  adequately 
care  for  the  patient 

The  patient  requires 
critical  care  life 
support  (monitoring, 
personnel,  medications, 
or  specific  equipment) 
during  transport  that  is 
not  available  from  the 
local  ground  ambulance 

Patients  with  critical 
injuries  resulting  in 
unstable  vital  signs 
require  the  fastest,  most 
direct  route  of  transport 
to  the  regional  trauma 
care  center  in  a vehicle 
and  with  a team  capable 
of  offering  critical  care 
en  route 

Critical  care  personnel 
and  equipment  are 
needed  to  adequately 
care  for  the  patient 
during  transport 

Other  considerations 

The  use  of  a local 
ground  transport  team 
would  leave  the  local 
area  without  adequate 
EMS  coverage 

The  patient’s  clinical 
condition  requires 
care  given  by  physicians 
at  the  receiving  hospital 
who  are  intimately 
familiar  with  the  patient 

The  use  of  a local 
ground  transport  team 
would  leave  the  local 
area  without  adequate 
EMS  coverage 

Multiple  victims 
(leaving  the  ambulance 
with  too  many  victims 
to  transport) 

Wilderness  rescue 

Local  emergency  care 
assets  would  otherwise 
be  severely  depleted 

Mass  casualty  incident 
management 

Emergency  airborne 
search  when  victim  is 
not  readily  identified 
or  recoverable  by 
ground  rescue  crews 

which  patients  are  going  to  be  severely  injured  is  in  its 
infancy.  One  of  the  challenges  of  researching  this  area  is 
that  it  is  very  diffficult  to  obtain  complete  population- 
based  information.  Frequently,  the  data  base  used  for 


research  is  taken  from  a transporting  agency  or  a receiv- 
ing treatment  facility.  This  omits  a large  number  of 
potential  patients  who  were  involved  in  incidents,  but 
who  were  not  documented  because  they  were  either  not 


10 


CONNECTICUT  MEDICINE,  JANUARY  1994 


Fig.  2 — Completed  1992  scene  air  medical  missions  by  medical  classification 


injured  or  dead.  It  also  omits  those  patients  who  were 
transported  to  facilities  that  do  not  collect,  analyze,  or 
report  injury  data.  The  optimal  data  set  would  include  all 
incidents  that  involved  energy  transfer  as  an  agent  of 
injury,  including  motor  vehicle  crashes,  falls,  gunshot 
wounds,  etc.,  and  the  patient’s  injuries,  outcome,  and 


resources  consumed.  Despite  these  significant  shortcom- 
ings, both  in  military  and  civilian  practice,  it  is  essential 
to  give  clear,  unequivocal  guidelines  to  first  responding 
personnel  who  triage  and  initiate  treatment  for  these 
patients.  There  will  be  continued  efforts  to  evaluate  and 
modify  the  factors  which  prospectively  determine  severe 


Fig.  3 — Completed  1992  scene  patient  missions  by  mechanism  of  injury  (n=444) 
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injuries  to  patients. 

Health  care  reform  will  continue  to  emphasize  the 
development  of  organized  systems  of  care.  This  trend  has 
special  significance  for  trauma  care  systems,  which  the 
federal  government  has  already  begun  organizing  under 
the  Trauma  Care  Systems  Planning  and  Development  Act 
of  1990. 20  Model  plans  urge  the  concentration  of  resource 
intensive  services  in  regional  trauma  centers  while  bring- 
ing community  hospitals  and  clinics  into  the  system 
according  to  their  individual  capabilities.  Connecticut’s 
Office  of  Emergency  Medical  Services  has  outlined  three 
major  developmental  goals:  to  develop  a trauma  system 
implementation  plan;  to  integrate  prehospital  data  into 
the  existing  trauma  registry;  and  to  provide  trauma  triage 
training  for  prehospital  providers.21 

Conclusion 

Using  published  national  and  statewide  indicators  for 
on-scene  air  medical  response,  external  reviewers  found 
that  96.8%  of  the  completed  patient  transports  were 
indicated.  Emergency  service  first  responders  in  Con- 
necticut have  demonstrated  an  ability  to  use  established 
indicators  to  triage  critically  ill  and  injured  patients  to  on- 
scene air  medical  resources  appropriately. 

We  are  indebted  to  Marie  Wilson,  R.N.,  M.P.A.,  Chief 
of  Field  Services,  of  the  Office  of  Emergency  Medical 
Services,  Connecticut  Department  of  Public  Health,  for 
her  valuable  contribution  to  this  project. 
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Bronchiolitis  Associated  with  the  Finding 
of  the  Fungus  Aspergillus 

Report  of  Two  Cases 

STEVEN  C.  SIEBER,  M.D.,  SOLON  R.  COLE,  M.D.,  JOHN  M.  McNAB,  PA-C, 

AND  ERIC  SHORE,  M.D. 


ABSTRACT — We  report  two  cases  of  necrotizing 
bronchiolitis  and  bronchiolitis  obliterans  associated 
with  the  finding  of  the  fungus  aspergillus.  One  of  the 
cases  also  showed  bronchiolocentric  granulomas  and 
mucoid  impaction  of  a segmental  bronchus.  Both 
patients  were  immunocompromised  and  had  presented 
with  dyspnea,  cough,  fever,  and  pulmonary  infiltrates. 
Systemic  antifungal  therapy  led  to  symptomatic  and 
radiologic  resolution.  We  surmise  that  these  cases 
represent  unusual  examples  of  chronic  necrotizing 
aspergillosis.  The  spectrum  of  pulmonary  aspergillus 
diseases  is  reviewed. 

Introduction 

PULMONARY  infections  due  to  aspergillus  species 
generally  occur  in  immunocompromised  hosts.  Well 
described  subtypes  include  invasive  pulmonary 
aspergillosis,1  chronic  necrotizing  (“semi-invasive”) 
aspergillosis,2  and  ulcerative  or  pseudomembranous 
tracheobronchitis.3-4  Other  lung  diseases  caused  by  as- 
pergillus include  saprophytic  colonization  of  preexisting 
lung  cavities  (aspergilloma1),  and  allergic  conditions, 
such  as  allergic  bronchopulmonary  aspergillosis  (ABPA) 
in  asthmatics,5-6  and  hypersensitivity  reactions  to  as- 
pergillus species."  These  latter  conditions  generally  occur 
in  immunologic  ally  intact  patients. 
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In  recent  years,  several  isolated  case  reports  of  as- 
pergillus infection  limited  to  bronchial  airways  have 
appeared  in  the  literature.8'10  All  but  one  of  these 
nonasthmatic  patients  were  immunocompromised,  and 
all  presented  with  fever,  dyspnea,  cough,  and  a variety  of 
progressively  worsening  localized  or  diffuse  pulmonary 
infiltrates.  Open  lung  biopsies  showed  necrotizing 
bronchocentric  granulomas  with  viable  aspergillus  hyphae, 
normal  distal  lung  parenchyma,  and  no  evidence  of  an 
allergic  process,  such  as  tissue  eosinophilia. 

We  report  two  cases  of  small  airways  inflammation 
with  the  associated  finding  of  aspergillus  fungus  occur- 
ring in  immunosuppressed  patients;  one  heart  transplant 
recipient,  and  an  asthmatic  on  long-term  steroid  therapy. 
The  most  prominent  pathologic  features  were  necrotizing 
bronchiolitis,  bronchiolitis  obliterans  and,  in  one  case, 
bronchiolocentric  granulomas.  These  cases,  which  prob- 
ably represent  examples  of  chronic  necrotizing 
aspergillosis,  underscore  the  need  to  expand  the  differen- 
tial diagnosis  of  bronchiolitis  obliterans  and  broncho- 
centric granulomas  to  include  fungal  infections,  particu- 
larly in  immunocompromised  hosts. 

Case  Reports 

Case  1. — A 60-year-old  white  male  received  an 
orthotopic  cardiac  transplant  for  ischemic  cardiomyopa- 
thy. His  postoperative  course  was  marked  by  an  episode 
of  moderate  acute  allograft  rejection  (Hanover  A-3)  on 
the  14th  postoperative  day,  treated  successfully  with  a 
two-week  course  of  monoclonal  antibody  therapy  against 
T lymphocytes  (OKT3,  Ortho  Biotech).  The  patient  was 
discharged  on  the  28th  postoperative  day,  but  was  read- 
mitted three  days  later  for  recurrence  of  acute  allograft 
rejection  and  received  a two-week  course  of  intravenous 
equine  antilymphocyte  globulin  (ATGAM,  Upjohn).  He 
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Figure  1. — The  admission  chest  radiograph  for  Patient  1, 
revealing  patchy  right  upper  and  middle  lobe  atelectasis  (lateral 
view). 


was  discharged  after  23  days.  Over  the  next  13  months, 
his  course  was  complicated  by  spontaneous  perforation 
of  the  ascending  colon,  requiring  emergency  right 
hemicolectomy;  cytomegalovirus  gastritis,  treated  with  a 
14-day  course  of  ganciclovir;  and  three  additional  epi- 
sodes of  allograft  rejection  requiring  brief  hospitaliza- 
tions for  treatment,  and  treatment  with  intravenous  meth- 
ylprednisolone. 

Fifteen  months  after  transplantation  the  patient  was 
readmitted  with  symptoms  of  weakness,  fatigue,  and  dry 
cough.  He  was  not  febrile.  Chest  films  revealed  patchy 
right  upper  and  middle  lobe  atelectasis  (Fig  1). 
Bronchoscopy  revealed  mucoid  impaction  and  inflam- 
mation of  the  right  upper  lobe  bronchus.  Bronchoal  veolar 
lavage  revealed  aspergillus  hyphae  and  enlarged  respira- 
tory epithelial  cells  were  positive  for  cytomegalovirus 
early  antigen  by  immunoperoxidase  reaction.  Treatment 
with  intravenous  ganciclovir  was  initiated.  A right  upper 
lobe  open-lung  biopsy  performed  nine  days  after  admis- 
sion revealed  necrotizing  and  organizing  bronchiolitis 
with  bronchocentric  granulomas  and  noninvasive  as- 
pergillus hyphae.  Lung  tissue  cultures  grew  Aspergillus 
fumigatus.  Treatment  was  begun  with  amphotericin  B (50 
mg  IV  per  day).  Following  discharge  on  the  38th  hospital 
day,  amphotericin  B was  continued  on  an  outpatient  basis 


at  30  mg  IV  three  times  per  week  to  a total  of  2.3  g.  Serial 
chest  radiographs  showed  gradual  resolution  of  the  right 
upper  lobe  atelectasis  and  repeat  bronchoscopy  five  months 
after  discharge  revealed  resolution  of  the  bronchial  ob- 
struction and  inflammation.  The  patient  has  continued 
well  for  over  three  years  without  recurrence  of  pulmonary 
disease. 

Case  2.  — A 65  -year-old  Hispanic  female  with  a history 
of  chronic  asthma  and  noninsulin  dependent  diabetes 
mellitus  was  admitted  to  the  hospital  after  two  to  three 
days  of  progressive  dyspnea,  nonproductive  cough,  fe- 
ver, and  sore  throat.  During  the  previous  month,  she  had 
received  outpatient  treatment  on  four  separate  occasions 
in  the  emergency  room  for  asthma.  On  admission,  she  was 
moderately  dyspneic,  and  had  an  oral  temperature  of 
38.5°C,  diffuse  inspiratory  and  expiratory  wheezes,  and  a 
left  lingular  infiltrate  by  chest  film.  Room  air  blood  gases 
were  Paco2  31  mm  Hg,  Pa02  62  mm  Hg,  and  92%  02 
saturation.  Blood  pH  was  7.46.  Other  laboratory  studies 
were  significant  for  a white  blood  cell  count  of  12,500 
with  78%  segmented  neutrophils,  5%  band  forms,  3% 
eosinophils,  8%  lymphocytes,  and  6%  monocytes.  She 
was  treated  with  beta  agonists,  intravenous  steroids,  and 
intravenous  cefuroxime  for  a presumed  acute  asthmatic 
episode  with  pneumonia.  Over  the  next  several  days  her 
respiratory  symptoms  improved.  However,  the  low-grade 
fever  persisted  and  new  diffuse  reticular  and  nodular 
pulmonary  infiltrates  were  noted  on  the  1 1th  day  (Fig.  2). 
Sputum  culture  grew  Aspergillus  fumigatus  on  the  14th 
hospital  day.  On  the  22nd  hospital  day,  the  bilateral 
pulmonary  infiltrates  had  progressed,  with  evidence  of 
left  upper  lobe  cavitation.  Bronchoscopy  was  unremark- 
able, but  washings  revealed  viable-appearing  aspergillus 
hyphae  in  a background  of  necrotic  debris.  Amphotericin 
B,  50  mg  IV  per  day  was  given  and  intravenous  steroid 
administration  was  decreased  over  the  next  week.  Open 
biopsy  of  the  left  lung  performed  on  the  32nd  hospital  day 
revealed  necrotizing  and  organizing  bronchiolitis  with 
noninvasive  aspergillus.  Skin  tests  for  aspergillus  anti- 
gens were  negative  and  peripheral  blood  eosinophil  count 
was  normal.  Intravenous  amphotericin  B was  continued 
and  serial  chest  films  showed  partial  resolution  by  the 
39th  hospital  day.  Forty-five  days  after  admission,  the 
patient  was  discharged  in  stable  condition  on  intravenous 
amphotericin  B.  There  has  been  no  evidence  of  recurrent 
pulmonary  infiltrates  during  the  subsequent  16-month 
period  of  follow  up. 

Methods 

Tissue  was  fixed  in  10%  buffered  formaldehyde,  em- 
bedded in  paraffin,  and  stained  with  hematoxylin-eosin, 
silver-methenamine,  Gram,  and  Ziehl-Neelsen  acid-fast 
stains.  Immunohistochemical  studies  were  performed  on 
selected  deparaffinized  sections  using  a three-step  avi-  j 


14 


CONNECTICUT  MEDICINE,  JANUARY  1994 


din-biotin  immunoperoxidase  method.11  Primary  goat 
polyclonal  antibody  against  aspergillus  antigen  was  ap- 
plied at  a 1:100,000  dilution  (Immuno-Mycologics, 
Norman,  OK).  Antigenically  well  characterized  tissues 
served  as  the  positive  control.  The  primary  antibody  was 
deleted  for  the  negative  control. 

Pathologic  Findings 

Open  lung  biopsies  in  both  cases  showed  a patchy 
bronchiolocentric  disease  process  characterized  by 
necrotizing  and  obliterative  bronchiolitis,  and  organizing 
alveolar  debris  (Fig.  3).  The  small  bronchi,  terminal  and 
respiratory  bronchioles  showed  partial  destruction  with  a 
necrotic  and  neutrophilic  intraluminal  exudate.  The  exu- 
date was  focally  organized  into  cellular  fibroblastic  con- 
nective tissue  plugs  which  extended  from  bronchioles 
into  contiguous  alveolar  ducts  and  alveoli.  Associated 
with  this  intraluminal  connective  tissue,  and  within  the 
bronchiolar  and  peribronchiolar  interstitium  were  mixed 
mononuclear  cell  infiltrates  composed  of  lymphocytes, 
plasma  cells,  foamy  macrophages,  and  eosinophils.  Eosi- 
nophils were  easily  identitied  in  Case  1,  and  sparse  in 
Case  2. 

Also  present  in  Case  1 were  multiple  poorly  formed 
bronchiolocentric  granulomas  composed  of  nonpalisading 
epithelioid  histiocytes  and  multinucleated  giant  cells  of 
Langhans  type.  Some  of  these  granulomas  showed  cen- 
tral necrosis.  Granulomas  were  not  identified  in  Case  2. 

Visible  by  hemotoxylin-eosin  stain,  and  highlighted 
with  silver  methenamine  stain  were  clusters  of  viable- 
appearing,  dichotamously  branching  septate  hyphae  within 
the  necrotic  intrabronchiolar  exudate  and  within  the  ne- 
crotic centers  of  granulomas  (Case  1).  Hyphae  in  both 
cases  showed  strong  immunoreactivity  for  aspergillus 
antigen  by  immunoperoxidase  stain.  There  was  no  evi- 
dence of  tissue  invasion  beyond  the  bronchiolar  walls. 

Special  stains  for  acid-fast  bacilli  and  other  bacteria 
were  negative.  Neither  case  showed  evidence  of 
necrotizing  vasculitis,  eosinophilic  pneumonia,  or  other 
significant  histopathologic  findings  in  the  distal  lung 
parenchyma. 

Review  of  the  bronchiolar  lavage  performed  nine  days 
prior  to  open  lung  biopsy  in  Case  2 showed  necrotic 
debris  and  aspergillus  hyphae  (Fig.  3).  Concurrent  bron- 
chial and  transbronchial  biopsies  demonstrated  focal 
necrotizing  bronchiolitis  with  no  definite  organisms. 

Comment 

The  spectrum  of  pulmonary  diseases  secondary  to 
aspergillus  species  is  limited.  Infectious  forms  include 
invasive  pulmonary  aspergillosis,  mycetoma,  chronic 
necrotizing  or  “semi-invasive”  aspergillosis,  and 
necrotizing  or  pseudomembranous  tracheobronchitis.  1-4 


Figure  2. — The  chest  radiograph  for  Patient  2,  eleventh  hospital 
day,  revealing  diffuse  bilateral  reticular  and  nodular  pulmonary 
infiltrates  (PA  view). 


Allergic  conditions  such  as  allergic  bronchopulmonary 
aspergillosis  (ABPA)  and  extrinsic  allergic  alveolitis  due 
to  aspergillus  species  in  moldy  grain  are  also  well  de- 
scribed. 5-7 

In  1989  Tazelaar  and  coworkers  published  three  cases 
of  a previously  undescribed  form  of  pulmonary  fungal 
infection  which  they  designated  “bronchocentric 
mycosis.”8  Two  of  their  patients  were  heart-lung  trans- 
plant recipients  with  aspergillus,  and  one  was  a bone 
marrow  transplant  recipient  with  mucormycosis.  These 
patients  had  been  receiving  immunosuppressive  agents 
regimens  and  presented  between  seven  and  47  months 
after  transplantation  with  fever,  dyspnea,  and  patchy 
bilateral  pulmonary  infiltrates.  Open-lung  biopsies  re- 
vealed chronic  necrotizing  granulomatous  inflammation 
centered  on  airways  with  focal  bronchiolar  wall  destruc- 
tion, a mixed  inflammatory  infiltrate  with  paucity  of 
eosinophils,  and  identifiable  viable  aspergillus  or  mucor 
hyphae  within  the  necrotic  foci.  Neither  case  showed 
evidence  of  tissue  invasion.  Despite  systemic  antifungal 
therapy,  both  patients  with  aspergillus  eventually  died  of 
invasive  aspergillosis. 

Chronic  necrotizing  pulmonary  aspergillosis  (CNPA) 
is  a form  of  chronic  aspergillus  infection  causing  slowly 
progressive  cavitating  pulmonary  infiltrates  with  limited 
tissue  invasion  in  patients  with  underlying  chronic  lung 
diseases  or  modest  compromise  in  host  defenses.2  Patho- 
logically, the  disease  is  characterized  by  necrotizing 
bronchopneumonia  with  cavitation,  necrotizing  granulo- 
mas containing  viable  aspergillus  hyphae,  and  limited 
tissue  invasion.  Angioinvasion  and  dissemination  are 
characteristically  absent.  Treatment  modalities  include 
systemic  antifungal  therapy  and  surgical  resection  or 
drainage. 
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Figure  3. — Open  lung  biopsy  from  Patient  1:  Low  power  photomicrograph  with  bronchiolitis  obliterans,  organizing  alveolar  debris,  and 
associated  intraluminal  granulomas  (Hematoxylin-eosin  stain;  magnification  X 3.1).  Inset:  Bronchoalveolar  lavage  fluid  smear,  showing 
dichotamously  branching  septate  hyphae  (Gomori  methenamine-silver  stain;  magnification  X 50). 


Tron  and  Churg  reported  an  unusual  case  of  CNPA  in 
a 55-year-old  male  with  a slowly  progressive  left  upper 
lobe  infiltrate  and  a history  of  several  months  of  low-dose 
steroid  therapy  for  palliation  of  cerebral  metastases.10 
Pathologic  examination  of  a wedge  lung  biopsy  revealed 
necrotizing  bronchocentric  granulomas  containing  vi- 
able aspergillus  hyphae,  with  limited  destruction  and 
invasion  of  airway  walls.  Fungi  were  not  identified  out- 
side of  the  airways,  and  angioinvasion  was  absent.  The 
tissue  reaction  closely  mimicked  bronchocentric 
granulomatosis  but  there  was  no  evidence  of  tissue 
eosinophilia  or  other  signs  of  allergy. 

In  1990  Nagata  reported  a case  of  bronchocentric 
aspergillus  granulomas  in  a 56-year-old  nonasthmatic 
patient  who  presented  with  excessive  sputum  production 
and  bilateral  diffuse  nodular  pulmonary  infiltrates.9  Lung 
biopsy  revealed  bronchocentric  necrotizing  granulomas 
containing  viable  aspergillus  hyphae.  There  was  no  evi- 
dence of  tissue  invasion,  eosinophilia,  or  mucoid  impac- 
tion of  bronchi.  The  patient  responded  to  5-fluorouracil 
therapy  and  was  well  after  an  eight-year  follow  up  period. 
The  two  cases  reported  herein  bear  clinical  and  patho- 


logic similarity  to  the  above  case  reports  and  probably 
represent  examples  of  CNPA.810  Our  two  patients  were 
immunocompromised  and  both  presented  with  dyspnea, 
dry  cough,  fever,  and  pulmonary  infiltrates.  Pathologic 
findings  were  limited  to  small  airways  and  included 
necrotizing  bronchiolitis  and  bronchiolitis  obliterans.  One 
case,  in  addition,  showed  numerous  bronchiolocentric 
granulomas.  In  both  cases,  viable  aspergillus  hyphae 
were  demonstrated  within  the  necrotic  intraluminal  exu- 
date (and  within  the  granulomas  in  Case  1),  but  there  was 
no  evidence  of  tissue  invasion.  Lack  of  invasion  in  our 
cases  may  represent  a sampling  error,  as  airway  wall 
invasion  by  aspergillus  in  CNPA  is  characteristically 
focal.10  Analogous  to  the  patient  reported  by  Nagata,  our 
two  patients  are  alive  and  well  after  systemic  antifungal 
therapy.9 

The  differential  diagnosis  of  chronic  necrotizing  as- 
pergillus infection  limited  to  small  airways  includes  aller- 
gic and  other  infectious  etiologies.  Allergic  broncho- 
pulmonary aspergillosis  (ABPA)  occurs  exclusively  in 
asthmatics  with  blood  eosinophilia  and  is  characterized 
by  involvement  of  both  large  and  small  airways  by 
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necrotizing  granulomas  and  significant  tissue  eosinophilia. 
In  ABPA,  there  is  often  mucoid  impaction  of  bronchi  by 
“allergic  mucin.”  Identifiable  aspergillus  hyphae  in  ABPA 
tend  to  be  fragmented  and  nonviable.  Patients  generally 
respond  well  to  steroids.  Case  1 showed  mucoid  impac- 
tion of  a large  bronchus,  modest  tissue  eosinophilia,  and 
focal  fragmentation  of  the  aspergillus  hyphae  within  the 
granulomas.  These  pathologic  findings  are  consistent 
with  ABPA.  However,  lack  of  asthma  and  worsening 
symptoms  during  ongoing  steroid  therapy  militate  against 
a diagnosis  of  ABPA.  Focal  fragmentation  of  hyphae  in 
this  case  might  be  explained  by  partial  treatment,  as 
amphotericin  B had  been  initiated  prior  to  open  lung 
biopsy.  As  has  been  discussed  by  others,  the  presence  of 
tissue  eosinophilia  in  association  with  aspergillus  in  the 
lung  is  not  limited  to  allergic  conditions  and  may  occur  in 
invasive  aspergillosis.7  Although  we  favor  the  diagnosis 
of  CNPA  in  the  immunosuppressed  patient  (Case  1),  the 
possibility  of  an  overlap  syndrome  of  ABPA  and 
semiinvasive  infection  cannot  be  totally  excluded. 

The  differential  diagnosis  for  the  two  cases  includes 
secondary  colonization  of  inflamed  airways  by  aspergil- 
lus. This  fungus  is  indeed  a ubiquitous  organism  which 
has  a well-known  tendency  to  proliferate  within  ectatic 
airways  of  all  sizes,  particularly  those  which  contain 
mucus  plugs.  Both  patients  may  have  developed  a de- 
structive bronchiolitis  as  a result  of  a nonfungal  infection 
or  as  a manitestation  of  idiopathic  bronchocentric 
granulomatosis,  with  subsequent  secondary  colonization 
of  these  inflamed  airways  by  aspergillus.  Therefore,  a 
definite  cause-effect  relationship  between  the  small  air- 
ways disease  and  aspergillus  cannot  be  established  in 
these  two  cases. 

Infectious  etiologies  that  need  to  be  distinguished  from 
bronchiolocentric  aspergillus  infection  include  agents 
causing  necrotizing  bronchiolitis,  such  as  viruses,  myco- 
plasma, and  bacteria.  Viral  infections  such  as  herpes 
simplex,  adenovirus,  and  others  can  be  excluded  by  the 
absence  of  viral  inclusions  within  bronchiolar  lining 
cells,  absence  of  associated  interstitial  pneumonitis,  and 
negative  immunoreactivity  for  specific  viral  antigens  by 
immunofluorescence  or  immunoperoxidase  techniques. 
Mycoplasma  infection  can  usually  be  excluded  by  sero- 
logic testing.  These  two  cases  showed  prominent 
bronchiolitis  obliterans.  In  Case  2,  this  finding  dominated 
the  pathologic  picture  and  was  unaccompanied  by  granu- 
lomas. The  differential  diagnosis  of  bronchiolitis  obliterans 
has  traditionally  included  viral  or  bacterial  infections, 
toxic  inhalation  (silo-filler’s  lung),  drug  reactions,  colla- 
gen vascular  disease,  bronchial  obstruction  secondary  to 
tumor  or  foreign  bodies,  and  an  idiopathic  form,  com- 
monly known  as  bronchiolitis  obliterans  with  organizing 
pneumonia.12’13 


Bronchiolitis  obliterans  secondary  to  fungal  infection, 
as  demonstrated  herein,  is  rare.  Considering  the  usual 
therapy  for  bronchiolitis  obliterans,  ie,  steroids,  these 
cases  of  aspergillus-induced  bronchiolitis  obliterans  un- 
derscore the  importance  of  excluding  fungal  infection  in 
patients  with  such  a pathologic  pattern,  even  in  the  ab- 
sence of  granulomas,  prior  to  initiating  steroid  therapy. 

Necrotizing  bronchocentric  granulomas  occurring  in 
nonasthmatic  patients  are  not  uncommonly  infectious  in 
origin,  as  has  been  illustrated  by  Myers  and  Katzenstein. 14,15 
Special  stains  in  such  cases  may  result  in  the  identifica- 
tion of  various  fungal  agents,  such  as  histoplasma  or 
blastomyces,  and  acid-fast  bacilli.  These  cases  illustrate 
the  importance  of  excluding  infection  prior  to  making  a 
diagnosis  of  ABPA,  particularly  in  patients  who  are 
nonasthmatic  or  immunocompromised. 
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When  President  Clinton  unveiled 
his  health  care  reform  package  last 
year,  much  of  it  seemed  very  familiar.  The 
foundations  of  his  plan  - quality,  responsibility, 
simplicity  and  choice  - also  happen  to  be  four 
key  principles  of  M.D.  Health  Plan. 

Quality.  M.D.  Health  Plan  is  the  only  plan 
sponsored  by  the  Connecticut  State  Medical 


commitment  to  providing  the  finest  health  care 
to  people  across  the  state  is  well  documented. 


Responsibility.  As  Connecticut’s  only  physician- 
owned  and  physician-directed  HMO,  we  believe 
that  the  best  medicine  for  patients  is  practiced 
by  physicians. 

Simplicity.  We  make  it  easy  for  your  patients  to 
get  the  highest  quality  care.  They  don’t  have  to 
hassle  with  inconveniences  such  as  claim  forms 
or  a gatekeeper. 


Choice.  Through  the  CSMS-IPA,  M.D.  Health 
Plan  provides  members  across  the  state  access 
to  over  4,500  physicians  and  all  Connecticut 
acute-care  hospitals. 

Health  care  reform  is  nothing  new  to  M.D.  Health 
Plan.  We’ve  been  changing  health  care  for  the 
better  since  1987.  Over  115,000  members 
throughout  Connecticut  agree. 


6 Devine  Street  • North  Haven,  CT  06473  • (203)776-575  • 1-800-345-9272 


Abstracts:  31st  Annual  Orthopaedic  Conference 


NEWINGTON  CHILDREN’S  HOSPITAL 


JOHN  V.  BANT  A,  M.D. 

Director  of  Orthopaedic  Surgery,  Newington  Children’s  Hospital; 

Professor,  Department  of  Orthopaedic  Surgery,  University  of  Connecticut  School  of  Medicine 


FOREWORD 


The  conference  held  on  22  October  1993 
highlighted  presentations  by  three  pediatric 
orthopaedic  surgeons  who  had  completed  a 
pediatric  orthopaedic  surgical  fellowship  at 
Newington  Children’s  Hospital:  Walter  B. 
Greene,  M.D.,  Professor  of  Orthopaedic  Surgery 
and  Pediatrics  at  the  University  of  North  Carolina 
School  of  Medicine,  our  guest  lecturer  this  year; 
Gregory  A.  Mencio,  M.D.,  Assistant  Professor, 
Vanderbilt  University,  Nashville,  Tennessee;  and 
Elizabeth  Engel,  M.D.,  Clinical  Instructor, 
Department  of  Orthopedic  Surgery,  Pediatric 
Orthopedics,  Cardinal  Glennon  Children’s 
Hospital,  St.  Louis  University,  St.  Louis,  Missouri. 

The  conference  covered  a wide  range  of  topics 
of  interest  to  clinicians  faced  with  problems  of  the 
musculoskeletal  system  in  the  grow  ing  child.  The 
program  highlighted  the  increasing  impact  of 
new  medical  technological  advances  and  the  best 
ways  to  utilize  them.  One  report  described  the  use 
of  magnetic  resonance  imaging  (MRI)  in  physeal 
injuries  (Smith  et  al).  Numerous  new  implant 
devices  continue  to  be  marketed;  how  ever,  clinical 
trials  utilizing  comparable  systems  have  not  been 
the  subject  of  research  investigation  (McCullen 
et  al).  Continued  advances  in  motion-analysis 
technology  provide  clinicians  with  objective 


criteria  to  assist  in  the  difficult  decision  making  in 
the  surgical  treatment  of  patients  with  cerebral 
palsy  (Engel  et  al).  The  indications  for  the 
operative  management  of  long-bone  fractures  in 
children  continue  to  be  expanded  (Mencio  et  al). 
In  addition,  a better  understanding  of  the  surgical 
requirements  for  stabilization  of  the  slipped 
capital  epiphysis  was  provided  in  a large 
retrospective  analysis  from  Children’s  Hospital, 
Chicago  (Romness).  The  difficult  diagnostic 
problems  of  bone  and  joint  pain  w ere  highlighted 
in  Thomson’s  review  of  malignant  hematologic 
disease  and  Greene’s  review  of  chronic  arthritides 
in  children. 

This  year  marked  the  10th  anniversary  of  the 
James  M.  Cary,  M.D.  Award  which  is  presented 
annually  for  outstanding  orthopaedic  research 
by  a resident.  The  recipient  was  Geoffrey 
McCullen,  M.D.,  from  the  Dartmouth  School  of 
Medicine,  for  his  paper,  “Comparison  of  Cotrel- 
Dubousset  and  Texas  Scottish  Rite  Instru- 
mentations in  Adolescent  Idiopathic  Scoliosis.” 
The  award  is  given  in  honor  of  Dr.  Cary,  former 
Director  of  Medical  Education  at  Newington 
Children’s  Hospital,  a highly  regarded  teacher 
who  inspired  many  residents  in  the  field  of 
pediatric  orthopaedics. 
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The  Use  of  Gait  Analysis  and  Dynamic  Electromyography  (EMG) 
in  the  Surgical  Management  of  Hindfoot  and  Forefoot  Deformities 
in  Patients  with  Cerebral  Palsy 

ELIZABETH  ENGEL,  M.D.,  PETER  A.  DELUCA,  M.D.,  SYLVIA  OUNPUU,  M.S., 

AND  KATHARINE  J.  BELL,  M.S. 

Gait  Analysis  Laboratory,  Department  of  Orthopaedics,  Newington  Children’s  Hospital 


Varus  deformity  of  the  foot  is  frequently  encountered 
in  patients  with  cerebral  palsy  and  can  cause  a functional 
impairment  in  gait.  A retrospective  review  was  under- 
taken at  Newington  Children’s  Hospital  to  more  accu- 
rately define  foot  deformities  in  cerebral  palsy  patients  as 
well  as  to  analyse  the  contribution  made  by  detailed 
physical  examination,  gait  analysis,  and  dynamic  electro- 
myography (EMG)  in  the  surgical  management  of  these 
foot  deformities. 

Thirty-six  ambulatory  cerebral  palsy  patients  ranging 
in  age  from  five  to  23  years  provided  49  feet  for  review. 
There  were  17  hemiplegics,  16  diplegics,  two  quadriple- 
gics, and  one  mixed  spastic  athetoid  patient.  All  patients 
had  surgery  directed  at  forefoot  or  midfoot  supination 
and/or  hindfoot  varus  deformities.  All  patients  underwent 
preoperative  gait  analysis  followed  by  postoperative  gait 
analysis  at  least  one  year  after  surgery.  The  physical 
examination,  video,  and  electromyography  were  reviewed 
retrospectively  to  assess  the  area  of  deformity  in  the  foot. 
Emphasis  was  placed  on  slow-motion,  close-up  video, 
looking  at  the  foot  and  ankle  from  both  the  front  and  back. 
The  foot  was  visually  dissected  and  the  positions  of  the 
forefoot,  midfoot,  and  hindfoot  in  initial  contact, 
midstance,  and  midswing  were  recorded. 

Twenty-three  feet  had  excessive  midfoot  supination 
preoperatively.  Postoperatively,  there  were  nine  good, 
four  fair,  and  10  poor  results.  There  were  35  feet  with 
hindfoot  varus  at  initial  contact,  in  midstance,  or  in 
midswing.  Of  these,  there  were  16  good,  nine  fair,  and  10 
poor.  An  additional  nine  feet  were  identified  with  severe 
equinus  and  hindfoot  varus.  Intramuscular  lengthening  of 
the  posterior  tibialis  and  tendo-Achillis  lengthening  pro- 
duced overcorrection  in  seven  of  these  nine  feet. 

The  cases  were  separated  into  location  of  deformity, 
presence  of  deformity  at  specific  times  in  the  gait  cycle, 
and  by  surgical  procedure.  Although  the  numbers  in  each 
category  were  small,  several  trends  were  noted  in  the  data. 
A split  anterior  tibialis  tendon  transfer  is  effective  in 
correcting  excessive  midfoot  supination.  A split  posterior 
tibialis  tendon  transfer  may  also  be  effective,  but  the 


results  appear  less  consistent.  Intramuscular  lengthening 
of  the  posterior  tibialis  may  correct  a dynamic  hindfoot 
varus.  Both  the  hindfoot  and  the  forefoot  need  to  be 
addressed  when  deformity  is  present  in  both  areas.  Pa- 
tients with  midfoot  supination  who  underwent  only 
hindfoot  procedures  ended  up  with  poor  results.  In  a child 
with  a severe  equinus  deformity  with  an  associated 
hindfoot  varus,  a tendo-Achillis  lengthening  only  is  rec- 
ommended in  spite  of  an  abnormal  EMG  of  the  posterior 
tibialis.  It  is  likely  that  correction  of  the  equinus  will  also 
correct  the  hindfoot  varus,  and  therefore  a posterior 
tibialis  lengthening  should  be  deferred  to  avoid 
overcorrection.  Soft-tissue  procedures  alone  did  not  ap- 
pear as  effective  in  older  patients  and  thus  these  patients 
should  be  closely  examined  for  the  presence  of  rigid 
deformity.  Since  EMG  data  collected  in  cerebral  palsy 
patients  indicate  only  the  timing  of  contraction  in  the  gait 
cycle,  an  abnormal  EMG  should  not  be  acted  upon  unless 
a visual  imbalance  is  noted  on  close-up  video. 

Recent  experience  leads  us  to  believe  that  the  position 
of  the  foot  during  confusion  testing  may  indicate  balance 
between  the  anterior  tibialis  and  the  long-toe  extensors 
and  thus  may  be  predictive  of  the  presence  of  supination 
during  swing.  We  plan  to  examine  this  more  systemati- 
cally and  obtain  more  data  that  will  support  this  hypoth- 
esis. 

Evaluation  of  foot  deformities  should  include  a de- 
tailed physical  examination,  confusion  testing,  Coleman 
block  test,  radiographic  analysis,  and  gait  analysis.  Gait 
analysis  should  consist  of  bidirectional  close-up,  slow- 
motion  video  that  allows  the  physician  to  dissect  the  foot 
visually  and  accurately  assess  the  deformity  dynamically. 


Clinical  Instructor,  Department  of  Orthopedic  Surgery,  Pediatric 
Orthopedics  (Dr.  Engel),  Cardinal  Glennon  Children’s  Hospital,  St. 
Louis  University,  St.  Louis,  Missouri.  Co-Director,  Gait  Analysis 
Laboratory  (Dr.  DeLuca),  Newington  Children’s  Hospital,  Associate 
Professor  of  Orthopaedic  Surgery,  University  of  Connecticut,  Assistant 
Professor  of  Orthopaedic  Surgery,  Y ale  University  School  of  Medicine. 
Kinesiologist,  Gait  Analysis  Laboratory  (Ms.  Ounpuu),  Department 
of  Orthopaedics,  Instructor,  Department  of  Orthopaedics,  University 
of  Connecticut  School  of  Medicine.  Analyst,  Gait  Analysis  Laboratory 
(Ms.  Bell),  Department  of  Orthopaedics. 
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The  Crankshaft  Phenomenon  in  Neuromuscular  Scoliosis 


LINDA  JACKSON,  M.D.,  BRIAN  G.  SMITH,  M.D.,  AND  JOHN  V.  BANTA,  M.D. 
Departments  of  Orthopaedic  Surgery,  University  of  Connecticut  School  of  Medicine 

and  Newington  Children’s  Hospital 


Since  first  being  discussed  by  Dubousset  in  1973  and 
reported  in  1989  in  groups  of  patients  with  idiopathic  or 
congenital  scoliosis,  the  crankshaft  phenomenon  has 
mainly  been  studied  in  patients  with  neuromuscular 
scoliosis.  This  phenomenon  combines  rotation  and  curve 
progression;  we  sought  to  determine  its  incidence  follow- 
ing posterior  spinal  fusion  in  a consecutive  series  of 
skeletally  immature  patients  with  neuromuscular  scoliosis. 

Between  1982  and  1990,  102  patients  underwent  pos- 
terior spine  fusion  and  instrumentation  at  our  institution 
for  either  cerebral  palsy  (CP)  or  Duchenne  muscular 
dystrophy  (DMD).  The  study  group  comprised  27  pa- 
tients, 16  with  CP  and  1 1 with  DMD,  who  were  14  years 
old  or  younger  at  the  time  of  surgery.  Scoliosis  was 
measured  by  the  Cobb  technique  and  rotation  was  deter- 
mined utilizing  the  rib  vertebral  angle  (RVA)  of  Mehta. 
All  patients  had  posterior  spinal  fusion  with  allograft 
bone  graft  and  Luque  or  Luque-Galveston  instrumenta- 
tion. All  spines  were  fused  the  entire  length  of  the  instru- 
mentation, extending  from  the  upper  thoracic  spine  (usu- 
ally T-2)  to  either  L-5  or  the  sacrum. 

In  the  1 1 patients  with  DMD  who  had  spinal  fusion  at 
an  average  age  of  12.9  years  (range  10.9-14.3)  preoperative 
scoliosis  measured  an  average  of  42°.  Scoliosis  measured 
1 1.5°  at  one  week  postoperatively  for  an  average  correc- 


tion of  72%.  Two  patients  ( 1 8%)  experienced  both  curve 
progression  over  10°  and  an  increased  RVA  over  5°.  The 
16  patients  with  CP  had  spinal  fusion  at  an  average  age  of 
12.3  years  (range,  8.9- 13.9)  for  scoliosis  that  measured  an 
average  of  64°.  At  one  week  postoperatively  the  scoliosis 
measured  an  average  of  23°  for  an  average  correction  of 
65%. 

Of  the  16  patients  with  CP,  two  (12%)  experienced 
both  a combined  20°  loss  of  correction  by  the  Cobb 
method  and  over  a 10°  increase  in  RVA.  Three  patients 
had  both  a 10°  increase  in  scoliosis  and  a 5°  increase  in 
RVA,  such  that  five  of  the  16  patients  (31%)  had  signifi- 
cant progression  of  both  scoliosis  and  rotation  after  spine 
fusion. 

The  crankshaft  phenomenon  represents  the  combined 
effect  of  curve  progression  and  rotation  after  posterior 
spinal  fusion  for  scoliosis  in  patients  with  anterior  spinal 
growth  remaining.  In  our  series  of  27  patients  under  age 
14  undergoing  posterior  spine  fusion  and  instrumentation 
for  neuromuscular  scoliosis,  seven  patients  (26%)  had 
both  a significant  loss  of  correction  by  the  Cobb  method 
and  a significant  increase  in  rotation  by  RVA  at  final 
follow-up  when  compared  with  the  radiographs  taken  one 
week  postoperatively. 


Salter  Innominate  Osteotomy  in  Developmental  Dysplasia  of  the  Hip 


Robert  McAllister,  m.d.  and  peter  a.  deluca,  m.d. 

Departments  of  Orthopaedic  Surgery,  University  of  Connecticut  School  of  Medicine 

and  Newington  Children’s  Hospital 


A retrospective  clinical  and  radiographic  analysis  was 
done  of  Salter  osteotomies  performed  in  children  with 
developmental  dysplasia  of  the  hip  (DDH).  Between 
1968  and  1991,  72  Salter  osteotomies  were  performed  in 
63  patients  with  DDH.  Average  follow-up  was  77.6 
months  (range  9-180).  Average  age  at  diagnosis  was  16 
months  and  average  age  at  osteotomy  was  39  months. 


Overall,  a 92%  good-excellent  clinical  result  was  seen  at 
follow-up  using  a modified  McKay  grading  system.1 
Excellent  results  were  seen  in  57  osteotomies  (79%), 
good  results  in  nine  (12%),  fair  in  four  (6%),  and  poor 
results  in  two  (3%).  Radiographic  results  based  on  a 
modified  Severin  score2  showed  only  74%  of  osteotomies 
with  normal  radiographs  or  minimal  deformity  at  final 
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follow-up.  Complications  included  one  femur  fracture 
associated  with  simultaneous  derotation  osteotomy,  one 
superficial  wound  infection,  one  peroneal  nerve  palsy, 
and  two  major  increases  in  limb  length  (>  2 cm).  There 
were  four  failures  requiring  a second  innominate 
osteotomy  (three  Chiari,  one  Steel).  Redislocation  requir- 
ing reoperation  occurred  in  four  cases,  and  avascular 
necrosis  occurred  in  four  cases  before  the  osteotomy  and 
four  after  the  osteotomy. 

Statistical  analysis  was  performed  using  Fisher’s  exact 
test,  x2,  and  Mann- Whitney  test  to  determine  the  relation- 
ship between  multiple  potential  predictive  variables  and 
three  outcome  variables.  Two  of  the  outcome  variables, 
the  Severin  score2  and  the  hip  value,3  were  radiographic 
and  the  McKay  score1  was  clinical.  A statistically  signifi- 
cant correlation  was  seen  between  a preoperative 
acetabular  angle  >35°  and  a worse  clinical  and  radio- 


graphic outcome.  A similar  relationship  was  seen  be- 
tween more  advanced  disease  at  diagnosis  (Tonnis  Grades 
3 and  4)  and  a worse  radiographic  outcome.  A difference 
of  greater  than  19°  between  preoperative  and  postopera- 
tive center  edge  angle  was  associated  with  a worse  radio- 
graphic  outcome. 

Salter  innominate  osteotomy  remains  a popular  treat- 
ment for  persistent  acetabular  dysplasia  following  treat- 
ment for  DDH.  However,  the  prognosis  for  patients  with 
severe  dysplasia  following  this  procedure  is  guarded. 
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Comparison  of  Cotrel-Dubousset  and  Texas  Scottish  Rite  Instrumentations 

in  Adolescent  Idiopathic  Scoliosis 


* GEOFFREY  McCULLEN,  M.D.,  JOHN  V.  BANTA,  M.D.,  GREGORY  A.  MENCIO,  M.D., 

AND  BRIAN  G.  SMITH,  M.D. 

Departments  of  Orthopaedic  Surgery,  Dartmouth  School  of  Medicine 
and  Newington  Children’s  Hospital 


To  assess  the  clinical  efficacy  of  promoted  changes  in 
second  generation  segmental  instrumentation  technol- 
ogy, a retrospective  analysis  of  42  consecutive  patients 
requiring  posterior  spinal  fusion  for  adolescent  idiopathic 
scoliosis  was  performed.  Cotrel-Dubousset  Instrumenta- 
tion (CDI)  was  utilized  in  24  patients  and  Texas  Scottish 
Rite  (TSRH)  Universal  Spine  instrumentation  in  18. 

There  was  no  statistically  significant  difference  be- 
tween systems  in  regard  to  operative  time,  estimated 
blood  loss,  postoperative  decompensation,  thoracic  cor- 
rection in  the  sagittal  plane  (8 . 1 ° for  CDI,  7.2°  for  TSRH), 
and  maintenance  of  lumbar  lordosis. 

There  was  a trend  toward  improved  operative  correc- 
tion in  the  coronal  plane  for  the  TSRH  group:  thoracic 


curves  53.3%  correction  for  CDI,  62.7%  correction  for 
TSRH  (P  = .03)  with  correction/bending  ratios  of  1 . 1 9 for 
CDI  and  1.27  for  TSRH.  Although  not  statistically  sig- 
nificant, a tendency  for  improved  coronal  curve  mainte- 
nance was  observed  with  TSRH:  thoracic  curves  lost 
-3.4°  for  CDI,  -0.47  for  TSRH;  lumbar  -6.4°  for  CDI  and 
-3.8°  for  TSRH. 

The  results  emphasize  similarities  rather  than  differ- 
ences between  the  two  systems.  Poor  curve  correction  and 
maintenance  were  primarily  due  to  errors  in  strategy  or 
application  rather  than  failure  of  the  systems. 


*Received  the  James  M.  Cary,  M.D.,  Award  which  is  presented 
annually  for  outstanding  orthopaedic  research  by  a resident. 
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Treatment  of  Pediatric  Femoral  Shaft  Fractures  with 
Reamed-Locked  Intramedullary  Nailing 

GREGORY  A.  MENCIO,  M.D.,  BLAKE  GARSIDE,  M.D.,  AND  NEIL  E.  GREEN,  M.D. 
Department  of  Orthopaedics  and  Rehabilitation, 

Vanderbilt  University  Medical  Center,  Nashville,  Tennessee 


The  indications  for  operative  treatment  of  femoral 
fractures  in  skeletally  immature  patients  continue  to 
evolve.  The  benefits  of  operative  treatment  are  more 
rapid  mobilization,  improved  pulmonary  management, 
and  facilitation  of  nursing  care. 

Closed  reamed-locked  intramedullary  nailing  is  the 
standard  of  care  for  femur  fractures  in  adolescents  but  has 
not  been  widely  used  or  accepted  in  younger  children 
(<  12  years)  because  of  concerns  of  disrupting  proximal 
femoral  growth  or  blood  supply.  Results  of  treatment 
with  closed  reduction  and  reamed-locked  intramedullary 
nailing  for  femoral  shaft  fractures  at  Vanderbilt  Univer- 
sity were  reported  in  17  patients  ranging  in  age  from 
seven  to  12  years  (average  age,  9.5  years).  The  mode  of 
injury  was  motor  vehicle  accident  in  eight,  pedestrian- 
motor  vehicle  accident  in  four,  and  sports  related  in  five. 
Four  fractures  were  in  the  proximal  third  of  the  femur,  one 
in  the  distal  third,  and  the  remainder  in  the  mid-diaphy- 
seal  region.  Ten  of  the  17  patients  had  isolated  injuries  of 
the  femur,  whereas  the  remaining  seven  had  polytrauma 
or  severe  head  injury. 

A standard  operative  technique  was  utilized.  Reaming 
was  performed  in  antegrade  fashion  using  a piriformis 
fossa  entry  point.  All  nails  were  locked  proximally  and 
distally.  The  operative  time  averaged  117  minutes  and  the 


estimated  blood  loss  was  214  ml.  The  average  time  to 
union  of  the  fractures  was  9.5  weeks;  average  hospital 
stay  for  patients  with  isolated  femoral  fractures  was  4.8 
days  with  discharge  to  home  three  days  postoperatively. 
Fifteen  of  the  17  patients  were  fully  able  to  weight-bear 
without  ambulatory  aids  at  an  average  of  seven  weeks 
(two  patients  were  quadriplegic). 

There  were  no  anesthetic  complications,  no  patients 
required  a blood  transfusion,  and  there  were  no  infec- 
tions. Patients  have  been  followed  for  15-30  months 
(average,  20.5  months). 

There  was  no  roentgenographic  evidence  of  avascular 
necrosis,  trochanteric  arrest,  femoral  neck  hypoplasia, 
malunion,  or  femoral  overgrowth.  One  case  of  heterotopic 
ossification  occurred  in  a patient  with  a severe  closed- 
head  injury. 

Based  on  these  preliminary  findings,  we  believe  reamed- 
locked  intramedullary  nailing  is  another  reasonable  treat- 
ment option  for  closed  pediatric  femoral  shaft  fractures  in 
children  ages  seven  to  12  years.  In  patients  with  isolated 
fractures,  it  decreases  the  period  of  hospitalization  and 
allows  earlier  mobilization,  weight-bearing,  and  return  to 
full  function.  In  the  polytrauma  patient,  nursing  care  and 
rehabilitation  are  simplified. 


Treatment  Options  in  Unicameral  Bone  Cysts 

PETER  G.  NOORDSIJ,  M.D.  AND  PETER  A.  DELUCA,  M.D. 
Departments  of  Orthopaedic  Surgery,  Dartmouth  School  of  Medicine 
and  Newington  Children’s  Hospital 


A retrospective  study  was  done  to  evaluate  the  efficacy 
of  various  treatment  modalities  in  the  treatment  of  uni- 
cameral bone  cysts.  Charts  and  radiographs  were  re- 
viewed from  47  patients  treated  at  Newington  Children’s 
Hospital  from  1955  to  1992.  Treatment  groups  were 
divided  into  those  treated  with  aspiration  and  steroid 


injection,  curettage  and  allograft,  and  curettage  and 
autograft.  The  average  age  at  diagnosis  was  eight  years 
(range  1.5  to  17.33  years)  and  the  average  follow-up  was 
3.75  years  (range  six  months  to  13.33  years).  Patient’s 
age,  type  of  bone  graft  location,  and  activity  of  the  lesion 
were  analyzed  as  predictors  of  success  with  the  various 
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forms  of  treatment.  In  addition,  the  cost  of  and  the 
complications  associated  with  each  treatment  modality 
were  analyzed. 

The  percentage  of  good  and  excellent  results  in  each 
group  was  as  follows:  56%  of  the  17  patients  in  the  steroid 
group,  59%  of  the  25  patients  in  the  allograft  group,  and 
1 00%  of  the  five  patients  in  the  autograft  group.  Although 
there  were  some  trends  within  certain  treatment  groups, 
there  was  no  significant  difference  in  success  rates  be- 


tween active  and  latent  lesions  (59%  vs  63%  good  and 
excellent  results,  respectively).  Similarly,  no  significant 
differences  were  found  based  on  age  of  the  patient  at  the 
time  of  treatment.  Complications  associated  with  each 
type  of  treatment  were  not  significantly  different.  Previ- 
ously reported  data  on  the  increased  efficacy,  safety,  and 
cost-effectiveness  of  aspiration  and  injection  with  ste- 
roids compared  to  open  treatment  of  these  lesions  are 
brought  into  question  by  review  of  our  results. 


Pediatric  Cavus  Feet:  Analyze  the  Deformity 


GREGORY  POMEROY,  M.D.,  BRIAN  G.  SMITH,  M.D.,  PETER  A.  DELUCA,  M.D., 

AND  JOHN  V.  BANTA,  M.D. 

Departments  of  Orthopaedic  Surgery,  University  of  Connecticut  School  of  Medicine, 

and  Newington  Children’s  Hospital 


Cavus  foot  deformity  exists  when  there  is  an  equinus 
deformity  of  the  forefoot  upon  the  hindfoot.  It  is  charac- 
terized by  pathologic  elevation  of  the  longitudinal  arch. 
Cavus  can  be  classified  based  on  the  apex  of  deformity  in 
the  sagittal  plane.  Therefore,  cavus  may  be  described  as 
anterior  or  posterior  cavus  or  may  present  as  a combined 
anterior  and  posterior  deformity.  Historically,  most  cases 
of  cavus  feet  were  classified  as  idiopathic.  In  recent 
studies  using  modern  diagnostic  tools,  a definable  under- 
lying neurologic  disorder  can  often  be  demonstrated. 
Most  theories  of  pathogenesis  relate  to  a muscle  imbal- 
ance that  eventually  may  lead  to  bony  deformity. 
Cavovarus  can  exist  when  the  hindfoot  is  in  a varus  or 
supinated  position.  When  this  is  the  case,  the  hindfoot 
varus  can  be  flexible  or  rigid.  If  rigid,  a hindfoot  proce- 
dure must  be  combined  with  the  forefoot  procedure  to 
address  both  the  cavus  and  the  hindfoot  varus. 

In  a restrospective  analysis,  all  cases  of  idiopathic 
cavus  feet  (ICF)  and  cavus  feet  as  a residual  of  previous 
talipes  equinovarus  (residual  club  foot,  RCF)  were  re- 
viewed from  1968  to  1993.  There  were  seven  patients 


with  1 1 cavus  feet  in  the  ICF  group  and  seven  patients 
with  nine  cavus  feet  in  the  RCF  group.  All  patients  had  an 
appropriate  neurologic  work-up  with  negative  results. 
Minimum  follow-up  averaged  1 8 months  (range  1 8 months 
to  12  years). 

In  general,  the  ICF  group  did  better  than  the  RCF 
group.  In  both  groups,  however,  patients  with  no  bony 
deformity  in  whom  soft-tissue  procedures  alone  were 
performed  tended  to  have  better  results.  If  bony  deformity 
existed,  patients  did  better  if  a plantar  fascia  release  and 
a bony  procedure  aimed  at  correcting  the  deformity  were 
performed.  Results  were  fair  or  poor  if  a soft-tissue 
procedure  alone  was  performed  in  an  attempt  to  correct  an 
existing  bony  deformity.  Results  also  tended  to  be  worse 
if  a rigid  hindfoot  varus  existed  and  was  not  addressed 
with  a hindfoot  procedure. 

This  study  supports  the  concept  that  choice  of  surgical 
procedures  performed  to  correct  a cavus  deformity  should 
be  dictated  by  the  cause  of  the  deformity,  flexibility  of  the 
deformity,  and  an  analysis  of  the  deformity  based  on 
standing  radiographs. 
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Single  Screw  Fixation  for  Slipped  Capital  Femoral  Epiphysis 

MARK  J.  ROMNESS,  M.D. 

Department  of  Orthopaedic  Surgery,  Children’s  Memorial  Hospital,  Chicago,  Illinois 


Seventy  hips  that  were  treated  by  single  screw  in-situ 
fixation  for  slipped  capital  femoral  epiphysis  were  evalu- 
ated. Two  surgical  techniques  were  compared  as  was  the 
influence  of  removal  on  overall  morbidity.  There  was  a 
30%  incidence  of  bilateral  slips.  Based  on  three  weeks  as 
the  acute  period,  classification  of  the  slip  was  acute  in  12, 
acute-on-chronic  in  eight,  and  chronic  in  50.  Slip  grade 
was  Grade  I in  40  hips,  Grade  II  in  15,  and  Grade  III  in  15. 
Percutaneous  procedures  had  a significantly  lower  opera- 
tive time  and  hospital  stay  than  procedures  using  a limited 


exposure  to  the  cortex.  Osteonecrosis,  chondrolysis,  screw 
penetration,  position  loss  (re-slip),  and  screw  breakage 
each  occurred  in  one  hip  for  a total  insertion  complication 
rate  of  7%.  Forty-seven  screws  were  removed  with  a 17% 
complication  rate.  When  removal  complications  were 
added  to  insertion  complications,  the  complication  rate 
nearly  tripled  to  19%;  this  suggests  that  removal  should 
be  considered  optional.  Complication  rates  for  insertion 
compare  favorably  with  those  reported  for  immobiliza- 
tion with  a spica  cast  and  for  open  epiphysiodesis. 


Early  MR  Scanning  of  At  Risk  Physeal  Fractures  in  Children 


BRIAN  G.  SMITH,  M.D.,  FRANK  RAND,  M.D.,  DIEGO  JARAMILLO,  M.D., 

AND  FREDERIC  SHAPIRO,  M.D. 

Departments  of  Orthopaedic  Surgery  and  Radiology, 

Children’s  Hospital  and  Harvard  Medical  School,  Boston,  Massachusetts 


Magnetic  resonance  imaging  (MRI)  was  used  to  evalu- 
ate physeal  fracture-separations  in  16  children  shortly 
after  at-risk  lower  extremity  fractures.  MRI  was  done 
during  the  “acute”  period  or  within  10  days  of  fracture  in 
four  patients  to  help  clarify  the  fracture  anatomy.  The 
MRI  study  resulted  in  a change  in  three  of  the  four  patients 
of  the  Salter-Harris  fracture  classification  that  had  origi- 
nally been  designated  based  on  the  injury  roentgeno- 
grams. Additional  information  provided  by  the  “acute” 
MRI  studies  in  these  four  patients  included  the  finding  of 
a gastrocnemius  muscle  proximal  detachment,  a meniscal 
cartilage  tear,  and  extensive  metaphyseal  subchondral 
bruising.  MRI  scans  in  these  four  patients  provided  supe- 
rior evaluation  and  allowed  for  the  most  accurate  diagno- 
sis of  the  fracture  anatomy  compared  with  roentgeno- 
grams. 


Twelve  children  had  MRI  scans  performed  in  the 
subacute  or  early  postfracture  period  ranging  from  three 
to  17  weeks  following  injury.  Five  of  the  12  children 
subsequently  underwent  additional  surgical  intervention. 
This  consisted  of  resection  of  a physeal  bar  and  interpo- 
sition fat  grafting  in  one  patient,  distal  fibular  epi- 
physiodeses  to  minimize  varus  deformities  of  the  ankles 
in  two  patients,  and  contralateral  lower  extremity 
epiphysiodeses  to  minimize  leg  length  discrepancies  sec- 
ondary to  early  physeal  closure  in  two  patients.  Of  these 
five  patients,  Harris  growth  recovery  lines  were  absent  on 
MRI  scans  done  two  to  four  months  following  injury. 
This  finding  could  be  determined  earlier  on  MRI  studies 
than  on  roentgenograms.  The  location  of  the  physeal 
disruption  in  these  patients  could  also  be  ascertained  from 
MRI  studies.  Of  the  five  patients  requiring  subsequent 
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surgery,  four  had  a central  rather  than  a peripheral  phy  seal 
disruption  on  MRI  scanning.  Finally,  four  of  the  five 
patients  requiring  subsequent  surgery  had  readily  identi- 
fiable areas  of  physeal  narrowing  or  bridging  on  MRI 
scans  two  to  four  months  following  injury  that  were  not  as 
easily  visualized  on  roentgenograms. 

In  summary,  acute  MRI  scanning  within  the  first  week 


of  injury  provided  a more  accurate  evaluation  and  diagno- 
sis of  physeal  fracture  separations  than  roentgenograms. 
Early  MRI  scanning  within  two  to  four  months  following 
injury  may  also  demonstrate  transphyseal  bridging  or 
absence  of  Harris  arrest  lines  that  would  seem  to  precede 
the  development  of  physeal  bony  bridging  or  bar 
formation. 


Orthopaedic  Manifestations  of  Acute  Lymphoblastic  Leukemia  in  Children 


JEFFREY  D.  THOMSON,  M.D. 

Major,  Medical  Corps,  U.S.  Army,  Orthopaedic  Surgery  Service, 
Tripler  Army  Medical  Center,  Honolulu,  Hawaii 


Twenty  children  with  acute  lymphoblastic  leukemia 
were  seen  at  our  institution  from  1990  to  1993.  There 
were  eleven  boys  (55%)  and  nine  girls  (45%).  Age  ranged 
from  18  months  to  14  years  (average  5.9  years).  Muscu- 
loskeletal symptoms  were  the  chief  complaint  in  eight 
children  (40%).  All  eight  of  these  children  had  a delay  in 
diagnosis  because  of  an  initial  misdiagnosis.  The  initial 
diagnoses  were  infection,  tuberculosis,  juvenile  rheuma- 
toid arthritis,  back  strain,  and  acute  rheumatic  fever.  The 
correct  diagnosis  was  delayed  by  one  to  eight  weeks. 
Seven  children  (35%)  presented  with  skeletal  evidence  of 
leukemia  (osteoporosis,  leukemic  lines,  periostitis, 
osteolytic  lesions)  and  five  of  these  patients  had  patho- 
logic fractures.  The  distal  femur  was  the  most  frequently 


involved  skeletal  region.  The  clinical  outcome  was  not 
influenced  by  skeletal  involvement.  The  hematocrit,  white 
cell  count,  and  sedimentation  rate  were  evaluated  to 
determine  their  benefit  in  differentiating  leukemia  from 
other  processes.  No  patients  had  circulating  lymphoblasts 
at  the  time  of  presentation.  The  combination  of  anemia, 
leukopenia,  and  an  elevated  sedimentation  rate  was  found 
to  be  very  helpful  in  differentiating  between  leukemia  and 
other  processes  such  as  infection,  tuberculosis,  juvenile 
rheumatoid  arthritis  (JR A),  and  acute  rheumatic  fever.  In 
particular,  anemia  or  leukopenia  in  a child  with  a sus- 
pected bone  or  joint  infection  should  prompt  the  physi- 
cian to  consider  leukemia  in  the  differential  diagnosis. 
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EPITOMES  OF  PROGRESS 


Important  Advances  in  Clinical  Medicine 


General  Surgery 

The  Council  on  Scientific  Affairs  of  the  California  Medical  Association  presents  the  following  inventory  of  items 
of  progress  in  general  surgery.  Each  item,  in  the  judgment  of  a panel  of  knowledgeable  physicians,  has  recently 
become  reasonably  firmly  established,  both  as  to  scientific  fact  and  important  clinical  significance.  The  items  are 
presented  in  simple  epitome,  and  an  authoritative  reference,  both  to  the  item  itself  and  to  the  subject  as  a whole,  is 
generally  given  for  those  who  may  be  unfamiliar  with  a particular  item.  The  purpose  is  to  assist  busy  practitioners, 
students,  researchers,  and  scholars  to  stay  abreast  of  these  items  of  progress  in  general  surgery  that  have  recently 
achieved  a substantial  degree  of  authoritative  acceptance,  whether  in  their  own  field  of  special  interest  or  another. 

The  items  of  progress  listed  below  were  selected  by  the  Advisory  Panel  to  the  Section  on  General  Surgery  of  the 
California  Medical  Association,  and  the  summaries  were  prepared  under  its  direction. 


Innovative  Treatment  of  Deep  Venous  Disease 

ALTHOUGH  vascular  surgery  involving  the  arterial 
system  has  improved,  the  management  of  venous 
disease  is  still  an  area  for  investigation  and  innovative 
treatment.  The  classic  management  of  deep  venous  insuf- 
ficiency, which  is  the  primary  challenge  for  surgeons, 
involves  stripping  incompetent  superficial  veins,  skin 
grafting  stasis  ulceration,  and  placing  a patient  on  perma- 
nent elastic  support.  This  is  successful  in  more  than  90% 
of  cases.  How  to  treat  the  other  5%  to  10%  of  patients  is 
the  challenge. 

The  clinical  manifestations  of  deep  venous  disease 
have  two  causes:  Obstructed  venous  outflow  from  the 
lower  extremities  results  in  venous  claudication,  a deep 
bursting  sensation  from  exercise;  and  deep  venous  insuf- 
ficiency due  to  valvular  incompetence  results  in  stasis 
dermatitis  and  venous  stasis  ulcers. 

When  the  obstruction  is  unilateral,  venous  decompres- 
sion can  be  achieved  using  a cross-femoral  autogenous 
saphenous  vein  or  externally  supported  prosthetic  grafts. 
When  the  process  is  bilateral  or  vena  cava  obstruction 
exists,  the  problem  is  more  challenging.  Femoral-to- 
atrial  bypass,  as  well  as  femoral-to-superior  vena  cava 
bypass,  offers  possible  solutions,  but  requires  permanent 
anticoagulation  and  temporary  adjuncts,  such  as  femoral 
arteriovenous  fistulas,  to  ensure  initial  patency. 

Reprinted  from  The  Western  Journal  of  Medicine,  December  1993. 


Deep  venous  insufficiency  can  be  managed  with  elastic 
support.  When  a patient  cannot  tolerate  elastic  com- 
pression and  the  process  progresses,  some  form  of  surgi- 
cal treatment  is  required.  When  ulceration  is  chronic, 
direct  skin  grafting  of  the  ulcer  usually  is  of  no  permanent 
benefit.  The  adequate  treatment  of  ulcers  requires  wide 
excision  of  the  area  of  scarring  down  to  fascia  before  the 
split-thickness  skin  graft  is  applied.  When  pigmentation 
and  scarring  are  extensive  and  circumferential,  ulcer 
excision  and  grafting  are  best  followed  by  subfascial 
excision  of  incompetent  veins  communicating  with  the 
deep  system  that  feeds  the  process  (Linton  procedure). 
Deep  vein  insufficiency,  at  this  point,  can  then  usually  be 
controlled  successfully  with  knee-length  elastic  stock- 
ings (30  to  40  mm  gradient). 

When  a patient  is  unable  to  tolerate  elastic  support  or 
skin  problems  recur,  venous  valvular  reconstruction  can 
be  used.  A descending  phlebogram  is  necessary  to  verify 
both  total  valvular  incompetency  and  patency  of  the  deep 
venous  system.  The  axillary  vein,  when  harvested,  can 
provide  one  or  two  competent  valves,  which  are  optimally 
placed  in  the  popliteal  position.  This  procedure  has  been 
associated  with  immediate  good  results  and  looks  promis- 
ing for  the  long  term,  with  75%  of  veins  remaining  patent 
and  functional  after  18  months.  These  patients  require 
permanent  anticoagulation  to  prevent  a recurrence  of  the 
thrombotic  process.  Alternative  techniques,  which  so  far 
have  been  less  successful,  include  the  repair  of  incompe- 
tent valves  using  angioscopy  or  deep  vein  ligation  com- 
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bined  with  a subfascially  placed  competent  saphenous 
vein  bypass. 

F.  William  Blaisdell,  M.D. 

Davis,  California 
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Current  Role  for  Radiation  Therapy  in  Ductal 
Carcinoma  in  Situ 

OUR  understanding  of  ductal  carcinoma  in  situ  and  its 
management  has  changed  substantially  since  the 
term  was  first  used  in  1960.  We  now  know  that  ductal 
carcinoma  in  situ,  like  lobular  carcinoma  in  situ,  arises 
from  the  terminal  ductolobular  unit,  and  invasive  cancer 
will  develop  over  ten  years  in  30%  to  50%  of  patients. 
Until  recently,  mastectomy  was  considered  the  most 
appropriate  treatment  of  this  malignant  lesion.  The  case 
for  whole-breast  treatment  was  based  on  such  issues  as  a 
41%  incidence  of  multifocality  (two  lesions  in  the  same 
quadrant),  a 30%  incidence  of  multicentricity  (two  le- 
sions in  two  different  quadrants),  a 20%  incidence  of 
occult  invasive  tumor,  and  a recurrence  rate  after  wide 
excision  only  of  about  25%. 

As  in  the  treatment  of  invasive  cancer,  however,  the 
trend  has  been  toward  whole-breast  radiation  therapy  as 
opposed  to  mastectomy.  Because  breast  conservation  is 
now  accepted  for  invasive  cancer,  some  have  argued  that 
a less  invasive  lesion,  ductal  carcinoma  in  situ,  should  not 
be  treated  more  aggressively  than  its  invasive  counter- 
part. Others  have  questioned  the  efficacy  of  radiation 
treatment  of  ductal  carcinoma  in  situ  on  the  basis  that  its 
slower  growth  rate  may  make  it  less  responsive  to  irradia- 
tion. A combination  of  lumpectomy  plus  whole-breast 
irradiation  apparently  yields  the  best  results. 

Most  patients  with  ductal  carcinoma  in  situ  present 
with  mammographic  microcalcifications.  Most  of  these 
patients  are  best  treated  with  local  excision  followed  by 


six  weeks  of  radiation  therapy.  There  are  patients,  how- 
ever, who  require  either  less  or  more  aggressive  treatment 
than  this  standard  regimen.  For  patients  presenting  with  a 
small  cluster  of  microcalcifications  that  is  completely 
excised  and  found  to  be  noncomedo  type  carcinoma  in 
situ,  it  is  likely  that  excision  alone  will  offer  a low 
recurrence  rate  comparable  to  excision  plus  radiation 
therapy. 

At  the  other  end  of  the  spectrum,  factors  favoring 
mastectomy  for  this  neoplasm  include  its  presenting  as  a 
palpable  mass  greater  than  2 cm  and  extensive  radio- 
graphic  (diffuse  microcalcifications)  or  pathologic  breast 
involvement.  Comedo  versus  noncomedo  type  may,  along 
with  other  factors,  influence  the  choice  for  mastectomy. 
Estrogen  and  progesterone  receptor  status  currently  does 
not  influence  the  choice  of  therapy. 

The  controversy  over  the  role  of  axillary  dissection  for 
this  disease  has  been  largely  resolved  over  the  past  few 
years.  Because  ductal  carcinoma  in  situ  by  definition  is 
contained  within  the  duct,  there  is  theoretically  no  chance 
for  spread  through  lymphatics  or  the  vascular  system,  as 
these  structures  are  outside  of  the  ductal  system  in  the 
breast  parenchyma.  Large  series  on  the  results  of  lymph 
node  dissections  for  ductal  carcinoma  in  situ  show  an 
incidence  of  positivity  of  1%  to  3%.  For  these  reasons, 
axillary  dissection  is  seldom  done  unless  there  is  evidence 
of  microinvasion. 

The  goal  of  therapy  for  this  disorder  is  to  prevent 
recurrent  disease  and  increase  the  chances  for  long-term 
survival.  If  cancer  recurs  after  a diagnosis  of  ductal 
carcinoma  in  situ,  it  will  be  invasive  disease  in  half  of 
patients  and  recurrent  disease  in  the  other  half.  The 
recurrent  disease  will  most  often  be  in  the  same  quadrant 
as  the  initial  focus.  It  now  seems  that  excising  the  focus 
of  ductal  carcinoma  in  situ,  without  axillary  dissection, 
followed  by  radiation  therapy  offers  the  best  chance  of 
achieving  both  of  the  treatment  goals.  A current  National 
Adjuvant  Breast  and  Bowel  Project  trial  is  exploring  the 
possible  role  of  tamoxifen  citrate  in  the  treatment  of  this 
neoplasm. 

Gary  L.  Dunnington,  M.D. 

Los  Angeles,  California 
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Nonoperative  Management  of  Blunt  Liver  Injuries 

LAPAROTOMY  in  patients  with  liver  injuries  that 
are  not  bleeding  is  not  therapeutic  and  may  delay  the 
treatment  of  associated  injuries.  Most  liver  injuries  are 
not  bleeding  at  the  time  of  surgical  exploration.  These 
observations  and  a large  experience  with  the  nonoperative 
management  of  abdominal  trauma  in  children  have  stimu- 
lated the  development  of  a strategy  for  the  nonoperative 
management  of  blunt  liver  injuries  in  adults.  About  20% 
of  patients  with  blunt  liver  injuries  are  candidates  for 
nonoperative  therapy;  the  approach  succeeds  in  90%. 

Nonoperative  management  of  blunt  solid  organ  trauma 
is  based  on  a diagnostic  strategy  that  can  identify  and 
classify  specific  injuries.  In  modern  practice,  computed 
tomography  (CT)  is  most  often  used  for  this  purpose 
because  it  is  noninvasive  and  provides  specific  anatomic 
information.  Patients  with  hemodynamic  instability  are 
not  candidates  for  CT;  peritoneal  lavage  is  used  for 
diagnosis,  and  the  presence  of  hemoperitoneum  is  an 
indication  for  laparotomy.  The  limitations  of  CT  also 
must  be  considered.  The  test  is  relatively  insensitive  for 
injuries  of  hollow  organs  (the  gastrointestinal  tract)  and 
the  diaphragm,  it  is  expensive,  some  degree  of  interpreta- 
tion is  needed,  and  correlation  with  the  degrees  of  organ 
injury  found  at  laparotomy  has  been  imperfect  at  best. 
Subcapsular  hematomas  and  parenchymal  lacerations 
and  hematomas  are  typical  lesions  treated  nonoperatively . 

Patients  must  be  under  the  care  of  an  experienced 
trauma  surgeon.  Vital  signs  must  be  stable  after  the  initial 
resuscitation,  and  diffuse  peritoneal  signs  must  be  absent. 
Computed  tomography  using  intravenous  and  oral  con- 
trast media  should  be  done  immediately  and  interpreted 
by  an  experienced  radiologist  to  exclude  other  abdominal 
injuries  requiring  an  operation.  The  patient  must  be  mon- 
itored in  an  intensive  care  unit  with  frequent  evaluations 
of  vital  signs,  physical  findings,  and  laboratory  tests.  The 
need  for  laparotomy  is  determined  by  the  overall  clinical 
condition,  not  the  radiographic  appearance  of  the  liver. 
Access  to  an  operating  room  must  be  available  at  all 
times.  Continued  bleeding  is  an  indication  for  immediate 
laparotomy.  Patients  must  not  be  allowed  to  bleed  to  the 
point  of  hemodynamic  instability  or  coagulopathy.  Explo- 
ration is  generally  advised  if  transfusion  requirements 
exceed  one  to  two  units  of  packed  red  blood  cells,  unless 
bleeding  is  clearly  due  to  an  extra-abdominal  source.  A 
follow-up  CT  scan  in  the  first  two  to  seven  days  is  useful 
to  show  progression  or  resolution  of  the  hepatic  lesion.  If 
logistic  difficulties  in  adhering  to  these  principles  are 
anticipated,  then  an  exploratory  procedure  should  be 
done  at  the  outset. 


Hemobilia  and  bile  leakage  are  two  rare  complications 
of  nonoperative  therapy.  In  collected  series,  virtually  no 
deaths  attributable  to  the  hepatic  injuries  have  occurred, 
underscoring  the  importance  of  careful  patient  selection 
and  close  monitoring. 

Jonathan  R.  Hiati,  M.D. 

Los  Angeles,  California 
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Repair  and  Follow-up  of 
Leg  Arteries  With  Vein  Grafts 

ABOUT  80%  of  leg  arterial  reconstructions  are  done 
for  ischemic  rest  pain,  pedal  ulceration,  or  gan- 
grene. The  best  conduit  for  infrainguinal  revascularization 
is  an  autogenous  vein.  Unfortunately,  vein  grafts  can  fail 
with  resultant  ischemic  pain  or  additional  tissue  loss. 

Options  for  patients  with  thrombosed  infrainguinal 
vein  grafts  are  all  unsatisfactory,  but  treatment  must  be 
undertaken.  Thrombolysis  is  expensive  and  carries  a 
serious  complication  rate  of  15%.  It  is  initially  successful 
in  restoring  graft  patency  in  only  about  60%  of  thrombosed 
grafts.  Adjunctive  graft  revision  is  also  often  required. 
Less  than  half  of  grafts  successfully  lysed  remain  patent 
at  one  year.  Replacing  a thrombosed  vein  graft  with  a 
prosthetic  graft  yields  similarly  poor  patency  rates.  A new 
autogenous  vein  graft  is  the  best  option,  but  such  opera- 
tions are  technically  difficult.  They  often  require  harvest- 
ing arm  veins  or  lesser  saphenous  veins,  operative  sites 
may  be  scarred,  and  one  or  more  venovenostomies  may 
need  to  be  done  to  achieve  a conduit  of  adequate  length. 
Obviously,  the  prevention  of  vein  graft  thrombosis  is 
desirable. 

Nearly  80%  of  vein  graft  failures  result  from  a stenosis 
in  the  graft  itself  or  its  inflow  and  outflow  arteries.  Graft 
lesions  typically  occur  near  the  proximal  or  distal  anasto- 
moses or  at  valve  sites  and  most  frequently  develop 
during  the  first  24  months  after  implantation.  Native 
artery  lesions  usually  occur  later. 
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Clinical  follow-up  alone  is  inadequate  for  identifying 
grafts  at  risk  for  near-term  thrombosis.  Many  grafts  fail 
without  premonitory  changes  in  the  pulse  or  preceding 
symptoms.  Interestingly,  vein  grafts  fail  just  as  frequently 
in  limbs  with  stable,  serially  obtained,  ankle: brachial 
systolic  blood  pressure  indices  as  in  limbs  with  deteriorat- 
ing values. 

The  propensity  for  vein  grafts  to  fail  unpredictably  is  a 
complication  that  can  be  largely  avoided.  A program  of 
vascular  laboratory  surveillance  using  duplex  ultrasonog- 
raphy can  reliably  identify  stenoses  in  vein  grafts  or 
inflow  and  outflow  vessels.  Vein  grafts  monitored  in  this 
way  and  appropriately  revised  have  a substantially  im- 
proved overall  patency  rate  compared  with  grafts  ob- 
served and  revised  based  on  recurrent  symptoms  or  dete- 
riorating physical  findings  or  blood  pressure  differentials. 
Grafts  revised  before  thrombosis  occurs  appear  to  have 
late  patency  rates  equal  to  those  of  vein  grafts  that  never 
develop  a detectable  stenosis  and  never  require  revision. 
These  patency  rates  exceed  80%  at  five  years. 

For  in  situ  vein  grafts,  a peak  systolic  velocity  of  less 
than  45  cm  per  second  in  the  distal  portion  of  a 3-  to  4-mm 
graft  is  considered  a marker  for  short-term  graft  failure. 
Such  grafts  typically  have  a stenosis  identified  by 
angiography.  Unfortunately,  this  velocity  value  is  not 
absolute  as  many  vein  grafts,  both  in  situ  and  reversed, 
will  have  a greater  than  50%  stenosis  despite  peak  sys- 
tolic velocities  of  45  cm  or  greater  per  second.  Con- 
versely, as  many  as  20%  of  reverse  grafts  may  have  a 
velocity  of  less  than  45  cm  per  second  in  the  distal  portion 
of  the  graft  with  no  detectable  stenosis.  As  focal  stenosis 
appears  to  precede  most  graft  failures,  screening  for 
stenosis  is  becoming  the  standard  method  of  vein-graft 
duplex  surveillance.  A peak  systolic  velocity  of  two  or 
more  times  the  peak  systolic  velocity  in  the  immediately 
preceding  portion  of  the  graft,  or  200  cm  or  more  per 
second,  reliably  indicates  greater  than  50%  stenosis  at  the 
site  of  the  high  velocity. 

Although  a few  vein  grafts  may  remain  patent  for 
prolonged  periods  despite  high-grade  lesions,  failure  is 
expected.  High-grade  vein  graft  stenoses  should  he  re- 
paired when  identified  in  appropriate  patients.  Given  the 
propensity  for  vein  grafts  to  fail  early,  a program  of  graft 
surveillance  using  duplex  ultrasonography  every  three  to 
six  months  in  the  first  two  years  postoperatively  is  pru- 
dent. If  the  graft  remains  patent  without  the  need  for 
revision  during  this  time,  surveillance  can  probably  be 
extended  to  yearly. 

Gregory  L.  Moneta,  M.D. 

John  M.  Porter,  M.D. 

Portland,  Oregon 
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Current  Status  of  Pancreas  Transplantation 

ADVANCES  in  immunosuppression,  refinements  in 
surgical  techniques,  and  developing  methods  to 
assess  the  presence  of  rejection  have  led  to  a resurrection 
of  pancreas  transplantation  in  the  past  decade.  Current 
graft  survival  rates  are  comparable  to  the  other  solid 
organ  transplants.  Recent  reports  have  documented  pan- 
creas graft  survival  rates  as  high  as  92%  at  15-month 
follow-up.  Thus,  pancreas  transplantation  should  be  con- 
sidered a therapeutic  option  in  appropriately  selected 
patients  with  insulin  dependent  diabetes  mellitus. 

Recent  data  document  a 70%  to  75%  overall  one-year 
graft  survival.  Centers  that  do  larger  volumes  have  re- 
ported more  than  an  80%  one-year  pancreas  graft  sur- 
vival. The  results  of  long-term  follow-up  are  also  en- 
couraging for  patients  who  have  graft  survival  at  the  end 
of  a year.  There  is  more  than  a 70%  likelihood  that  they 
will  have  a functioning  pancreas  graft  after  five  years. 
Mortality  in  patients  with  combined  kidney-pancreas 
transplants  is  no  higher  than  for  kidney  transplants  alone 
in  patients  with  diabetes,  with  most  centers  reporting 
more  than  95%  one-year  patient  survival  rates. 

The  effects  of  pancreas  transplantation  on  glucose 
metabolism  have  been  well  established.  Normoglycemia 
is  achieved  without  the  need  for  exogenous  insulin.  In 
addition,  oral  or  intravenous  glucose  tolerance  tests,  24- 
hour  glucose  profiles,  and  hemoglobin  A 1C  levels  are  all 
normal  after  successful  transplantation.  This  may  trans- 
late into  a substantial  improvement  in  quality  of  life, 
especially  for  those  patients  with  brittle  diabetes  and 
widely  fluctuating  serum  glucose  levels.  Several  studies 
show  improved  quality  of  life  after  pancreas  transplanta- 
tion. Patients  feel  healthier,  are  more  independent,  return 
to  employment  more  frequently,  and  prefer  long-term 
immunosuppression  to  insulin.  Morbidity  after  pancreas 
transplantation  during  the  initial  three  to  six  months  is 
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higher  than  after  kidney  transplantation  alone.  Patients 
will  have  more  rejection  episodes  and  a higher  incidence 
of  infections,  but  at  one  year,  there  is  no  difference  in 
patient  survival  between  patients  with  a pancreas  trans- 
plant and  those  with  a kidney  transplant  only. 

Increasing  evidence  has  demonstrated  a beneficial  ef- 
fect of  pancreas  transplantation  on  the  progression  of  the 
secondary  complications  of  diabetes.  Normoglycemia 
after  pancreas  transplantation  prevents  the  recurrence  of 
diabetic  nephropathy  in  a transplanted  kidney.  Diabetic 
neuropathy  also  appears  to  be  ameliorated  after  transplan- 
tation. Motor  and  sensory  nerve  conduction  studies  show 
substantial  improvement  after  transplantation.  The  inci- 
dence of  diabetic  gastroparesis  and  enteropathy  lessens. 
The  effect  of  pancreas  transplantation  on  diabetic 
retinopathy  is  less  clear.  Patients  with  successful  pan- 
creas transplantation  may  continue  to  have  progression  of 
retinopathy  for  24  months  after  the  procedure,  but  the 
process  may  stabilize  after  this  period. 

Most  patients  being  evaluated  for  pancreas  transplan- 
tation have  advanced  diabetic  nephropathy  and  will  re- 
ceive a kidney  transplant.  Because  these  patients  will 
have  long-term  immunosuppression,  doing  pancreas  trans- 
plantation as  well  adds  only  the  extra  surgical  risk.  A 
successful  outcome  would  mean  normoglycemia  with  an 
improvement  in  quality  of  life  and  a possible  beneficial 
effect  on  diabetic  complications. 

Other  diabetic  patients  who  might  benefit  from  pan- 
creas transplantation  are  those  with  difficult,  brittle  meta- 
bolic control  but  with  normal  renal  function.  These  pa- 
tients have  no  clinically  serious  nephropathy  or  have 
previously  received  a kidney  transplant.  The  risks  and 
benefits  of  surgery  and  immunosuppression  must  be 
individually  assessed  and  contrasted  to  their  problems 
with  diabetes.  Pancreas  transplantation  has  been  success- 
ful in  this  patient  population,  with  a one-year  graft  sur- 
vival rate  of  80%  if  HLA  matching  is  optimal.  There  is 
limited  follow-up  after  solitary  pancreas  transplantation. 
Initial  studies  show  that  morbidity  is  no  different  from 
that  after  a kidney  transplant;  mortality  is  less  than  5%  at 
one  year. 

We  should  see  further  progress  in  the  field  of  pancreas 
transplantation  when  it  is  applied  to  a wider  spectrum  of 
patients  with  diabetes. 

Richard  V.  Perez,  M.D. 

Giacomo  P.  Basadonna,  M.D.,  Ph.D. 

Sacramento,  California 
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Laparoscopic  Biliary  Operation 

SINCE  the  first  planned  cholecystectomy  was  done  in 
1881,  there  has  been  little  change  in  the  surgical 
treatment  of  symptomatic  cholelithiasis.  Cholecystectomy 
has  always  been  considered  a major  operation  but  a 
relatively  safe  one.  Reports  from  centers  around  the 
world  are  now  showing  that  once  surgeons  have  gained 
adequate  experience,  laparoscopic  cholecystectomy  can 
be  done  as  safely  as  open  cholecystectomy.  In  fact, 
reports  in  critically  ill  patients  show  laparoscopic  proce- 
dures to  be  safer  than  “open”  procedures.  This  led  a 
National  Institutes  of  Health  consensus  development  panel 
to  conclude  that  laparoscopic  cholecystectomy  is  the 
treatment  of  choice  for  patients  with  symptomatic 
cholelithiasis. 

Previous  abdominal  operations,  acute  cholecystitis, 
pancreatitis,  morbid  obesity,  and  common  bile  duct  cal- 
culi are  no  longer  thought  to  be  contraindications  to  the 
laparoscopic  approach.  Its  use  in  early  pregnancy  is  still 
controversial.  Enterotomies,  bleeding  bile  leak,  bile  duct 
injuries,  and  conversion  rates  are  higher  when  these 
problems  complicate  cholecystectomy.  Complications 
occur  in  about  6%  of  patients,  and  conversion  rates  range 
from  2%  to  10%. 

Routine  versus  selective  intraoperative  cholangiogra- 
phy has  been  debated  and  remains  controversial.  Propo- 
nents argue  that  laparoscopic  cholecystectomy  is  differ- 
ent from  open  surgery,  and  routine  intraoperative 
cholangiography  should  be  done  to  identify  common  duct 
calculi  and  decrease  common  bile  duct  injuries,  or  at  least 
to  identify  the  injuries  at  the  time  of  the  procedure. 
Preoperative  endoscopic  retrograde  cholangiopancreat- 
ography (ERCP)  has  been  advocated  for  patients  sus- 
pected of  having  common  duct  calculi,  but  laparoscopic 
techniques  of  transcystic  choledochoscopy,  transcystic 
ampullary  balloon  dilation,  transcystic  sphincterotomy, 
and  laparoscopic  choledochotomy  have  been  introduced 
to  retrieve  common  duct  calculi  during  surgery  when 
identified  on  intraoperative  cholangiography.  These  tech- 
niques allow  patients  to  be  treated  in  one  session  and 
obviate  the  need  for  preoperative  ERCP.  Postoperative 
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ERCP  is  an  option  in  some  patients.  Local  experience  and 
skill  remain  the  determining  factors  in  deciding  which 
approach  to  take. 

Most  agree  that  patients  with  asymptomatic  choleli- 
thiasis should  not  undergo  cholecystectomy  except  some 
patients  with  diabetes  mellitus  and  organ  transplantation. 
Those  who  have  biliary  pain  but  no  demonstrable  calculi 
may  have  diagnostic  tests  such  as  duodenal  drainage  for 
pigment  or  cholesterol  crystals  or  cholecy stokinin-stimu- 
lated  nuclear  biliary  scans.  When  gallbladder  emptying  is 
abnormal,  70%  of  patients  improve  with  cholecystectomy. 

Several  cases  of  laparoscopic  biliary  bypass  for  malig- 
nant bile  duct  obstructions,  excision  of  a choledochal  cyst 
with  hepaticojejunostomy,  and  even  a laparoscopic  Whip- 
ple procedure  have  been  presented  at  national  surgical 
meetings.  In  the  future,  most  procedures  involving  the 
biliary  tract  may  be  done  laparoscopically. 

Edward  H.  Phillips,  M.D. 

Los  Angeles,  California 
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Minimal- Access  Versus  Open  Herniorrhaphy 

THE  acceptance  of  laparoscopic  cholecystectomy  has 
heralded  the  application  of  minimal-access  surgery 
for  a variety  of  other  surgical  problems.  Minimal-access 
or  closed”  herniorrhaphy  has  been  proposed  as  a proce- 
dure that  may  decrease  recurrences  and  speed  the  return 
to  normal  activity.  Nearly  700,000  inguinal  hernias  are 
repaired  each  year;  the  recurrence  rate  is  generally  re- 
ported to  be  8%  to  15%.  If  closed  herniorrhaphy  lives  up 
to  its  proponents’  claims,  then  individual  and  societal 
gain  could  be  great.  Minimal-access  herniorrhaphy,  how- 
ever, is  as  much  as  135%  more  expensive  than  open 
procedures,  requires  general  anesthesia,  and  has  the  po- 
tential for  serious  complications.  Therefore,  the  results  of 
this  procedure  must  be  closely  scrutinized  and  compared 
with  the  gold  standard  of  an  open  technique. 


Most  open  primary  herniorrhaphies  are  done  on  an 
outpatient  basis  with  local  anesthesia  and  predictable 
results.  Morbidity  is  related  to  wound  infection,  ischemic 
orchitis,  testicular  atrophy,  pubic  tubercle  parosteitis, 
hypesthesia,  and  paresthesia.  The  overall  rate  of  most  of 
these  complications  is  1%  to  2%.  This  figure  may  double 
when  recurrent  hernias  are  repaired.  The  main  disad- 
vantage of  the  open  technique  is  the  recuperative  dis- 
ability, which  ranges  from  two  to  six  weeks,  and  the 
recurrence  rate.  Despite  superb  results  from  dedicated 
hernia  surgeons,  the  literature  reflects  a continuing  high 
recurrence  rate. 

Both  the  Shouldice  and  Lichtenstein  repairs  are  gen- 
erally accepted  as  standards  for  open  herniorrhaphy.  Both 
repairs  are  usually  done  under  local  anesthesia.  With  the 
Shouldice  repair,  the  posterior  inguinal  wall  is  recon- 
structed and  strengthened  with  four  continuous  sutures 
and  without  prosthetic  material.  Recurrence  rates  range 
between  0.45%  and  2.7%  in  studies  where  patients  are 
observed  for  6 to  23  years.  There  appears  to  be  a learning 
curve  in  perfecting  the  intricacies  of  this  procedure.  Of 
concern  is  the  7.2%  recurrence  rate  when  the  Shouldice 
was  used  for  recurrent  herniorrhaphy. 

The  Lichtenstein  repair  uses  a nonabsorbable  poly- 
propylene mesh  to  provide  a tension-free  repair  of  the 
posterior  inguinal  wall.  The  recurrence  rate  over  six  years 
is  0.13%  to  1.6%.  Infections  or  mesh  rejections  are  rare. 
This  repair  may  not  be  as  difficult  as  other  methods. 

The  attractiveness  of  minimal-access  herniorrhaphy  is 
not  that  it  is  minimally  invasive;  it  is  more  invasive  than 
open  repair.  Rather,  there  is  superior  visualization  of  the 
posterior  inguinal  anatomy  to  allow  a tension-free  mesh 
repair.  Moreover,  this  repair  is  buttressed  by  the  normally 
existing  intra-abdominal  pressure  and  does  not  require  a 
long  inguinal  incision.  Proponents  of  this  technique  cite 
the  potential  for  reducing  recurrences  and  minimal  dis- 
ability, with  many  patients  resuming  normal  activity 
within  48  hours.  Closed  herniorrhaphy  exposes  patients 
to  unique  risks,  however.  These  are  gas  embolism  and 
trocar  injury  to  a viscus  and  risks  associated  with  intra- 
abdominal procedures.  Moreover,  it  is  not  known  if  the 
mesh  used  for  the  repair  or  the  potential  devascularization 
of  the  peritoneal  flap  will  cause  an  increase  in  the  inci- 
dence of  fistulae  or  adhesions  with  subsequent  bowel 
obstruction.  On  the  other  hand,  closed  herniorrhaphy  may 
actually  decrease  the  incidence  of  complications  of 
ischemic  orchitis,  testicular  atrophy,  wound  infection, 
and  nerve  entrapment  or  hypesthesias. 

Minimal-access  herniorrhaphy  is  a technique  in  evo- 
lution. Both  transabdominal  and  extraperitoneal  ap- 
proaches have  been  described,  but  all  methods  use  pros- 
thetics. Because  of  the  multiple  techniques,  few  patients, 
and  short  follow-ups,  all  results  should  be  considered 
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preliminary.  Recurrence  rates  over  6 to  1 1 months  are  in 
the  range  of  0%  to  3.2%.  Complications  can  include 
epigastric  artery  lacerations,  transient  testicular  pain, 
hematoma,  trocar  incisional  hernia,  groin  pain  and 
hematoma,  and  wound  infection. 

Short-term  recurrence  rates,  recuperative  time,  and 
complications  of  closed  herniorrhaphy  are  not  currently 
superior  to  those  of  open  procedures.  To  be  fair,  these 
early  results  represent  the  initial  experience  and  can  be 
expected  to  improve  with  refinements  in  technique.  With- 
out a clear  superiority,  it  will  be  difficult  to  recommend  a 
closed  procedure  for  primary  hernia  repair.  Closed  repair 
may  be  advantageous  for  bilateral  or  recurrent 
herniorrhaphy.  The  exact  role  of  minimal-access  or  closed 
herniorrhaphy  remains  to  be  defined  by  randomized  pro- 
spective trials. 

Brett  C.  Sheppard,  M.D.,  M.S. 

Portland,  Oregon 
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Treatment  of  Superficial  Venous 
Insufficiency  of  the  Legs 

VENOUS  disorders  are  among  the  most  common 
conditions  seen  and  treated  by  medical  practitio- 
ners, and  duplex  and  color  ultrasound  examinations  have 
vastly  simplified  clinical  venous  investigations.  High- 
resolution  ultrasonography  is  expanding  the  knowledge 
of  the  anatomic  structure  of  telangiectasias  and  cutaneous 
venous  blemishes,  which  is  allowing  more  effective  treat- 
ment by  precise  sclerotherapy.  Cutaneous  blemishes  and 
telangiectasias  do  not  require  noninvasive  evaluation. 

Success  in  treating  venous  insufficiency  depends  on 
the  realization  that  eliminating  nonworking  venous  seg- 
ments is  crucial.  Thus,  routine  saphenous  stripping  has 
been  replaced  by  the  limited  removal  of  precisely  defined 
incompetent  segments.  Often  this  is  done  by  clever  saphe- 
nous inversion  techniques.  To  this  is  added  the  removal  of 
varicose  clusters  with  stab  avulsion.  Developments  in 
instrumentation  now  allow  the  removal  of  varicosities 
through  1-  and  2-mm  incisions  placed  in  skin  lines.  This 
improves  the  results  of  varicectomy  while  cutting  its  cost 
through  avoiding  the  use  of  surgical  facilities,  general 
anesthesia,  and  recovery  rooms. 


Advances  in  ablating  symptomatic  telangiectatic  blem- 
ishes by  sclerotherapy  now  supplement  minor  surgical 
techniques.  Although  not  recognized  by  third-party  insur- 
ance carriers,  cutaneous  telangiectatic  blemishes  are  fre- 
quently symptomatic.  Success  in  treating  these  lesions 
has  been  achieved  in  this  country  by  diluting  available 
sclerotherapeutic  agents.  The  most  common  of  these 
agents  is  administered  in  0.1%  to  0.25%  concentration 
rather  than  as  supplied  as  a 3%  solution.  In  other  coun- 
tries, the  almost  uniform  use  of  polidocanol  (not  ap- 
proved for  use  in  the  United  States)  in  sclerotherapy  has 
led  to  clinical  trials  that  will  eventually  allow  its  use  here. 

The  role  of  activated  leukocytes  in  producing  lipoder- 
matosclerosis  in  limbs  called  postphlebitic  in  the  past  is 
being  investigated.  AS  these  investigations  go  on,  treat- 
ment with  available  pharmacologic  medications  is  ame- 
liorating severe  problems  of  venous  insufficiency. 
Pentoxifylline,  in  particular,  has  been  found  in  a multi- 
institutional  prospective  trial  to  enhance  the  healing  of 
venous  ulcerations. 

There  is  no  doubt  that  other  options  for  treatment  will 
be  explored.  In  addition,  we  can  anticipate  the  application 
of  evolving  laser  therapy  to  extend  treatment  to  depths  of 
I to  22  mm.  This  can  now  be  done  without  producing  pain 
or  cutaneous  changes. 

John  J.  Bergan,  M.D. 

La  Jolla,  California 

REFERENCES 

Colgan  MP,  Dormandy  JA,  Jones  PW,  Schraibman  IG,  Shanik  DG, 
Young  RA:  Oxpentifylline  treatment  of  venous  ulcers  of  the  leg.  BMJ 
1990;  300:972-5. 

Rose  SS:  Historical  development  of  varicose  vein  surgery,  In 
Bergan  JJ,  Goldman  MP  (Eds):  Varicose  Veins  and  Telangiectasias. 
St.  Louis,  Mo,  Quality  Medical  Publishing,  1993,  pp  123-48. 

Weiss  RA,  Weiss  MA:  Painful  telangiectasias:  Diagnosis  and  treat- 
ment, In  Bergan  JJ,  Goldman  MP  (Eds):  Varicose  Veins  and 
Telangiectasias.  St.  Louis,  Mo,  Quality  Medical  Publishing,  1993,  pp 
389-406. 

Wilkinson  LS,  Bunker  C,  Edwards  JC,  Scurr  JH,  Smith  PD:  Leuko- 
cytes: Their  role  in  the  etiopathogenesis  of  skin  damage  in  venous 
disease.  J Vase  Surg  1993;  17:669-75. 


Video- Assisted  Surgical  Techniques  in 
Infants  and  Children 

ALL  surgical  specialties  have  experienced  rapid 
growth  in  video-assisted  techniques  in  the  past  five 
years,  and  pediatric  surgery  is  no  exception.  The  growing 
role  of  video  technology  in  surgical  procedures  is  related 
to  the  availability  of  equipment  that  provides  an  adequate 
magnified  image  through  small  incisions  or  endoscopes. 
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Cameras  smaller  than  the  human  palm,  linked  with  tele- 
scopes that  employ  the  Hopkins  rod  lens  technology, 
deliver  an  image  that  is  true  color,  magnified,  and  well 
focused. 

Rigid  and  flexible  endoscopes  have  been  used  for  a 
number  of  diagnostic  and  therapeutic  purposes  in  chil- 
dren. The  application  and  success  of  these  techniques 
have  been  limited  in  smaller  children  and  infants  by  poor- 
quality  images.  Telescopes  and  flexible  endoscopes  now 
employ  a series  of  lenses  or  fiber-optic  cables  to  deliver 
a satisfactory  image  to  a high-quality  television  monitor 
even  in  small  instruments. 

Diagnostic  endoscopic  procedures  include  the  assess- 
ment of  vocal  cord  function  and  the  presence  of  tracheo- 
malacia, vascular  rings,  tracheoesophageal  fistulae,  gas- 
troesophageal reflux,  and  many  other  conditions  of  the 
airway  and  upper  and  lower  gastrointestinal  tracts.  Video- 
assisted  techniques  permit  still  and  video  recordings  of 
findings  and  documentation  for  comparison  of  patients’ 
progress  on  reexaminations  and  assist  with  therapeutic 
interventions. 

Video-assisted  exploration  of  the  chest  and  mediastinum 
has  both  diagnostic  and  therapeutic  benefits  for  children. 
Patients  must  be  anesthetized  and  supported  by  positive 
pressure  ventilation  through  a double-lumen  endotracheal 
tube.  The  anesthesiologist  may  then  collapse  the  lung  on 
the  side  to  be  examined  to  allow  visualization  without 
injuring  the  lung.  Thoracoscopic  technique  is  limited  to 
children  weighing  25  kg  and  more  because  of  the  need  for 
a double-lumen  endotracheal  tube.  In  many  cases  several 
incisions  equivalent  to  chest  tube  sites  are  substituted  for 
the  morbidity  of  a formal  thoracotomy. 

Cholecystectomy  is  much  less  commonly  indicated  in 
children  and  is  usually  associated  with  liver  disease  or 
hereditary  anemia,  such  as  sickle  cell  disease,  thalasse- 
mia, or  spherocytosis.  These  children  may  be  treated  by 
video-assisted  techniques  similar  to  those  in  adults.  A 
direct  fascial  cut-down  technique  is  used  in  a 10-mm 
periumbilical  incision  to  place  the  camera  port  and  to 
insufflate  the  abdomen  using  carbon  dioxide.  The  tele- 
scope is  then  introduced  and  an  additional  10-mm  port 
and  two  5 -mm  ports  are  introduced  to  allow  safe  dissec- 
tion and  removal  of  the  gallbladder. 

Advanced  therapeutic  procedures  require  pediatric  sur- 
geons to  have  additional  experience  and  training.  These 
procedures  have  included  Nissen  fundoplication,  appen- 
dectomy, splenectomy,  resection  of  pelvic  or  ovarian 
malignant  tumors,  the  management  of  high  undescended 
testicles,  and  many  other  diagnostic  procedures. 

The  indications  for  doing  these  procedures  would  in- 
clude all  of  the  factors  usually  considered  for  recommend- 
ing an  open  procedure.  Complicating  factors  that  would 


contraindicate  using  a video-assisted  technique  include 
extensive  previous  surgical  procedures,  severe 
hepatomegaly  or  splenomegaly,  or  portal  hypertension. 
The  videoassisted  technique  may  be  particularly  suitable 
for  patients  with  compromised  pulmonary  function  or 
impaired  wound  healing  (chemotherapy,  malnutrition), 
but  these  patients  should  still  meet  the  standard  indica- 
tions for  surgery  that  have  been  used  to  select  patients  for 
open  procedures. 

The  complications  would  also  be  similar  to  those  for 
open  procedures.  Unique  considerations  in  laparoscopy 
would  include  unintentional  injury  to  viscera  from  cautery 
and  tension  pneumothorax.  Electrocautery  in  a closed 
abdomen  may  result  in  the  transmission  of  energy  from 
the  intended  site  and  requires  particular  care  on  the  part  of 
the  surgeon. 

At  present  only  a small  percentage  of  video-assisted 
procedures  are  being  done  in  children.  In  the  past  year  the 
types  of  procedures  considered  and  the  number  of  sur- 
geons involved  have  expanded  rapidly.  With  increasing 
use.  we  can  expect  these  techniques  to  be  further  refined. 

James  B.  Atkinson,  M.D. 

Los  Angeles,  California 
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Advances  in  the  Screening  and  Staging  of  Colon 
and  Rectal  Cancers 

OUR  understanding  of  the  management  of  colon  and 
rectal  cancers  has  evolved  dramatically  in  the  past 
five  years.  There  is  an  increased  understanding  of  the 
natural  history  of  these  diseases  as  reflected  in  our  staging 
and  screening  technologies. 

The  traditional  Dukes’  staging  system  is  inadequate  to 
evaluate  colon  and  rectal  cancers,  and  the  use  of  tumor- 
node-metastasis  staging  has  gained  wide  acceptance  at 
most  cancer  centers.  Tumor-node-metastasis  staging  is 
used  because  the  depth  of  tumor  penetration,  the  extent  of 
lymph  node  involvement,  and  the  presence  of  distant 
metastases  best  characterize  patients’  prognosis.  In  addi- 
tion. this  system  is  useful  in  more  precisely  comparing 
various  surgical  experiences  and  reports.  Preoperative 
staging  is  being  used  only  when  findings  would  influence 
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therapeutic  alternatives.  As  a result,  modalities  that  are 
now  recognized  as  being  helpful  in  preoperative  stag- 
ing— transrectal  ultrasonography,  flow  cytometry,  and 
computed  tomography — are  used  sparingly. 

Colon  cancer  is  moving  to  the  right.  This  is  a result  of 
not  only  an  increase  in  the  incidence  of  right-sided  colon 
cancer,  but  also  a decrease  in  the  incidence  of  left-sided 
colon  cancer.  The  same  disease  cannot  be  increasing  and 
decreasing  in  incidence  at  the  same  time;  therefore,  it  is 
now  clear  that  right-sided  colon  cancer  is  a different 
disease  from  left-sided  colon  cancer.  These  diseases  are 
different  in  their  morphologic  presentation,  incidence, 
prognosis,  and  biologic  markers.  In  evaluating  various 
therapeutic  options,  the  differences  in  these  tumors  must 
be  recognized. 

Controversy  remains  about  the  value  of  screening  for 
colon  and  rectal  cancers.  Recent  publications,  however, 
strongly  suggest  that  screening  for  occult  blood  in  the 
stool  is  cost-effective  and  indeed  prolongs  the  survival  of 
patients  in  whom  colon  and  rectal  cancers  subsequently 
develop.  Prolonged  follow-up  has  been  necessary  to  show 
this  advantage. 

Robert  W.  Beart,  M.D. 

Los  Angeles,  California 
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Progress  in  Preventing  Amputation  in  Leg  Ischemia 

PERIPHERAL  vascular  surgery  is  succeeding  in  pre- 
venting stroke  through  carotid  endarterectomy,  ex- 
tending the  length  of  comfortable  life  through  aortic 
aneurysm  resection,  and  is  becoming  increasingly  suc- 
cessful in  preventing  lower  extremity  amputation.  For 
example,  one  group  rejected  only  1 1 of  564  limbs  (1.9%) 
requiring  distal  revascularization.  These  were  limbs  with 
advanced  ischemia  or  contractures  considered  non- 
salvagable.  This  was  a category  that  ten  years  ago  ranged 
from  5%  to  15%  of  patients  with  critical  limb  ischemia. 


Increasing  experience  in  harvesting  autogenous  veins 
has  made  it  possible  to  find  and  use  this  tissue  in  more 
than  90%  of  cases.  This  remains  the  conduit  of  choice  in 
revascularizating  patients  with  gangrene.  Thus,  it  has 
proved  important  to  search  for  a suitable  venous  bypass  in 
those  patients  (as  many  as  30%)  from  whom  the  long 
saphenous  vein  has  been  removed. 

Experience  teaches  that  using  an  autogenous  vein  for 
distal  bypass,  whether  reversed  or  in  situ,  achieves  long- 
term patency  in  80%  of  limbs  and  that  the  percentage  of 
amputations  prevented  exceeds  90%. 

Even  when  prosthetic  bypasses  must  be  used,  knitted 
Dacron  and  expanded  poly  tetrafluoroethy lene  now  achieve 
five-year  patency  rates  of  30%  to  50%.  Limb  salvage 
rates  in  these  cases  range  from  60%  to  80%.  These  figures 
are  acceptable  if  a diligent  vein  search  proves  futile. 

Nearly  half  of  patients  needing  distal  arterial  recon- 
struction have  diabetes  mellitus;  some  suffer  from  renal 
insufficiency.  Therefore,  magnetic  resonance  (MR) 
angiography  has  become  important  in  the  preoperative 
preparation  of  patients  with  limb-threatening  ischemia. 
Interventions,  whether  operative  or  by  radiologic  tech- 
niques, are  increasingly  being  based  on  MR  angiography 
alone.  Data  currently  suggest  that  MR  imaging  is  an 
important  adjunct  whenever  conventional  angiography 
does  not  identify  a suitable  target  vessel.  Some  have 
suggested  that  it  has  greater  sensitivity  than  conventional 
angiography  for  detecting  distal  runoff  arteries  in  limbs 
with  severe  ischemia. 

Bypass  techniques  have  also  changed.  Using  a distal 
origin  for  the  distal  reconstruction  has  become  routine. 
Results  of  such  reconstructions  with  regard  to  patency 
and  in  preventing  amputation  are  virtually  identical  to 
those  of  operations  using  the  older,  femoral  artery  inflow 
techniques.  Bypassing  to  target  vessels  in  the  foot  and 
ankle  is  also  being  done  frequently.  An  added  benefit  of 
such  reconstructions  in  patients  with  advanced  ischemia 
is  the  prevention  of  amputation  in  90%  of  patients. 

Even  persons  80  years  and  older  benefit  from  limb 
revascularization  despite  their  abbreviated  life  expec- 
tancy. Although  the  operative  mortality  nears  5%  (com- 
pared with  1.5%  for  younger  patients),  the  graft  patency 
rates  (66%  at  three  years)  and  limb  salvage  rates  (90%  at 
three  years)  allow  ambulation  in  88%  of  patients,  85%  of 
whom  are  living  at  home. 

Lower  extremity  arterial  reconstr-ction  has  progressed 
rapidly,  distally,  and  successfully  to  the  benefit  of  many 
patients  with  the  severest  forms  of  atherosclerosis. 

John  J.  Bergan,  M.D. 

La  Jolla,  California 
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From  The  Advocate 


Forgiving  the  Fees 

ARTHUR  HELMS 


YOU  might  not  associate  pinstriped  tax  lawyers  with 
the  down-and-out,  but  the  two  do  meet. 

Dick  Fisher  met  “Fred”  about  the  time  the  latter  was  in 
the  hospital,  battered  by  alcoholism  and  on  his  way  to  a 
nursing  home.  That  was  five  years  ago;  Fred  is  still  in  a 
nursing  home,  and  Fisher,  a Stamford  attorney,  still 
handles  his  very  modest  finances  without  a fee.  He  has  to 
do  things  like  authorize  new  pairs  of  shoes.  The  file  on 
Fred  is  two  inches  thick. 

Katherine  Blakeslee,  a Wilton  lawyer,  has  a similar 
client,  a woman  without  much  money  but  with  plenty  of 
legal  needs,  many  of  them  stemming  from  her  multiple 
sclerosis. 

Blakeslee  has  had  to  fight  battles  like  a shoplifting 
charge,  which  the  attorney  says  arose  because  the  woman 
has  to  shop  in  a sit-down  cart,  and  she  put  a small  item  on 
her  person  because  otherwise  it  would  have  fallen  through 
the  basket  grid.  A more  serious  issue  looms  in  the  future, 
said  Blakeslee.  Her  client  is  a single  parent  and  wants  her 
children  to  finish  their  schooling  in  Wilton.  If  she  dies 
before  they  are  through  school,  it  will  be  hard  for  them  to 
stay  in  the  town,  Blakeslee  said. 

Fisher  and  Blakeslee  are  among  hundreds  of  lawyers  in 
the  Stamford  region  whose  pro  bono  work  belies  the 
sometimes  predatory  reputation  that  the  profession  never 
quite  seems  to  shake.  While  no  one  in  the  legal  commu- 
nity knows  exactly  how  much  volunteer  work  is  done,  and 
while  the  motives  may  vary,  the  clear  impression  is  that 
the  work  has  its  own  unique  satisfactions. 

This  type  of  lawyer-client  relationship  is,  if  nothing 
else,  a change  of  pace.  In  the  course  of  making  a living, 
many  private  practice  attorneys  don’t  often  see  how  the 
other  half  lives  because  the  other  half  can’t  pay  the  price 
of  admission.  But  Blakeslee,  who  is  with  the  firm  of 
Lovejoy,  Hefferan,  Rimer,  and  Cunco,  has  a regular 
stream  of  people  like  a woman  who  is  “old,  senile,  and 
paranoid — and  has  no  relatives.” 


Reprinted  from  The  Advocate,  Stamford,  Connecticut,  Monday,  15 
November  1993,  in  “About  Town”  by  Arthur  Helms. 


Fisher  probably  knows  more  about  Fred’ s personal  life 
than  he  does  about  many  of  his  regular  clients;  the  four- 
member  firm  of  Fisher  & Stein  mainly  does  tax  work, 
estate  planning  and  business  law. 

Said  Blakeslee,  “I  have  benefitted  tremendously.” 

Listening  to  a number  of  lawyers,  it  becomes  clear  that 
pro  bono  work  is  fertilized  variously:  obligation — some 
firms  require  it;  public  relations;  and  networking.  Volun- 
teering to  help  with  probate  for  someone  without  an  estate 
can  lead  to  being  assigned  a case  that  will  help  pay  the 
rent. 

But  lawyers  also  say  there  are  higher  motives. 

“The  underlying  reason  is  that  a lot  of  lawyers  got  into 
the  profession  to  help  people,”  said  Charles  Deluca  of 
Stamford’s  Ryan,  Ryan,  Johnson,  Clear,  and  Deluca,  who 
is  president  of  the  Stamford/Norwalk  Reional  Bar  Asso- 
ciation. “And  it’s  needed.  The  system  can  be  a morass 
without  some  assistance.” 

The  bigger  issue  behind  it  all  is  the  ongoing  debate  over 
the  quality  of  legal  representation  for  the  poor.  The 
legislature  has  talked  about  requiring  pro  bono  work,  but 
never  crossed  the  line.  There  are,  of  course,  public  de- 
fenders— as  well  as  some  volunteer  defenders  in  criminal 
cases. 

And  there  is  Connecticut  Legal  Services,  which  pro- 
vides legal  assistance  to  the  poor — much  of  it  in  the  form 
of  pro  bono  work.  The  manageing  attorney  of  CLS’s 
Stamford  office,  Nadine  Nevins,  said,  “We  have  very 
good  participation”  from  the  Stamford-Norwalk  bar  group. 
In  1992,  almost  a third  of  the  volunteers  for  CLS  state- 
wide— 219  of  675 — were  from  this  region. 

The  bar  group  has  active  programs  to  find  volunteers, 
recently  with  an  emphasis  on  elder  law,  said  Deluca.  He 
also  believes  there  are  many  other  lawyers  contributing 
free  work  which  does  not  show  up  in  the  statistics. 

More  may  be  needed.  Nevins  said  there  is  a prospect  of 
staff  reductions  at  CLS.  And  Stamford  Probate  Judge 
Gerald  Fox,  whose  office  relies  on  pro  bono  work,  said. 
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“What’s  increasing  is  the  kind  of  work  where  there’s  no 
money  involved.”  In  other  words,  people  who  die  with 
nothing  but  children  and  debts. 

But  as  of  now,  the  indications  are  that  local  lawyers  will 
keep  pitching  in. 


“I  wish  doctors  would  do  as  much  pro  bono  work  as  the 
lawyers  do  in  Stamford,”  said  Nevins.  But  that’s  another 
story. 

— Arthur  Helms  is  senior  editor  of  The  Advocate.  His 
column  appears  Monday  and  Friday. 


A Physician  Responds: 


Doctors  Know  Real  Meaning  of  Higher  Motives 


LALITHA  MANOHARAN,  M.D.,  Stamford 


To  the  Editor:  I am  writing  in  response  to  a 15  November 
column  by  Arthur  Helms  on  the  pro  bono  work  done  by 
lawyers  in  this  area.  It  was  refreshing  to  hear  of  the 
“higher  motives”  that  got  many  lawyers  into  the  profes- 
sion. Nadine  Nevins  of  the  Connecticut  Legal  Services 
was  quoted  as  saying  that  there  is  good  participation  by 
local  lawyers.  She  then  goes  on  to  say,  “I  wish  doctors 
would  do  as  much  pro  bono  work  as  lawyers  do  in 
Stamford.” 

Loyalty  to  your  colleagues  is  commendable,  but  to 
throw  a punch  at  another  profession  without  getting  the 
facts  straight  is  inexcusable — and  I thought  lawyers  al- 
ways got  their  facts  right  before  making  profound  state- 
ments. It  is  possible  that  genuine  ignorance  was  the 
reason  for  Nevins’  comment,  because  doctors  do  not  go 
around  telling  people  about  the  free  services  they  give.  I 
think  it’ s time  we  spoke  up.  Let  me  tell  you  what  a “higher 
motive”  really  means. 

Every  physician  in  this  town,  in  private  practice  and  on 
the  staff  of  the  local  hospitals,  treats  the  poor  and  uninsured 
patients  admitted  to  the  hospital  pro  bono.  This  can  be 
said  for  physicians  all  over  the  country.  Who  do  you  think 
treats  the  alcoholics,  the  drug  addicts — many  of  whom 
are  infected  with  the  dreaded  HIV — and  the  homeless 
who  wander  our  streets,  the  uninsured  and  others  who 
have  fallen  through  the  cracks? 

These  unfortunates,  shunned  by  society,  are  given  the 
same  life-saving  medical  care  a paying  patient.  Let  me 
make  it  clear  that  unlike  some  other  professions  these 
doctors  all  have  busy  practices  and  are  not  “looking”  for 
cases.  They  do  it  because  they  are  in  the  business  of 
saving  lives. 

Reprinted  from  The  Advocate,  Stamford,  Connecticut,  Thursday,  9 
December  1993,  in  “Letters  from  Readers.” 


When  one  of  my  surgical  colleagues  is  summoned  to 
the  emergency  room  at  2 am,  the  patient  is  more  often  than 
not  a homeless  alcoholic  hit  by  a car,  or  the  gunshot  victim 
of  a drug  war.  Surgeons  spend  countless  hours  repairing 
these  mangled  bodies  and  at  tremendous  risk  to  their  own 
lives  because  all  it  takes  is  a needle  stick  or  the  nick  of  a 
scalpel  for  the  HIV  to  infect  them.  While  doctors  are 
risking  everything  doing  this  pro  bono  work,  they  also  are 
acutely  aware  of  the  fact  that  any  one  of  these  patients  can 
turn  around  and  sue  them  with  the  help  of  an  obliging 
lawyer. 

Hundreds  of  babies  are  delivered  in  Stamford  each  year 
by  obstetricians  who  do  not  get  paid  for  their  services.  Y et 
any  one  of  them  can  be  sued  years  later  by  a dissatisfied 
mother.  Some  physicians  in  Stamford  donate  their  time  to 
run  medical  clinics  in  homeless  shelters.  For  the  last  two 
years,  several  physicians  have  done  pro  bono  physicals 
for  hundreds  of  school  children,  many  of  whom  had  not 
seen  a doctor  in  years. 

It  is  estimated  that  10%  to  15%  of  medical  care  by  local 
physicians  is  pro  bono  and  this  does  not  include  treating 
family,  friends  or  colleagues.  According  to  an  American 
Medical  Association  survey  done  nationwide  in  1990, 
physicians  on  an  average  do  6.6  hours  per  week  of  charity 
care,  which  translates  to  $6.8  billion  worth  of  free  medi- 
cal care  to  the  needy.  I doubt  if  this  could  be  matched  by 
any  other  profession. 

When  you  risk  your  life  and  your  reputation,  when  you 
risk  being  dragged  through  courts,  your  competence  and 
integrity  questioned,  when  you  have  sacrificed  time  with 
your  family  and  friends,  when  there  is  the  possibility  of 
losing  all  that  is  precious  to  you,  and  you  still  do  pro  bono 
work,  that  is  truly  a “higher  motive.” 
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We  will  continute  to  do  what  we  have  always  done, 
with  all  its  attendant  risks,  in  spite  of  the  fact  that  we  are 
one  of  the  most  regulated  professions  in  the  country. 
Guess  who  makes  the  rules  and  regulations.  Yes,  you 
guessed  right! 


Maybe,  if  doctors  had  run  the  country  instead  of  law- 
yers we  wouldn’t  be  in  the  mess  we  are  in  now.  But  then, 
that’s  another  story. 


Anatomy  Program  Brings  High  School  Students  to  Yale 

Thirty-five  students  from  New  Haven’s  Career  High  School  have  started  to  enrich  their  knowledge  of  gross 
anatomy  in  an  innovative  program  established  at  the  School  of  Medicine. 

The  juniors  and  seniors  and  their  biology  teacher,  Shirley  M.  Neighbors,  come  twice  a month  to  the  medical 
school’s  gross  anatomy  laboratory  in  Sterling  Hall  of  Medicine,  where  William  B.  Stewart,  Ph.D.,  associated 
professor  of  surgery  (anatomy),  and  his  colleagues  help  the  students  learn  more  about  human  anatomy. 

The  Y ale  medical  experience  supplements  textbook  and  classroom  bone  studies  for  these  high  school  students 
who  have  demonstrated  a strong  interest  in  science  and  medicine.  Approximately  70%  percent  of  them  represent 
minorities,  and  80%  are  young  women. 

“One  of  the  program’s  strongest  points,  though,  is  the  role  modeling  which  occurs,”  Dr.  Stewart  points  out. 
More  than  20  first-  and  second-year  medical  students,  who  are  only  five  or  six  years  older  than  the  high  school 
students,  volunteer  as  mentors  and  tutors  in  the  laboratory. 

The  high  school  course  is  somewhat  parallel  to  the  medical  anatomy  curriculum.  Medical  students  teach  the 
high  school  students  in  small  groups  and  lead  them  through  what  they  have  recently  learned.  The  high  school 
students  also  receive  Dr.  Stewart’s  anatomy  lecture  notes  and  a laboratory  manual. 

Under  the  guidance  of  Yale  medical  faculty  and  students,  “the  high  school  students  can  touch,  feel,  and  look 
at  the  cadavers,  but  they  don’t  actively  dissect  their  own  cadavers  during  the  90-minute  labs,”  Dr.  Stewart 
explains.  “These  students  see  everything  that  the  medical  students  see,  but  they  aren’t  as  accountable  for  learning 
as  much  information.” 

Student  response  has  been  “overwhelmingly  positive,”  both  Mrs.  Neighbors  and  Dr.  Stewart  report.  “All  of 
the  students  talked  about  being  apprehensive  and  frightened  before  starting  the  new  anatomy  elective  last  fall 
at  Yale,  and  then  they  slowly  became  fascinated  by  it,”  Mrs.  Neighbors  says. 

’’The  students  benefit  from  real  hands-on  work  and  improve  their  knowledge  of  anatomy,”  Mrs.  Neighbors 
notes.  “Their  experiences  cannot  be  duplicated  in  a public  school  classroom.” 

Planning  began  last  summer  when  Mrs.  Neighbors  spent  eight  weeks  working  in  Dr.  Curtis  Patton’s 
laboratory  in  epidemiology  and  public  health  and  also  coordinated  the  development  of  her  students’  anatomy 
curriculum  with  Dr.  Stewart.  School  officials  and  board  of  education  members  reviewed  and  accepted  the 
program;  before  it  started,  Dr.  Stewart  and  several  medical  students  met  with  the  high  school  students’  parents. 

During  Mrs.  Neighbors’  in-service  training,  her  own  students  and  other  New  Haven  high  school  students 
participated  in  the  Summer  Program  for  minority  High  School  Students,  funded  by  the  National  Institutes  of 
Health  and  the  School  of  Medicine  and  administered  by  the  school’s  Office  for  Minority  Affairs. 

According  to  Maxine  I.  Whitehead,  director  of  minority  affairs,  “Few  high  school  students  have  the 
opportunity  to  participate  in  gross  anatomy  laboratory  studies  as  this  year-long  course  enables  them  to  do.” 

This  program  will  become  part  of  the  Medical  school’s  commitment  to  the  Association  of  American  Medical 
College’s  Project  3000  by  2000,  designed  to  increase  the  number  of  minority  students  enrolled  in  biomedical 
studies  by  the  2000,  Ms.  Whitehead  added. 
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The  Physician  as  Poet 


The  Baobob 


Quartet  for  Flute  in  D Major 


Hello,  tree 

The  orange  sun  is  a hammock 

Slinging  across  the  sky  of  East  Africa 

Monkeys  and  purple  birds 

Are  hidden  in  your  branches 

Chattering  and  clicking  Softly 

Your  glimmering  leaves  the  dust 

From  the  savanna 

The  lioness  is  restless 

Her  cubs  hidden 

As  she  scans  the  plains 

For  an  ibex 

An  antelope 

Anything  moving  on  the  steamy  horizon. 

Goodnight,  tree 

It’ s been  hundreds  of  years 

That  your  bitter  roots  have  spread 

Into  the  dark  squirming  soil 

Your  bark  delicious  to  the  insects 

That  make  you  their  home 

The  chimpanzees  softly 

Call  as  the  sun 

Retires,  giving  way  to  the 

Blue  moon 

Goodnight,  tree 

I hear  cicadas 

Hum  a lullaby. 


It  seemed  odd 

White  and  black  hovering  figures 
Mimes 

Coasting  on  a dirty  city’s  air 

Plummeting  at  automobiles  and  squawking  loudly. 

Here  we  are 

The  prayer  from  the  ocean’s  speckled  rosary 

A long  way  from  Bangor  heaven 

People  turn  up  their  gaze 

As  the  two  seagulls 

Ballet  their  way  out  of 

Smog. 

Oh,  yes 

I can  hear  the  sea  roar  out  its  tides 

The  moon  pulling  the  green  turtles  to  its  heart 

Small  embryos  making  their  way  home 

As  the  birds  watch 

And  orchestrate 

The  concerto 

Of  winter  dreams. 


The  Journey 


I’ll  go  home  to  die 

Like  the  manifold  caribou  migrating  north 
The  thunderous  ocean  and  the  soothing  shore 
That  tightly  grips  on  the  sands  of  Maine 
I’ll  watch  the  waves  of  sea  gulls 
And  the  speckled  terns  pulling  fish 
I’ll  sleep  with  the  quarter  silver  moon 
That  houls  the  tides 

The  throbbing  beat,  the  quivering  weeds 
I’ll  reflect  the  stars 

Dancing  enigmatically  in  the  universe 
I’ll  hear  the  white  birches 
Saying  their  prayers  to  the  night  air 
And  then  I’ll  whisper 
Please,  God 

It’s  not  the  death  but  the  dying 
Thy  kingdom  come 
Thy  will  be  done 

On  earth  as  it  is  in  Heaven.  Rita  Iovino 

West  Hartford 
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AIDS  and  the  Common  Man 


JAMES  F.  BURRIS,  M.D. 


JOHNNY  was  my  first  patient  on  the  day  after  New 
Year’s.  He  had  made  a marginal  living  scalping  tick- 
ets and  driving  a tow  truck  for  an  auto  repossession 
company.  In  his  younger  days  he  had  been  addicted  to 
alcohol  and  “downers,”  but  when  he  tried  “speed”  once  he 
developed  severe  chest  pain.  The  resulting  hospital  evalu- 
ation revealed  severe  hypertension,  which  brought  him  to 
me  two  years  ago.  About  six  months  after  his  initial  visit, 
Johnny  asked  me  to  help  him  find  a dentist  for  his  friend 
Linda — a dentist  who  would  accept  HIV-infected  pa- 
tients. 

Linda  was  an  IV  heroin  user.  While  imprisoned  on  a 
prostitution  conviction  she  had  been  subjected  to  man- 
datory HIV  testing  and  had  tested  positive.  Johnny  found 
a lawyer  who  would  take  Linda’s  case,  and  they  sued  the 
city  to  provide  AZT  for  her  in  prison.  When  she  finished 
her  sentence,  Johnny  finagled  a scarce  place  for  her  in  a 
methadone  treatment  clinic  with  the  help  of  a social 
worker.  He  moved  Linda  to  a new  apartment  to  remove 
her  from  the  group  she  shared  needles  and  drugs  with. 

Linda  did  well  for  six  months.  Johnny  told  me  her  CD4 
counts  were  low,  but  she  had  not  had  any  infections,  she 
was  taking  her  AZT  and  methadone,  and  she  had  kept  up 
the  journal  she  started  in  the  treatment  program.  Johnny 
was  now  the  storage  lot  manager  for  the  repo  company, 
and  it  also  seemed  that  his  ticket  scalping  sideline  was 
evolving  into  a small-scale  booking  agency. 

Linda’s  first  serious  complication  came  in  the  spring, 
when  a cold  evolved  into  bronchitis,  and  then  into  full- 
scale  pneumonia.  She  bounced  back  quickly  on  antibi- 
otics and  was  home  from  the  hospital  in  less  than  a week, 
but  now  tired  more  readily.  Johnny  began  doing  the 
shopping,  cooking,  and  housework  and  took  her  to  in- 
creasingly frequent  doctor’s  appointments.  He  learned 
about  AZT-induced  anemia  and  synthetic  erythropoietin. 

Reprinted  from  Annals  of  Internal  Medicine.  1 992;  1 17:819. 
JAMES  F.  BURRIS,  M.D. , Georgetown  University  Medical  Center. 
Washington.  DC  20007. 

Requests  for  Reprints:  James  F.  Burris,  M.D.,  NE  120  Med-Dent, 
Georgetown  University  Medical  Center,  3900  Reservoir  Road  NW, 
Washington,  DC  20007. 


He  asked  me  about  unconventional  therapies  and  drugs 
available  overseas.  Linda  was  hospitalized  for  three  weeks 
in  August  and  received  transfusions  of  both  red  and  white 
cells.  Her  CD4  counts  were  now  less  than  50.  Back  home 
again,  Johnny  learned  about  bedbaths  and  bedpans. 

When  Linda  was  hospitalized  again  in  September, 
Johnny  called  her  parents,  who  lived  on  an  estate  out  in 
the  horse  country.  Their  contacts  with  Linda  had  been 
brief  and  painful  since  she  ran  away  from  home  20  years 
earlier.  Johnny  told  me  the  bedside  reunion  was  painful — 
but  it  was  not  brief,  and  thereafter  her  parents  began  to 
visit  regularly. 

Johnny  seemed  depressed  when  he  came  to  see  me 
during  Linda’s  hospitalization  in  October,  recognizing 
that  the  end  he  had  known  was  coming  was  now  close  at 
hand.  I praised  him  for  all  he  had  done  for  her  and  pointed 
out  that  few  people  would  have  done  so  much.  “Doc,”  he 
said,  “I  never  expected  to  have  a close  man-woman 
relationship,  a real  friend.  None  of  my  friends  or  family 
do.  Linda  pulled  me  out  of  the  gutter,  got  me  sober,  made 
me  get  a real  job,  made  a home  for  us.  Now  she  needs  me. 
I couldn’t  do  anything  else.” 

In  early  November,  Johnny  asked  me  to  test  him  for 
HIV.  He  had  not  been  willing  to  be  tested  previously,  but 
now  Linda  was  pushing  him  to  have  it  done.  He  told  me 
how  relieved  she  was  when  he  tested  negative 

She  was  in  and  out  of  the  hospital  in  November  and 
December.  They  hoped  to  celebrate  one  more  Christmas 
together.  On  that  day  after  New  Year’s  he  told  me  of  her 
seizure  three  days  before  Christmas,  the  lapse  into  coma, 
and  her  death  on  December  26,  at  age  38.  “Linda’s  gone, 
doc.  But  she  beat  the  rest  of  it.  She  got  off  the  street.  She 
got  off  the  drugs  and  booze.  She  got  her  family  back.  She 
was  even  beating  her  depression.  I believe  she’d  be  here 
today  if  we  could  have  gotten  her  into  treatment  a few 
months  earlier,  before  she  got  AIDS,  but  that  can’t  be 
helped  now.  I have  to  get  on  with  my  life  and  my  business, 
and  I will.  I know  I’ll  have  bad  days.  And  I know  I’ll  never 
have  anyone  like  Linda  again,  but  at  least  we  had  each 
other.” 


VOLUME  58,  NO.  1 


41 
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Webber,  Stephanie  Jabolonowski,  or  Dan  Flynn. 
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Editorial 


The  University-Trained  Nurse  at  the  Bedside 

Barbara  E.  Pokomy,  M.S.N.,  R.N.,  C.S.,  president  of 
the  Connecticut  Nurses  Association,  “strongly  supports  [s 
Dr.  James  Eliasoph’ s]  right  to  hold  and  express  his  views” 
about  the  current  state  of  her  profession,  but  at  the  same 
time  she  would  deny  him  access  to  the  pages  of  Connecticut 
Medicine.  Seemingly  unaware  of  her  paradoxical  stance, 
she  reproves  us  by  being  “somewhat  disheartened  by  the 
decision  of  the  editorial  board  of  Connecticut  Medicine  to 
provide  him  such  a public  pulpit  from  which  to  proclaim 
them.”1 

As  Literary  Editor  of  this  Journal,  I accept  at  least  part 
of  the  blame  (or,  as  some  might  think,  the  credit)  for  that 
decision  having  been  made.  One  of  the  functions  of  a 
journal  published  by  a state  medical  society  is  to  serve  as 
a forum  in  which  to  air  issues  that  concern  its  member- 
ship. Being  a clinical  surgeon  accustomed  to  hearing 
similar  charges  to  Dr.  Eliasoph’ s being  leveled  by  far  less 
informed  voices  in  far  less  “public”  (sic)  venues,  I was 
pleased  that  he  submitted  his  essay, : because  it  gave 
articulate  expression  to  concerns  that  many  physicians 
(and  many  nurses,  too)  harbor  about  present-day  hospital 
nursing.  His  writing  was  hardly  “defensive  and  arcane,” 
Ms.  Pokomy’ s puzzling  accusations  notwithstanding. 

It  is  important  to  point  out  that  the  editor  of  Connecticut 
Medicine  anticipated  and  hoped  for  responses  from  mem- 
bers of  the  nurse  academic  and  practice  leadership.  Our 
intent  was  to  provide  an  open  forum  not  only  for  con- 
cerned physicians,  but  for  the  response  of  concerned 
leaders  of  the  nursing  profession.  I speak  only  for  myself, 
and  not  for  the  Connecticut  State  Medical  Society  or  the 
board  of  this  journal,  when  I say  that  I’m  disappointed  at 
what  we  got  from  Ms.  Pokomy.  She  gave  us  more  rejoin- 
der than  response — more  riposte  than  rebuttal. 

Dr.  Eliasoph’ s editorial  and  the  availability  of  however 
many  pages  Ms.  Pokomy  might  have  wished  to  use, 
presented  an  (alas)  unused  opportunity  for  a thoughtful, 
knowledgeable  refutation  of  those  of  Dr.  Eliasoph’ s 
charges  held  to  be  in  error,  and  a measured  assessment  of 
those  believed  to  contain  at  least  a modicum  of  justifica- 
tion. We  had  hoped  to  educate  our  membership  on  the 
realities  and  expectations  of  present-day  education  and 
practice  in  a profession  we  hold  in  high  esteem,  not  only 
for  its  great  traditions  but  also  for  the  extraordinary 
progress  it  has  made  in  the  past  several  decades. 

Instead,  we  were  presented  with  a blanket  dismissal  of 
all  contentions  in  the  editorial,  by  a writer  whose  answer 


to  complaints  about  a series  of  trends  in  nursing  education 
is  simply  to  state  as  fact  the  unprovable  assertion  that  “the 
complexity  of  the  health  problems  cared  for  by  nurses 
demands  a solid  background  in  the  liberal  arts,  social 
sciences,  physical  and  biological,  as  well  as  extensive 
education  in  nursing  science  and  art” — Bingo!  If  that 
questionable  statement  were  even  close  to  being  accurate, 
all  nursing  schools  (and  for  their  part,  all  health-care 
educational  facilities  in  general,  including  medical 
schools)  would  be  found  sorely  wanting.  As  for  Dr. 
Eliasoph’ s enumeration  of  annoyances  at  the  counterpro- 
ductive emphasis  on  managerial  and  data-keeping  skills 
by  today’s  nursing  hierarchies,  we  are  given  the  all- 
purpose disclaimer  that  “many  nurses  are  forced  by  the 
realities  of  modem  day  bureaucracy  to  spend  more  time 
with  pen  and  paper  in  hand  than  they  would  like,”  Well, 
that  just  ain’t  good  enough  to  compare  Dr.  Eliasoph’ s 
editorial  to  one  that  might  be  written  by  nurses  who  “have 
a bad  day  and  submit  an  essay  against  doctors,”  railing  in 
a kind  of  generalized  ad  hominem  fashion.  Right  or 
wrong,  Dr.  Eliasoph  did  not  write  his  essay  on  a bad  day, 
although  he  may  have  penned  it  in  one  of  those  hours 
when  his  cup  of  bitterness  had  simply  ran  over — he  and 
many  others  have  been  concerned  about  these  perceived 
problems  for  a very  long  time,  and  have  been  seeking 
responses. 

Comparisons  are  odorous,  sayeth  the  Bard,  only  half  in 
jest.  Nevertheless,  I would  suggest  to  Ms.  Pokomy  that 
she  read  a quite  different  kind  of  response  to  Dr.  Eliasoph’ s 
essay,  printed  in  the  same  issue  as  her  own.  Rosemary 
Hurzeler  and  her  colleagues  at  Connecticut  Hospice  have 
provided  factual,  responsible,  and  to  my  mind,  irrefutable 
answers  to  Dr.  Eliasoph.  In  clear,  emotionless  prose  they 
have  taught  our  subscribers  some  things  they  might  not 
have  fully  appreciated,  and  I will  guess  that  virtually 
every  reader  will  be  persuaded  by  their  argument.  I am 
fascinated,  furthermore,  by  a single  characteristic  that 
may  be  the  clue  to  understanding  the  basis  upon  which  the 
tenor  of  the  two  letters  can  be  so  easily  differentiated. 
Revealingly,  Mrs.  Hurzeler  places  her  R.N.  immediately 
after  her  name  and  before  her  more  academic  Master’s 
Degree.  Ms.  Pokomy,  on  the  other  hand,  by  discarding  the 
custom  of  listing  degrees  in  the  order  in  which  they  were 
granted,  seems  to  be  telling  us  that  her  Master’s  is  more 
meaningful  than  her  R.N. — sic  transit  gloria  R.N.! 

One  more  thing.  Were  one  of  the  members  of  the 
Connecticut  Nurses’  Association  actually  to  submit  such 
a disgruntled  essay,  I would  hope  that,  in  spite  of  her 


VOLUME  58,  NO.  1 


43 


YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-2QB-17a-hydroxy  Yohimbine-1 6a-car- 
boxyiic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (l)  Benth.  Yohimbine  is  an  indoialkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors,  its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B- adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage, 
indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient’s  sensitive  to  the  drug.  In 
view  of  die  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1-3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 -3-4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vz  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 


AVAILABLE  AT  PHARMACIES  NATIONWIDE 


bottles  of  100's  NDC  53159-001-01  and  1000’s  NDC 

53159-001-10. 

References: 

1.  A.  Morales  et  al.,  New  England  Journal  of  Medi- 
cine: 1221 . November  12, 1981 . 

2.  Goodman,  Gilman  — The  Pharmacological  basis  , 
of  Therapeutics  6th  ed.,  p.  176-188. 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A.  Morales  et  al . , The  Journal  of  Urology  128: 

45-47, 1982. 


Rev.  1/85 


PALISADES 

PHARMACEUTICALS,  INC. 

64  North  Summit  Street 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
(800)  237-9083 


authoritarian  certainty  that  she  would  refuse  to  publish  it, 
Ms.  Pokorny  might  reconsider.  In  the  first  place,  she 
could  then  return  the  favor  to  her  medical  colleagues  by 
inviting  response  from  the  president  of  the  Connecticut 
State  Medical  Society;  in  the  second,  she  would  avoid 
having  to  defend  herself  against  charges  of  violating  the 
First  Amendment. 

Sherwin  B.  Nuland 
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50  Years  Ago 

From  The  Connecticut  State  Medical  Journal 
January  1944 

The  Wagner  Bill 

MICHAEL  M.  DAVIS,  PH.D.,  New  York 


The  Author.  Chairman,  Committee  on  Research  in 
Medical  Economics,  New  York;  Editor,  Medical  Care 


MEDITATING  upon  the  editor  s question,  “How 
would  the  Wagner  Bill  affect  physicians  and  the 
public?”  I visualize  an  answer  in  terms  of  effects  upon 
people — patients  and  doctors — whom  I know. 

I think  of  a man  who  used  to  be  a neighbor  of  mine,  and 
who  now  works  in  a factory  in  Bridgeport;  of  a secretary 
in  a midwestem  city  making  about  $2,000  a year;  of  a farm 
family  in  northern  Vermont.  I know  these  people  all  dread 
the  thought  of  sickness  as  the  most  upsetting  financial 
uncertainty  in  their  family  prospect. 

If  the  Wagner  Bill  were  law,  the  war  worker  and  the 
secretary  would  pay  into  a national  Social  Security  Fund 
in  addition  to  payments  for  old  age,  unemployment,  and 
other  purposes,  one  and  a half  percent  of  their  current 
earnings,  earmarked  for  physicians’  services  and  hospital- 
ization. Their  employers  would  contribute  an  equal  amount. 
My  farmer  friend,  having  no  employer,  would  pay  three 
percent.  When  sickness  came,  each  of  these  people  would 
go  to  a doctor  in  his  community,  or  a group  clinic,  or  a 
hospital  of  his  own  choosing;  as  they  do  now.  There  would 
be  one  big  difference.  They  would  pay  no  bills  for  their 
care.  The  Social  Security  Fund  would  pay. 

I know  also  that  these  three  people,  like  other  American 
families,  are  spending  now,  on  the  average,  three  percent 
of  their  annual  income  for  physicians’  services  and  for 
hospitalization.  Therefore,  what  they  would  pay  into  the 
Social  Security  Fund  for  medical  purposes  would  not  be 
new  money  out  of  their  pockets,  but  would  be  only  the 
averaging  and  the  regularizing  of  previously  irregular, 
unpredictable,  and  therefore  burdensome  payments. 

From  the  Connecticut  State  Medical  Journal,  January  1944. 


I think  of  a medical  friend  who  has  spent  his  life  as  that 
rarity  on  Manhattan  Island,  a general  practitioner;  of  a 
full-time  professor  of  medicine  in  a midwestem  univer- 
sity; of  a surgeon  in  a small  place  in  Texas;  and  of  an 
administrator  who  has  to  balance  the  budget  of  a hospital 
in  Pennsylvania. 

My  general  practitioner  in  New  York  would  pre- 
sumably keep  on  being  chosen  as  physician  by  the  same 
patients  who  were  coming  to  him  before  the  law  was 
passed;  and  probably  also  by  other  people  who  formerly 
had  no  regular  doctor  because  they  were  too  uncertain 
about  being  able  to  pay  one.  He  would  be  paid  out  of  the 
Social  Security  Fund,  either  according  to  an  agreed  fee 
schedule  or  on  a capitation  basis  (so  much  a year  for  each 
person  who  selected  him  as  regular  doctor).  The  method 
of  payment  would  be  according  as  he  and  the  majority  of 
the  other  individual  practitioners  of  his  district  decided 
that  they  wished  to  be  paid. 

My  full  time  professor  of  medicine  would  keep  on 
drawing  his  salary  from  the  Medical  School  and  treating 
patients  of  all  economic  groups  in  the  University  Hospi- 
tal and  Clinic.  Probably  this  hospital  would  make  an 
arrangement  with  the  health  insurance  authorities  whereby 
it  would  furnish  physicians’  services  and  hospital  care  to 
those  persons  who  chose  this  institution  and  its  staff  as 
their  regular  medical  resource.  The  health  insurance 
fund  would  pay  the  University. 

My  surgical  friend  in  the  Southwest  heads  a group 
clinic  which  now  provides  medical  service  under  a vol- 
untary prepayment  plan  covering  perhaps  half  of  the 
population  of  the  county,  treating  other  patients  on  a fee 
basis.  The  group  would  keep  on,  collecting  from  the 
insurance  fund  instead  of  from  patients. 

The  hospital  administrator  in  Pennsylvania  might  have 
fewer  financial  worries.  The  social  insurance  fund  would 
pay  for  most  of  his  patients;  the  others  would  be  mostly 


VOLUME  58,  NO.  1 


45 


relief  cases,  who  would  either  be  paid  for  by  local  or  state 
governments  as  they  are  now,  or  he  transferred  by  these 
governments  to  the  national  system,  into  which  local  or 
state  funds  would  pay  in  behalf  of  these  people.  This 
hospital  is  now  a member  of  a Blue  Cross  Plan.  This  Plan 
might  continue,  offering  supplementary  insurance  to 
people  who  wanted  to  be  assured  of  private  or  semi 
private  rooms,  instead  of  the  minimum  or  “ward”  accom- 
modations covered  by  the  health  insurance  fund;  and 
perhaps  also  making  contracts  with  the  health  insurance 
authorities  to  administer  all  the  payments  from  the  social 
insurance  fund  to  the  hospitals  in  its  area. 

I visualize  that  these  doctors  in  their  own  localities,  like 
thousands  of  others  elsewhere,  and  these  patients,  like 
millions  of  other  citizens,  would  share  in  responsible 
ways  through  their  chosen  representatives  in  administer- 
ing the  health  insurance  scheme  in  their  districts;  that 
purely  professional  questions,  such  as  a doctor’s  qualifi- 
cations as  a surgeon  or  other  specialist,  would  be  handled 
by  professional  bodies;  that  questions  of  finance  and 
administration  would  be  dealt  with  by  lay  or  by  mixed  lay 
and  medical  groups,  as  required;  that  a medical  and  a lay 
officer  would  work  in  each  district  in  his  respective  field, 
with  local  advisory  committees.  Broad  questions  of  stan- 
dards and  policies  would  clear  through  state  or  regional 
boards,  and  their  professional  and  lay  officials,  so  that 
few  matters  would  have  to  be  referred  to  the  national 
government. 

When  one  reads  Title  IX  of  the  Wagner  Bill,  the  section 
concerned  with  physicians  and  hospitalization,  one  finds 
most  of  it  dealing  with  general  policies  and  with  admin- 
istrative machinery  at  the  Federal  level.  This  would 
perturb  me  if  I thought  this  were  the  whole  story,  because 
I don’t  believe  and  don’t  know  any  one  who  does  believe 
that  the  medical  services  and  the  hospital  care  of  a 
hundred  million  people  can  be  run  from  Washington. 

I know  that  the  United  States  Public  Health  Service  can 
point  to  years  of  accomplishment  and  of  non  political 
administration  of  the  tasks  entrusted  to  it.  It  has  a signal 
record  of  working  cooperatively  rather  than  dictatorially 
with  state  and  local  agencies.  The  Social  Security  Board, 
the  financial  authority  in  the  Wagner  Bill,  has  also  made 
a fine  record  of  non  partisan  administration.  The  charge 
that  the  Wagner  Bill  would  make  a “gauleiter”  of  the 
Surgeon  General  of  the  Public  Health  Service  strikes  me 
as  nonsense.  Before  one  could  take  that  seriously  it  would 
be  necessary  to  rewrite  the  law,  revamp  the  Public  Health 
Service,  and  remake  the  American  people. 

The  present  draft  of  the  Bill,  however,  does  not  take 
enough  into  account  that  many  people  and  most  physi- 
cians would  like  any  such  law  to  blueprint  the  obligation 
of  decentralized  administration,  with  participation  of 
local  physicians,  agencies,  and  people  in  their  health 


services.  Being  convinced  that  no  bill  of  this  kind  will  be 
passed  until  Congress  is  satisfied  that  such  would  be  the 
policy,  I am  not  worried  about  a threat  to  democracy. 

We  now  have  some  national  standards  for  hospitals  and 
for  certain  services  defined  by  voluntary  agencies — the 
American  College  of  Surgeons,  for  example — and  mod- 
erately upheld  in  practice.  A national  system  would 
utilize  these  standards,  develop  them  through  profes- 
sional bodies  as  the  present  draft  of  the  law  provides,  and 
would  be  able  to  promote  their  application  in  rural  areas 
and  in  sectors  of  medical  service  not  now  reached.  These 
standards  must  be  flexible  and  must  be  adapted  by  local, 
state,  and  regional  authorities,  in  order  to  be  workable.  If, 
for  example,  the  same  standards  for  certifying  surgeons 
and  ophthalmologists  which  are  applicable  in  New  York 
City  or  Chicago  were  applied  in  western  Oklahoma  or 
central  Mississippi,  nobody  at  all  in  the  latter  areas  would 
be  entitled  to  be  paid  by  the  insurance  fund  for  performing 
major  operations  or  for  treating  eye  diseases.  Again, 
general  policies  for  remunerating  physicians  and  hospi- 
tals can  properly  be  laid  down  in  a national  law,  but  the 
methods  of  payment  and  the  actual  amounts  in  given 
areas,  or  for  a particular  doctor,  medical  group,  or  hospi- 
tal, cannot  be  settled  at  long  range.  Medical  education  and 
research,  existing  and  new  experiments  in  group  medical 
practice  must  be  protected  and  promoted.  Quality  of  care 
must  be  advanced  in  these  and  other  ways,  including 
methods  of  payment  that  minimize  commercialism.  Ad- 
equate incomes  for  physicians  and  hospitals  must  be 
provided.  Rural  shortages  of  physicians  and  hospitals 
must  be  met. 

The  American  people  will  not  tolerate  restrictions  upon 
their  freedom  to  get  their  health  services  from  a physician, 
a group  clinic,  or  a hospital  staff  of  their  own  choosing; 
and  to  change  their  medical  resources  when  dissatisfied. 
American  physicians  will  rightly  insist  upon  freedom  to 
exercise  their  judgment  in  diagnosing  and  treating  pa- 
tients, and  their  initiative  in  professional  and  economic 
self  improvement.  “Free  choice”  of  doctor  means  the 
right  of  choice  by  groups  as  well  as  by  individuals. 
Freedom  also  means  the  right  of  doctors  to  join  with  other 
physicians  in  group  medical  practice  through  organized 
hospital  staffs  and  otherwise.  The  present  draft  of  the 
Wagner  Bill  seems  to  specify  these  rights.  At  various 
points  its  wording  should  be  more  explicit. 

There  remain  two  broad  questions.  First:  do  we  need 
national  action  in  order  to  finance  medical  care  for  most 
of  our  people?  The  Wagner-Murray-Dingell  Bill  is  not 
the  first  of  its  kind  before  Congress,  but  it  differs  from  any 
predecessor  because  it  was  initiated  and  outlined  by  a 
politically  significant  group,  not  by  “reformers.”  The 
very  section  of  organized  labor  which  is  largely  respon- 
sible for  this  Bill  opposed  compulsory  health  insurance  in 
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principle  not  so  many  years  ago.  The  demand  that  the 
uneven,  unpredictable,  and  burdensome  costs  of  sickness 
should  be  met  for  our  people  by  some  kind  of  distribution; 
the  knowledge  that  sickness  costs  can  be  thus  met;  the 
conviction  that  they  must  be  thus  met  by  national  rather 
than  by  local,  state,  or  merely  voluntary  action:  these  ideas 
seem  to  me  implied  in  the  background  of  the  present 
Wagner  Bill.  I believe  these  ideas  are  held  by  a sufficiently 
large  and  growing  number  of  people  to  keep  this  issue  in 
the  political  arena  until  it  is  settled.  The  settlement  of  such 
a political  issue  can  be  delayed  by  an  emotionalized 
opposition,  but  the  issue  can  be  put  out  of  the  way  only  by 
meeting  the  needs  and  demands  which  give  it  its  political 
edge.  To  meet  the  demands  requires  a program  of  action 
and  calls  for  the  direction  of  thought  towards  methods 
rather  than  slogans. 

The  major  purpose  of  this  Bill  is  financial;  to  cover  the 
costs  of  medical  care  for  most  of  the  population  by  orga- 
nizing and  regularizing  the  expenditures  of  the  people  for 
these  purposes.  I think  it  is  about  as  likely  that  a “conser- 
vative” national  administration  would  make  this  extension 
of  Social  Security  as  that  a “progressive”  one  would  enact 
it,  for  somewhat  different  motives.  I do  not  take  the  present 
Wagner  Bill  as  a final  blueprint  of  legislation,  but  as 
Senator  Wagner  himself  said  of  it,  as  a draft  for  discussion 
and  improvement. 

Second:  do  we  trust  our  governments  enough  to  give 
them  such  responsibilities  as  the  Wagner  Bill  imposes? 
Physicians,  more  than  most  men,  dislike  a systematized 


network  of  human  relations,  and  particularly  do  they 
object  to  any  exercise  of  authority  except  their  own 
authority  over  a sick  patient.  At  the  moment,  all  critical 
feelings  towards  government  are  enhanced  by  wartime 
restrictions  over  food,  gasoline,  production  and  distribu- 
tion, which  interfere  with  our  wonted  pleasure  of  doing 
as  we  please. 

Unless  we  have  confidence  that  a scheme  like  the 
Wagner  Bill  will  be  run  by  rational  and  friendly  fellow 
citizens  who  feel  responsible  to  us  who  support  them  in 
office,  we  shall  fight  it  as  a threat  to  freedom.  We  will 
keep  out  of  a game  if  we  think  the  referee  is  crooked  or 
power  hungry.  But  if  we  stand  against  government,  we 
shall  nevertheless  have  to  be  FOR  something.  We  cannot 
escape  the  fact  that  the  financing  of  medical  care  requires 
the  organization  of  payment,  and  that  if  medical  services 
themselves  are  to  measure  up  to  the  demands  of  science 
and  economy,  of  prevention  and  care,  they  can  no  longer 
run,  or  be  paid  for,  as  in  the  days  when  most  doctors  were 
general  practitioners,  when  specialists  were  few,  labora- 
tories rare,  and  hospitals  merely  hoarding  houses  for  the 
sick  poor.  Those  who  stand  against  government  will 
have  to  develop,  with  promptness,  organization  of  medi- 
cal finances  and  services  on  a scale  commensurate  func- 
tionally and  geographically  with  the  needs  of  the  whole 
people.  The  alternative  is  to  utilize  government  as  our 
most  comprehensive  though  not  our  only  agent  of  orga- 
nization, and  by  our  participation  to  keep  government 
our  servant. 


My  Reasons  for  Favoring  the  Wagner-Murray-Dingell  Bill 

ROBERT  J.  WATT,  Washington,  D.  C. 


The  Author.  International  Representative  American 
Federation  of  Labor 


AS  a representative  of  the  American  Federation  of 
Labor,  I welcome  this  opportunity  to  present  my 
point  of  view  toward  the  Wagner-Murray-Dingell  Bill 
(S.  1 161)  to  the  members  of  the  Connecticut  State  Medical 
Society  through  the  pages  of  its  official  Journal.  Since 
Title  IX,  “Federal  Medical,  Hospitalization,  and  Related 
Benefits,”  contains  the  provisions  of  most  direct  interest  to 
physicians,  I shall  confine  my  discussion  largely  to  this 
portion  of  the  bill. 

The  American  Federation  of  Labor  has  not  always  been 
favorable  to  compulsory  medical  care  insurance.  How- 


ever, experience  has  now  convinced  us  that  we  can 
expect  to  get  adequate  medical  and  hospital  care  for  all 
the  people  who  need  it  only  by  this  means. 

Paying  for  medical  care  in  small  regular  amounts 
through  pay-roll  deductions  during  employment  is  the 
only  method  which  will  enable  workers  to  earn  insur- 
ance protection  against  illness  or  injury.  It  is  the  only 
method  which  will  release  them  from  the  clutches  of  the 
loan  sharks  to  whom  they  are  often  obliged  to  resort  for 
money  to  pay  the  costs  of  illness,  or  from  long-term 
indebtedness  to  doctors,  or  the  charity  of  free  care  from 
hospitals  and  doctors — charity  which  they  do  not  want 
and  which  they  know  will  become  unnecessary  if  they 
can  get  the  costs  of  medical  care  into  their  budgets 
through  insurance. 
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A committee  of  the  Connecticut  State  Medical  Society 
has,  I know,  for  several  years  been  studying  the  need  for 
medical  care  and  the  advisability  of  setting  up  a prepay- 
ment medical  care  plan  under  medical  society  auspices. 
The  1 943  report  of  this  committee  states  the  two  reasons 
which  would  lead  the  Society  to  develop  a plan  for 
voluntary  prepaid  medical  and  surgical  service:  first,  “the 
willingness  to  devise  a means  to  provide  adequate  medi- 
cal care  in  catastrophic  illness  for  persons  of  restricted 
income  and,  second,  the  belief  that  a voluntary  plan 
established  by  the  medical  profession  would  answer  a 
public  need  so  that  tax  supported  compulsory  sickness 
insurance  will  be  unnecessary.”1 

I believe  this  Committee  is  wrong  in  its  belief  that  a 
restricted  voluntary  plan  will  make  compulsory  medical 
care  insurance  unnecessary.  Experience  the  world  over 
has  been  that  voluntary  insurance  has  been  merely  a 
prelude  to  compulsory  insurance,  because  voluntary  in- 
surance does  not  and  cannot  do  the  job  that  needs  to  be 
done.  Too  many  exceptions  are  necessary.  People  with 
chronic  illness  or  current  ailments  are  apt  to  be  left  out, 
although  these  may  be  the  very  people  who  find  costs 
particularly  burdensome  and  are  least  able  to  purchase  the 
care  they  need.  There  are  all  sorts  of  other  restrictions 
which  result  in  the  exclusion  of  those  most  in  need  of  care. 
Most  important  of  all,  no  voluntary  plan  can  ever  hope  to 
reach  the  mass  of  people — particularly  the  low  income 
groups — who  will  come  in  under  a compulsory  plan, 
particularly  one  which  has  as  broad  coverage  as  that 
provided  by  S.  1161. 

Even  the  hospital  service  plans,  of  which  there  are 
outstanding  and  well  established  examples  in  Connecti- 
cut, are  reaching  only  a fraction  of  the  people.  The  1940 
census  gives  Connecticut  a population  of  over  1 ,700,000. 
In  October  1942,  according  to  figures  published  in  the 
Blue  Cross  Bulletin,  the  New  Haven  and  Norfolk  plans 
together  has  less  than  325,000  participants,  or  about  19 
percent  of  Connecticut’s  pre-war  population,  and  the  rate 
of  increase  appears  to  be  slowing  down.  Voluntary  pre- 
payment medical  care  plans  in  the  United  States  have 
been  even  less  successful.  They  are  estimated  to  cover  not 
more  than  three  per  cent  of  the  total  population. 

No  voluntary  plan  can  hope  to  provide  the  spread  of 
risks  and  costs  that  will  be  achieved  through  a country- 
wide compulsory  insurance  plan,  such  as  is  contained  in 
S . 1 1 6 1 . Consequently,  no  voluntary  plan  can  provide  the 
financial  soundness  nor  the  amount  of  funds  which  will 
make  possible  adequate  care  for  the  worker  and  his  family 
and  adequate  remuneration  of  physicians  and  hospitals. 

Title  IX  in  S.  1161  seems  to  the  American  Federation 
of  Labor  to  provide  the  essential  ground  work  for  a system 
of  medical  care  insurance  which  will  enable  the  people  of 
the  United  States  to  pay  for  their  medical  care  in  small 


regular  amounts  through  pay-roll  deductions  during  em- 
ployment without  disturbing  the  professional  aspects  of 
medical  practice.  Basically,  only  the  methods  of  payment 
will  be  changed.  Free  choice  of  general  practitioner  is 
assured  under  the  bill  and,  even  more  important,  the 
opportunity  for  change  of  physician,  if  the  one  first 
selected  by  a patient  proves  unsatisfactory  to  him.  Nor- 
mally, the  great  bulk  of  insured  workers  will  continue  to 
be  treated  by  the  doctors  who  already  treat  them,  if  they 
have  such  connections.  Unfortunately,  far  too  many  people 
no  longer  have  a family  physician,  but  tend  to  wait  until 
sickness  comes  before  calling  on  one.  The  insurance 
system  will  provide  an  incentive  for  families  to  choose 
their  physicians  in  advance,  since  they  will  know  that 
payment  in  time  of  illness  will  be  guaranteed  to  the 
physicians  they  select.  Relationships  between  physician 
and  patient  should,  in  fact,  be  improved  since  the  most 
important  barrier  between  them — the  financial  one — will 
be  removed. 

I favor  the  provision  in  the  bill  which  makes  the 
specialist  available  on  recommendation  of  a physician.  I 
am  convinced  that  lay  people  are  ordinarily  incompetent 
to  determine  whether  or  not  they  need  a specialist  or  what 
type  they  require  for  the  illness  from  which  they  may  be 
suffering.  Certainly,  a choice  guided  by  a physician  is 
likely  to  be  much  more  satisfactory  than  a choice  deter- 
mined on  the  chance  advice  of  neighbors  or  a hunt  through 
the  telephone  book.  For  the  unusual  case  or  circum- 
stances, the  bill  leaves  opportunity  for  specialist  service 
without  going  through  the  general  practitioner. 

I favor  the  provisions  of  Title  IX  which  allow  all 
general  practitioners  licensed  in  a State  to  enter  the 
system  or  stay  out,  as  they  choose:  to  carry  on  a full-time 
insurance  practice,  a mixed  practice — part  insurance  and 
part  private — or  to  confine  themselves  entirely  to  private 
patients.  I am  equally  in  favor  of  the  provision  which 
limits  specialist  fees  from  insurance  funds  to  physicians 
who  meet  professional  standards,  assuring  that  they  really 
have  special  competence.  Paragraph  (4)  in  section  905  of 
title  IX  makes  it  clear  that  these  standards  will  be  based  on 
standards  and  certifications  developed  by  competent  pro- 
fessional agencies  and  that  the  Surgeon  General  will 
determine  what  these  standards  shall  be  only  after  consul- 
tation with  the  Advisory  Medical  and  Hospital  Council,  a 
professional  council  on  which  physicians  will  have  ad- 
equate representation. 

The  inclusion  of  x-ray  and  laboratory  benefits  seems  to 
me  essential  if  physicians  are  to  practice  in  accordance 
with  modern  methods.  I need  not  emphasize  to  physicians 
the  extent  to  which  doctors  and  patients  go  without  these 
necessary  aids  to  scientific  medical  practice  because 
patients  cannot  afford  the  cost.  The  inclusion  of  hospital- 
ization benefits  is  equally  important. 
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Working  people  have  long  experienced  the  evils  of 
cheap  medical  care,  obtained  through  certain  types  of 
contract  practice.  We  recognize  that  the  doctor,  as  well  as 
the  worker,  is  worthy  of  his  hire.  It  seems  to  us  that  S.  1161 
protects  the  physicians  and  that  there  should  be  money 
enough  to  provide  them  with  incomes  which  will  be  at 
least  as  good,  and  generally  better,  than  the  incomes 
earned  by  doctors  now.  This  applies  to  general  practition- 
ers and  to  specialists.  Insurance  practice  won’t  pay  all 
doctors  incomes  as  high  as  those  earned  by  a very  small 
percentage  of  physicians  who  earn  very  large  amounts. 
But  it  can  pay  every  doctor  a fair — and  even  a generous — 
reimbursement  for  insurance  services.  The  high-income 
doctor,  serving  the  rich,  can  keep  right  on  with  that  as  a non 
insurance  practice. 

We  believe  that  just  as  we  are  able  to  do  better  work  if 
we  are  well  paid  and  have  assurance  that  work  and  pay  will 
continue,  so  will  the  doctor  be  able  to  carry  on  more 
satisfactorily  when  he  can  estimate  his  income  in  advance 
and  knows  that  he  will  be  paid  for  all  the  service  he  renders 
instead  of,  as  at  present,  for  only  part  of  it. 

The  policy  laid  down  in  paragraph  (7)  of  section  905  of 
the  bill  that  the  method  of  payment  of  general  practitioners 
shall  be  that  which  the  majority  of  them  in  a given  locality 
elect  seems  to  us  a sound  principle. 

We  approve  designation  of  a physician  as  the  adminis- 
trator of  title  IX.  The  long  and  honorable  reputation  of  the 
Office  of  Surgeon  General  of  the  United  States  Public 
Health  Service  seems  to  us  to  make  him  the  logical 
selection  for  this  position.  We  believe  there  are  definite 
advantages  in  having  medical  care  and  public  health 
coordinated  through  administration  by  one  agency.  We 
take  for  granted  that  the  same  persons  will  not  be  respon- 
sible for  both  public  health  and  medical  care,  but  it  seems 
to  us  advantageous  to  have  both  services  under  one  admin- 
istrative head  so  that  these  related  services  can  and  will  be 
coordinated. 

We  believe  that  it  is  advisable  to  give  the  Surgeon 
General  final  responsibility  for  administrative  matters, 
rather  than  to  have  him  share  it  with  an  advisory  council. 
Experience  has  shown  that  councils  and  commissions 
make  clumsy  administrators.  A carefully  picked  group  of 
outstanding  and  representative  people,  among  whom  there 
is  adequate  representation  of  physicians,  will,  however, 
have  strong  powers  of  persuasion.  No  responsible  admin- 
istrator would  consider  or  dare  act  without  their  advice  or 
contrary  to  their  opinion.  The  bill  requires  the  Surgeon 
General  to  consult  with  this  Council  on  all  important 
matters.  Paragraph  (b)  of  section  904,  “National  Advisory 
Medical  and  Hospital  Council,”  and  paragraph  (6)  of 
section  905,  “Guiding  Principles  and  Provisions  for  Ad- 


ministration,” set  up  specific  points  for  consultation. 
Point  (C)  of  paragraph  (6)  makes  quite  clear  the  need  for 
adequate  payments  to  practitioners  and  assurance  of 
other  assistance  to  “provide  professional  and  financial 
incentives  for  the  professional  advancement  of  practitio- 
ners and  encourage  high  standards  in  the  quality  of 
services  furnished.” 

The  inclusion  of  grants-in-aid  for  medical  education, 
research,  and  prevention  of  disease  and  disability  seems 
to  us  to  provide  further  guarantees  that  a good  quality  of 
medical  care  can  be  expected  under  title  IX  of  S.  1161, 
and  that  further  progress  in  medicine  will  be  constantly 
encouraged. 

The  American  Federation  of  Labor  recognizes  clearly 
that  the  cooperation  of  the  medical  profession  is  essential 
if  the  provisions  of  this  bill  are  to  be  carried  out  success- 
fully. We  are  anxious  for  this  cooperation.  We  are  appre- 
ciative of  the  letter  sent  to  Senator  Wagner  by  the 
Committee  of  Physicians  for  Improvement  in  Medical 
Care,  some  of  whose  leaders  are  residents  of  Connecticut 
and  members  of  your  State  Medical  Society.  This  letter 
stated  that  the  Committee  considers  the  bill  “broadly 
conceived  in  a spirit  of  service”  and  pointed  out  that  “it 
provides  a framework  and  a basis  for  discussion  from 
which  it  is  sincerely  hoped  that  a constructive  program 
for  improved  medical  care  and  health  care  of  the  Ameri- 
can people  may  be  developed  ...”  The  Committee  urges 
the  medical  profession  to  place  their  expert  knowledge 
“unreservedly  at  the  disposal  of  the  legislature.”  Such 
comment  is  constructive  and  helpful.  It  is  needed.  We 
want  Congress  to  pass  the  best  possible  bill — a bill  which 
will  be  satisfactory  alike  to  the  physicians  and  the  people 
for  whose  health  they  are  responsible.  We  shall  not  be 
satisfied  with  negative  criticism  or  suggestion  for  inad- 
equate, half-way  measures — extensions  of  voluntary 
schemes,  proposals  for  care  of  the  indigent  only.  We  are 
convinced  that  the  American  people  need  a national 
system  of  medical  care  insurance  and  we  intend  to  use 
every  effort  to  see  that  they  get  it. 

Now,  when  we  are  in  a period  of  high  wages  and 
employment,  seems  to  us  a strategic  time  to  extend  the 
provisions  of  the  Social  Security  Act.  Then,  if  conditions 
become  less  favorable,  at  a later  period  after  the  war,  we 
shall  have  set  up  protections  which  will  benefit  all  of  us. 
I urge  the  physicians  of  Connecticut  to  adopt  a construc- 
tive attitude  toward  this  bill  and  to  join  with  us  in 
promoting  its  passage. 

REFERENCE 

1.  Connecticut  State  Medical  Society,  “Committeee  on  Prepaid 
Medical  Service,  1943,  Report.  Connecticut  State  Medical  Jour- 
nal, May  1943,  vol.  7,  pp.  364-5. 
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...  To  Be  Included 

KINGSLEY  ROBERTS,  M.D.,  New  York 


The  Author.  Director,  Medical  Administration 
Service,  Inc.,  New  York 


THE  mechanics  involved  in  setting  up  a round-the- 
clock  over-all  national  health  program  are  as  delicate 
and  complicated  as  the  mechanics  of  a bomb  sight.  Both 
require  tricky  balance,  good  timing  and  accuracy  of  ac- 
tion. To  insure  all  these,  the  component  parts  must  be 
assembled  with  the  utmost  care. 

For  a health  program  to  pay  off  in  results  commensurate 
to  the  money  and  energy  invested,  medical  care  of  the 
people  must  be  of  high  quality;  that  high  quality  care  must 
reach  all  persons,  regardless  of  their  economic  standings; 
and  the  machinery  must  be  easily  and  honestly  adminis- 
tered in  order  that  the  incidence  and  severity  of  disease 
may  be  reduced  and  the  standard  of  national  health,  conse- 
quently, raised. 

Although  I,  as  an  M.D.  am  not  qualified  to  expound  on 
anything  but  the  medical  administration  of  such  a bill, 
there  are  certain  related  factors  which  must  be  considered. 
Take,  first,  the  problem  of  paying  for  the  distribution  of 
medical  care  to  millions  of  persons.  Obviously  it  would 
have  to  be  done  through  taxation  and  salary  deductions. 
Any  health  bill  which  will  tax  a great  portion  of  the  people, 
or  deduct  contributions  from  their  salaries,  must  be  built 
on  the  premise  that  the  entire  portion  of  taxed  individuals 
will  have  every  right  to  expect  equitable  benefits  from 
money  paid.  It  would  therefor  seem  necessary  to  allow  for 
a planning  period  which  will  permit  the  building  and 
equipping  of  facilities  where  none,  or  inadequate  ones, 
exist.  That  is  a very  important  factor  in  considering  the 
quality  of  care  since  physicians  cannot  be  expected  to  give 
high  quality  medical  care  unless  adequate  diagnostic  and 
therapeutic  facilities  are  at  their  disposal. 

When  such  plans  reach  a point  of  practicable  operation 
we  come  to: 

THE  MEDICAL  ADMINISTRATION  OF  A NATIONAL  HEALTH  PLAN 

In  order  to  minimize  confusion  and  set  specific  stan- 
dards, there  is  no  doubt  that  such  a plan  would  have  to 
work  from  a central  (in  the  case  of  the  United  States,  a 
Federal)  agency.  At  the  same  time,  to  facilitate  the  ulti- 


mate administration,  it  is  absolutely  necessary  to  have  the 
cooperation  of  local  individuals.  Assuming  that  these 
local  administrators  have  a thorough  understanding  of 
local  problems,  they  must  be  given  the  power  to  admin- 
ister the  plan  as  best  suits  local  needs.  Without  such 
power  they  are  likely  to  treat  their  jobs  as  mere  political 
appointments,  thus  vitiating  the  effort  at  the  outset. 

Specifically,  the  machinery  of  the  distribution  of  medi- 
cal care  through  local  administrators  (responsible  at  all 
times  to  a central  standard-setting  agency)  should  take  as 
the  hub  of  operations  the  local  hospital. 

I should  like  to  point  out  here  that  the  hospital,  as  we 
are  accustomed  to  considering  it,  would  have  to  undergo 
a change.  It  would  become  a Local  Health  Service  Center 
from  which  all  extensions  of  medical  service  could 
emanate. 

Consequently,  all  licensed  practitioners  should  be 
able  to  join  the  Health  Service  Faculty,  and  should  be 
permitted  to  remain  active  as  long  as  they  observe  the 
standards  and  by-laws  of  the  institution.  That,  of  course, 
would  be  one  control  of  the  quality  of  medical  care. 
Additional  control  is  possible  where  there  is  no  fee  for 
service,  but  where  physicians  are  retained  on  a yearly 
salary  for  either  full-  or  part-time  activity,  or  on  a 
capitation  basis. 

Surveys  of  existing  organizations  in  various  parts  of 
the  country  and  in  typical  American  cities  and  towns  lead 
us  to  believe  that,  under  the  auspices  of  various  elements 
of  the  community  fused  into  a governing  board,  most  of 
our  existing  voluntary  hospitals  could  be  turned  into 
health  service  centers.  To  accomplish  this  it  would  be 
absolutely  necessary  for  the  local  medical  societies  to 
cooperate  fully  in  providing  professional  personnel  and 
programs. 

(Note:  A further  extension  of  such  a plan  as  this  is 
available  in  a pamphlet  prepared  by  Medical  Adminis- 
tration Service,  entitled  “A  Blueprint:  The  V Plan.” 
Space,  here,  does  not  permit  a sufficiently  comprehen- 
sive delineation  of  the  plan  to  show  its  full  value  medi- 
cally and  economically.) 

From  this  point  we  come  to: 

THE  COVERAGE  OF  A NATIONAL  HEALTH  PROGRAM 
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In  order  to  include  the  widest  possible  section  of  the 
people,  a Federal  prepayment  plan  should  be  set  to  a high 
income  limit  ($5,000).  This  would  take  in  at  least  90%  of 
the  employed  people.  Payment  for  the  care  of  dependency 
brackets  and  very  low  income  groups  would  he  aug- 
mented by  grants  from  tax-raised  funds.  At  the  other  end 
of  the  line  higher  income  group  brackets  must  also  be 
considered.  That  is  why  I feel  it  advisable  to  plan  a 
national  health  program  in  such  a way  that  it  could  work 
in  conjunction  with  voluntary  health  insurance  plans. 
Subscribers  to  voluntary  plans  would  then  have  available 
to  them  the  “luxury”  and  optional  services  both  in  and  out 
of  the  hospital. 

In  extending  the  distribution  of  medical  care  to  rural 
areas,  a national  health  program  can  be  greatly  helped  by 
the  formation  of  independent  groups  of  physicians  in 
areas  where  the  building  of  regular  Health  Service  Cen- 
ters must  start  from  scratch. 

Such  independent  groups  would  have  to  be  recognized 
and  administered  just  as  though  they  were  operating  from 
a recognized  Health  Service  Center.  The  pooling  of  their 
diagnostic  equipment,  ancillary  forces,  etc.,  would  serve 
temporarily,  until  regular  facilities  could  be  established. 
The  physicians,  in  this  case,  would  have  to  he  paid  on  a 
capitation  basis. 

I don’t  see  how  medical  care  of  high  quality  can  be 
distributed  under  any  Federal  Health  bill  without  the  use 
of  coordinated  medical  practice  as  a universal  system. 


Although  this  might  not  he  possible  immediately,  the 
entire  program  should  he  so  directed  that  groups  could  be 
formed  rapidly.  It  will  be  noted  that  this  observation  does 
not  take  into  consideration  the  method  of  payment  to 
physicians. 

Mr.  Arthur  J.  Altmeyer,  Chairman  of  the  Social  Secu- 
rity Board,  in  an  address  to  the  American  Public  Health 
Association*  presented  a 7-point  program.  I should  like 
to  quote  5-points  which  I believe  might  serve  as  an 
excellent  basis  for  thinking  in  terms  of  the  National 
benefits  to  be  derived  from  such  a program: 

“The  health  service  of  the  future  should  be  comprehen- 
sive and  coordinated,  embracing  community  health  and 
individual  health,  prevention  and  cure  ...  The  public 
wants  comprehensive  health  services  of  high  quality  ... 
The  public  wants  health  services  for  all  according  to  their 
needs,  and  not  limited  according  to  their  individual  ability 
to  pay  ...  The  public  is  prepared  to  pay  for  the  health 
services  it  wants  ...  The  public  counts  on  help  from  all 
who  have  special  skills  in  health  matters,  whether  public 
officers  or  private  practitioners.” 

Medically  speaking,  I believe  it  is  essential  to  deter- 
mine the  highest  possible  goal,  in  terms  of  National 
Health,  and  to  design  a program  which  will  reach  that  goal 
with  the  greatest  expedience,  on  a sound  professional  and 
economic  basis  for  physicians  and  patients  alike. 

*Hotel  Pennsylvania,  New  York,  October  12.  1943. 


A New  York  Physician  Speaks 

LAURANCE  D.  REDWAY,  M.D.,  Ossining,  N.Y. 


The  Author.  Member,  Publication  Committee,  N.  Y. 
State  Journal  of  Medicine;  Member,  Editorial  Board, 
Westchester  (N.Y. ) Medical  Bulletin 


I HAVE  no  quarrel  with  the  principle  of  Social  security. 

I should  like  to  see  the  old  age  and  unemployment 
provisions  strengthened  from  time  to  time,  provided  this 
is  done  with  a reasonable  regard  to  the  ability  of  the 
country  to  maintain  this  strengthening  on  the  basis  of 
equitable  taxation  of  all  classes  of  the  population. 


My  disgust  with  the  Medical  and  Hospital  Provisions 
of  S.  1161;  H.R.  2861,  is  unbounded,  and  at  times  the 
expression  of  this  disgust  is  unprintable.  This  disgust 
arises  from  the  realisation  that  the  medical  and  hospital 
provisions  of  this  Bill  could  be  seriously  offered  for 
consideration  in  the  Congress  of  a country  supposedly 
dedicated  to  the  maintenance  of  the  principles  and  rights 
clearly  expressed  in  its  constitution.  My  disgust  further 
arises  from  the  fact  that  the  people  are  thereby  compelled 
to  give  serious  consideration,  through  their  represen- 
tatives, in  that  Congress,  to  the  creation  of  a new  form  of 
slavery:  namely,  that  of  the  medical  profession  of  the 
United  States  to  the  Surgeon  General  of  the  United  States 
Public  Health  Service.  This  official  has  never  been  elected 
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by  the  people  but  has  always  been  appointed  by  the 
administration  in  power.  He  has  never  been  responsible  to 
the  people  at  the  polls.  And  yet  it  is  proposed  in  these  Bills 
to  turn  over  the  destiny  and  direction  of  the  entire  medical 
profession  of  the  United  States  to  him  with  control  of 
public  money  for  the  expenditure  of  which  he  is  not 
responsible  to  the  people  at  the  polls. 

The  sum  of  $3,000,000,000,  more  or  less,  would  be 
available  under  this  Bill  to  implement  the  medical  and 
hospital  provisions.  The  Government  in  effect,  proposes 
to  buy  the  medical  profession  and  its  institutions  for 
$3,000,000,000.  About  45,000  physicians  are  now  in  the 


Federal  service;  120,000  physicians  at  the  present  time  are 
available  for  civilian  practice.  If  you  divide  120,000  into 
$3,000,000,000  you  will  find  that  the  government 
proposes  to  pay  for  each  slave  physician  about  $25,000, 
or  again  roughly  about  the  cost  of  his  education,  with  the 
hospitals  and  the  medical  schools  thrown  in. 

This  is  a Democracy  and  the  people  may  have  what 
they  want.  If  they  want  this  sort  of  thing  they  can  have  it 
and  pay  for  it,  just  as  they  had  prohibition  and  paid  for  it. 
People  have  had  it  in  other  countries  and  the  effects  on 
medical  practice  and  the  public  health  are  available  to 
any  one  who  is  interested. 


Sponsored  By 


The  Connecticut  Hospital  Association  and  Affiliates 


Wednesday 
April  27  - 10 am -5  pm 
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■ "Health  Care  Reform,  Managed  Care  and 
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THE  PRESIDENT'S  PAGE 


Has  Anything  Been  “Reformed”  in  Health  Care? 

You  Better  Believe  It 

Over  the  past  nine  years  Connecticut’s  hospitals  have  experienced  a 12%  decline 
in  admissions  (about  one  in  eight)  and  a remarkable  decline  of  22%  in  patient  days 
(nearly  a quarter.)  Your  good  management  of  your  hospital  patients  has  resulted  in 
a net  loss  of  over  650,000  days.  That  is  the  equivalent  of  over  2, 100  beds  (calculated 
at  85%  occupancy.)  Experts  guess  that  there  will  be  an  additional  loss  of  patient  days 
equivalent  to  between  one  third  and  one  half  of  the  existing  beds  by  the  end  of  the 
decade  (which  coincidentally  is  the  end  of  the  millennium). 

It  should  be  no  surprise  that  a series  of  remarkable  events  are  taking  place  which 
are  related  to  those  changes  in  hospital  utilization.  All  of  them  are  driven  to  some 
degree  by  the  desire  to  survive,  a desire  shared  by  physicians  and  hospitals  alike. 

First  to  be  noted  is  CONSOLIDATION.  Bridgeport  and  Park  City  Hospitals  have 
merged.  Saint  Francis  and  Mount  Sinai  Hospitals  have  merged,  the  Institute  of  Living 
has  become  part  of  Hartford  Hospital,  Newington  Children's  Hospital  has  acquired 
the  pediatric  services  at  Hartford  Hospital  and  the  University  of  Connecticut's  John 
Dempsey  Hospital,  all  to  be  located  on  a new  site  in  Hartford.  Backus  and  Lawrence  and  Memorial  Hospitals  recently 
broke  off  their  talks  (but  they  did  discuss  merger  for  six  months).  We  can  presume  other  discussions  will  take  place 
around  the  state;  some  will  result  in  consolidations,  bed  reductions,  downsizing,  all  in  the  hopes  of  maintaining 
financial  solvency. 

The  second  phenomenon  is  the  intensification  of  institutional  COMPETITION.  This  is  despite  contrary  efforts  by 
hospitals  and  physicians.  The  Connecticut  Hospital  Association  has  told  us  they  seek  a cooperative  rather  than  a 
competitive  environment;  perhaps  enough  of  their  members  will  agree  that  this  should  be  their  legislative  policy  for 
1994.  Our  own  society  seeks  “any  willing  provider”  legislation,  intuitively  a comfortable  idea  of  how  it  was  when 
there  were  just  enough  of  us  to  care  for  our  citizens.  I’m  as  nostalgic  as  the  rest  and  certainly  can  understand  how  unfair 
the  irrational  processes  of  selecting  participating  physicians  used  by  some  organizations  can  be.  Nevertheless,  while 
we  debate  these  issues  the  larger  pressure  of  market  forces  responding  to  the  shrinking  marketplace  has  resulted  in 
two  competing  state-wide,  hospital-based  networks  (HealthChoice  and  MedSpan),  three  more  or  less  exclusive  HMOs 
(Aetna,  ConnectiCare,  and  PHS  in  the  Hartford  area),  and  who  knows  what  will  follow. 

We  also  note  the  recent  decision  of  the  Blues  in  Bridgeport,  Stamford,  and  Waterbury.  (This  was  written  30 
November  1993 — when  it  is  published  who  can  say  what  else  may  happen  or  be  changed.)  In  addition,  physician- 
driven  primary  care  capitating  networks  are  under  discussion  by  private  practice  members  of  our  society. 

My  suggestion  to  our  members  who  practice  medicine  privately  is  to  consider  the  advantages  of  single-discipline 
or  multidisciplinary  groupings.  Consider  working  more  closely  with  your  hospital  in  some  sort  of  PHO  arrangement. 
Consider  carefully  the  plans  you  participate  in,  and  when  you  do  join  remember  your  patient  comes  first  no  matter  who 
does  or  does  not  pay  their  bills.  Support  the  CSMS  position  on  health  care  reform,  which  strongly  advocates  the  best 
qualities  of  our  fee-for-service  system,  but  encourages  reducing  to  a minimum  inappropriate  or  unnecessary 
procedures  or  visits. 

You  already  practice  excellent,  cost-effective  medicine.  You  will  survive  as  you  adapt  to  some  of  the  future 
changes.  You  will  not  be  happy  with  everything  about  reform,  but  you  will  be  able  to  have  a satisfying  and  rewarding 
career  in  patient  care,  which  is  why  you  become  a physician  in  the  first  place.  Never  forget  that! 


Howard  J.  Wetstone,  M.D. 

President 
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Health  Care  Reform:  Try  It  State  by  State 

ROBERT  U.  MASSEY,  M.D. 


THIS  is  now  to  be  the  year  for  health  reform,  1993,  as 
most  of  us  predicted,  having  passed  without  action  on 
the  president’s  plan.  Although  the  Clintons  surely  knew 
the  whole  business  was  incredibly  complex  and  tangled, 
they  may  have  been  unprepared  for  the  reality  of  how 
much  energy  is  packed  into  a trillion-dollar  enterprise.  It 
was  far  simpler  for  Bismarck  to  get  his  sickness  insurance 
law  passed  in  1 883 . No  social  reformer,  the  old  chancellor 
intended  only  that  his  comprehensive  social  insurance 
program  would  make  people  “much  more  content  and 
easier  to  handle....”  Changes  in  Germany’s  health  insur- 
ance laws  during  the  past  1 10  years  have  been  gradual, 
clearly  evolving  from  the  original  legislation  that  was 
calculated  to  block  the  advance  of  socialism.  The  system 
adapted  to  increasing  industrialization  and  the  advance  of 
modern  medicine,  and  survived  four  regimes  and  two 
world  wars. 

What  Bismarck’s  government  accomplished  then  in  a 
nation  of  40  million,  and  with  medical  technology  limited 
pretty  much  to  the  scalpel,  the  microscope,  the  stetho- 
scope, and  the  ophthalmoscope,  will  not  be  so  easily 
achieved  in  a country  of  more  than  250  million  with 
annual  health  care  costs  of  4,000  dollars  for  every  man, 
woman,  and  child.  Too  many  individuals,  corporations, 
and  institutions  depend  upon  this  vast  economic  engine 
for  their  careers,  their  livelihood,  their  ability  to  retain 
shareholders,  indeed  their  very  existence.  Even  if  a scheme 
could  be  put  together  barely  to  negotiate  the  political 
minefields,  count  on  it,  it  will  be  an  economic  and  bureau- 
cratic monstrosity,  and  the  politicians  and  insurance  gi- 
ants will  fight  to  the  death  to  claim  it  for  their  own. 

As  the  reform  issue  heated  up  again  last  year,  some  of 
us  at  first  were  sanguine  that  the  major  problems  of 
reform,  a number  of  which  have  been  by  now  lost  or 
shoved  aside,  would  be  sensibly  debated,  and  plans  for 
their  resolution  put  in  motion.  But  too  much  is  a stake  for 
labor,  for  insurance  companies,  for  industry,  for  hospi- 
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tals,  for  medical  schools,  pharmaceutical  houses,  doctors, 
biomedical  scientists,  and  a whole  bunch  of  noisy  special 
interests  for  anything  even  half-way  sensible  to  emerge. 
Politics  on  a scale  so  vast  applied  to  such  a vexing  and 
chaotic  system,  burdened  with  the  momentum  of  a gla- 
cier, can  hardly  be  expected  to  do  more  than  add  to  the 
chaos,  the  cost,  and  the  anger. 

A common  strategy  for  tackling  a big  problem  is  to 
break  it  up  into  small  problems.  The  principles  of  the  old 
Regional  Medical  Programs  should  be  reexamined;  traces 
of  some  of  those  programs  still  remain.  The  objectives  are 
mostly  agreed  upon:  universal  coverage,  freedom  of 
choice,  maintainance  of  quality,  practice  guidelines,  con- 
trol of  costs,  support  for  primary  care,  elimination  of 
bureaucratic  monkey-business,  tort  reform.  The  defini- 
tions could  be  kept  simple  and  unambiguous,  limited  to  a 
few  paragraphs.  The  50  states  individually  should  then 
have  at  it,  with  a deadline  set  for,  say,  the  beginning  of 
fiscal  1997.  Solutions  workable  for  Boston  will  hardly 
make  sense  in  Montana  or  Alaska  anyway.  Connecticut’s 
health  care  organizations,  already  somewhat  regional- 
ized, would  require  but  little  tinkering  to  produce  an 
economical  and  workable  system.  Some  states  have  al- 
ready beaten  the  deadline  and  have,  or  are  on  the  way  to, 
universal  coverage.  Rochester,  New  York,  could  provide 
guidance  on  how  to  go  about  regional  cooperative,  not 
competitive,  hospital  planning.  And  why  should  Boise, 
Idaho,  have  to  live  with  a plan  designed  for  New  York 
City,  Miami,  or  Washington,  D.C.? 

State  boundaries  may  not  define  regions  with  the  most 
common  interests;  upstate  New  York  is  hardly  New  York 
City,  and  southern  Illinois  is  not  Chicago.  A state  might 
decide  whether  it  should  be  further  regionalized.  Setting 
limits,  not  to  health  care  itself,  but  to  what  should  be  paid 
for  from  a limited  public  treasury  will  not  be  easy,  and 
there  will  be  regional  differences  of  opinion  that  should 
be  accomodated.  Recently  the  overworked  line  has  been, 
“The  devil  is  in  the  details;”  easier  by  far  to  deal  sepa- 
rately with  50  or  60  minor  demons  than  with  the  Father  of 
Lies  himself! 
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MEDICAL  NEWS  CAPSULES 


This  Month’s  Reading  in  Review 

TIMOTHY  B.  NORBECK 


“The  Physician  Payment  Review  Commission  and  the 
Congressional  Budget  Office  have  reported  that  the  evi- 
dence on  the  effectiveness  of  managed  care  to  control 
costs  is  inadequate  and  inconclusive.  Other  analysts  have 
concluded  that  ‘ . . .some  very  basic  questions  about  man- 
aged care  remain  unanswered.’  We  do  not  even  know  if 
managed  care  saves  money.” 

United  States  General  Accounting  Office  Report 
(October  1993),  Managed  Health  Care:  Effect  on 
Employers’  Costs  Difficult  to  Measure. 

“(B)  FAMILY — In  the  case  of  an  individual  enrolled 
under  a health  plan  under  a family  class  of  enrollment  (as 
defined  in  section  1011  (c)(2)(A),  the  family  out-of- 
pocket  limit  on  cost  sharing  in  the  cost  sharing  schedule 
offered  by  the  plan  represents  the  amount  of  expenses  that 
members  of  the  individual’s  family,  in  the  aggregate,  may 
be  required  to  incur  under  the  plan  in  a year  because  of 
general  deductible,  separate  deductibles,  copayments, 
and  coinsurance  before  the  plan  may  no  longer  impose 
any  cost  sharing  with  respect  to  items  or  services  covered 
by  the  comprehensive  benefit  package  that  are  provided 
to  any  member  of  the  individual’s  family,  except  as 
provided  in  subsections  (d)(2)(D)  and  (e)(2)(D)  of  sec- 
tion 1115.” 

One  sentence  from  the  1,342  page  Clinton  Health  Plan. 

“President  Clinton  proposes  to  fix  U.S.  health  care 
because  it  is  too  expensive,  too  bureaucratic  and  too 
wasteful.  Did  we  hear  right?  The  government  is  going  to 
rescue  us  from  expense,  bureaucracy  and  waste?  Give  me 
a break.  Before  we  put  doctors  in  Chevrolets,  chase 
hospitals  out  of  business  and  run  employers’  insurance 
costs  through  the  roof,  let’s  decide  if  the  patient  can 
survive  the  government’s  cure.” 

Letter  to  Newsweek  (25  October  1993) 
from  an  Alabama  reader. 

“Indeed,  the  biggest  failing  of  the  Clinton  Plan  is  its 
conceit  that  the  entire  system  must  be  rebuilt  to  federal 
specifications.  It  ignores  the  fact  that  most  Americans 
have  insurance;  they  actually  like  their  family  doctors; 
and  they  want  to  keep  using  their  community  hospitals.” 
Chicago  Tribune  (1  November  1993). 


TIMOTHY  B.  NORBECK,  Executive  Director,  the  Connecticut 
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“AARP’s  poll  shows  that  three  out  of  five  elderly 
persons  remain  totally  confused  about  what’s  in  the  Clinton 
plan.” 

HHS  Secretary  Donna  Shalala 
on  CNBC’s  Equal  Time 

“Of  all  the  health  care  reform  plans  currently  under 
consideration  in  the  Senate,  President  Clinton’s  plan  will 
be  the  best  for  children  and  families,  since  it  builds  and 
improves  on  our  current  system.” 

Howard  A.  Pearson,  M.D., 
Yale  pediatrics  professor  and 
immediate  Past-President  of  the 
American  Academy  of  Pediatrics 
(Waterbury  Republican- American:  17  November  1993) 

Connecticut  ranked  eighth  in  the  nation  in  the  percent- 
age of  its  workers  employed  in  health  services.... As  of 
August,  1993,  more  than  140,000  people  were  so  em- 
ployed— nearly  10%  of  the  state’s  total  work  force.... 
That  number  becomes  250,000  when  the  medical  manu- 
facturing and  insurance  industries  are  included. 

New  England  Economic  Project 

In  Canada,  32%  of  patients  wait  over  a week  for  a breast 
biopsy  after  a possibly  malignant  lesion  has  been  identi- 
fied, compared  to  11%  in  the  U.S. 

Health  Affairs,  Fall  1993 

A report  prepared  by  the  Institute  for  Health  Policy  at 
Brandeis  University  (and  funded  by  the  Robert  Wood 
Johnson  Foundation)  found  that  direct  health  costs  of 
$98.6  billion  were  attributable  to  alcohol  abuse,  $66.9 
billion  to  substance  abuse,  and  $77  billion  to  smoking  in 
1990  alone. 

Pulse  (4  November  1993) 

Only  in  America:  An  Anchorage  (Alaska)  youth  who 
was  17  and  drunk  when  he  ran  a red  light  and  killed  two 
young  women  in  1 99 1 , is  suing  the  liquor  store  for  selling 
him  the  booze....  Friends  who  had  ridden  in  the  youth’s 
truck  earlier  in  the  evening  said  that  he  was  racing  through 
red  lights  for  fun....  Now  serving  an  eight-year  prison 
sentence  for  those  deaths,  his  lawsuit  demands  that  the 
liquor  store  pay  compensation  for  the  financial  losses  that 
the  youth  suffered  as  a result  of  his  imprisonment  and  for 
his  emotional  pain. 
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From  the  Executive  Director's  Office 


COUNCIL  MEETING 

Wednesday,  15  December  1993 
Ramada  Inn,  Meriden 

Attendance 

In  the  absence  of  the  Chairman,  Dr.  Joseph  Czarsty, 
Dr.  Joseph  Sadowski,  Vice-Chairman,  chaired  the  meet- 
ing. Present  in  addition  to  Dr.  Sadowski  were  Drs. 
Ahamed,  Beck,  Blum,  Bobruff,  Brooks,  Cottle,  Deren, 
Geary,  Herzog,  Hollister,  Kamens,  Keating,  McDonnell, 
Redmond,  Schwartz,  Zanker. 

Also  present  were:  Dr.  Orphanos,  Mr.  Norbeck, 
Mrs.  Lindquist,  Mr.  Brunell,  Mr.  Sullivan,  Mr.  Garofalo, 
Mrs.  Connolly,  (all  CSMS  staff),  Mrs.  Norbeck  (HCMA), 
Mrs.  Harney  (NHCMA),  Mr.  Thompson  (FCMA),  Mrs. 
Snider  (NLCMA) 

Absent  were:  Drs.  Bigos,  Czarsty,  Eslami,  Fischbein, 
Franklin,  Freedman,  Leach,  Lesnik,  Meridy,  Parke,  Petro, 
Scarpa,  Sosa,  Tesoro,  Timmerman,  Van  Nostrand, 
Wetstone,  Wolfson. 

Dr.  Sadowski  reported  that  the  reason  he  was  chairing 
the  meeting  was  because  Dr.  Czarsty  had  suffered  a mild 
heart  attack,  however  he  was  happy  to  report  that  he  was 
doing  well  and  was  expected  to  go  home  soon.  He  further 
reported  that  Dr.  Eslami  had  a fall  and  injured  his  back 
while  in  Orlando  and  was  hospitalized  and  will  return  to 
Waterbury  as  soon  as  he  is  ambulatory. 

Dr.  Sadowski  welcomed  back  Bob  Brunell  who  has 
returned  to  work  after  having  bypass  surgery. 

Reports  of  Related  Organizations 

CPRO:  Dr.  Kamens  reported  that  the  fourth  scope  of 
work  at  CPRO  is  moving  right  along  with  its  other 
projects  in  its  menu.  Seventeen  hospitals  have  already 
determined  that  they  would  participate  in  the  project.  He 
also  reported  that  there  are  18  physicians  on  the  CPRO 
Board  and  the  balance  of  the  Board  is  made  up  of  repre- 
sentatives of  industry,  business,  labor,  AARP  and  others. 
The  committees  that  do  the  work  at  CPRO  are  all  physi- 
cians and  are  selected  from  the  1,700  plus  physicians  in 
the  state  who  support  CPRO.  Dr.  Kamens  discussed  the 
various  ways  by  which  data  is  collected  and  analyzed  and 
commented  on  a report  that  had  been  submitted  to  the 
Council  by  CHA.  He  informed  the  Council  that  CPRO  has 


been  requested  to  be  part  of  a data  consortium  of  the  State 
of  Connecticut  based  at  the  University  of  Connecticut  and 
under  the  leadership  of  the  people  at  the  University  of 
Connecticut.  He  stated  that  CPRO  was  pleased  to  be 
invited  to  be  part  of  this  study.  A considerable  grant  is 
being  applied  for  from  the  federal  government  to  do  the 
data  study  for  the  State  of  Connecticut.  It  was  stated  that 
under  federal  law,  the  hospitals  are  permitted  to  make 
comments  and  to  return  comments  on  data  collected 
before  information  is  released.  Individual  physician  data 
has  been  protected  by  federal  statutes  and  Dr.  Kamens 
expressed  the  opinion  that  CSMS  should  continue  to 
lobby  on  this  issue  to  keep  physician  data  protected.  It  was 
VOTED  to  accept  the  report  as  information  and  request 
the  physicians  serving  on  the  CHA  committee  to  report  at 
every  Council  meeting  on  the  activities  of  the  CHA 
committee. 

M.D.  Health  Plan:  Dr.  Vincent  Catrini  and  Mr.  Douglas 
Hayward  joined  the  Council  to  give  an  update  on  M.D. 
Health  Plan.  A written  document  was  distributed  to  all 
members  of  the  Council,  which  included  information  on 
the  following  items: 

(a)  New  Physician  Profiling  Policy:  Reward/Educa- 
tion Program 

(b)  1994  Physician  Maximum  Allowable  Reimburse- 
ment Schedule 

(c)  Managed  Care  Initiatives  in  Other  States 

Dr.  Catrini  reported  that  M.D.  Health  Plan  is  trying  to 
educate  physicians  on  methods  of  practice  that  are  cost 
efficient,  and  do  it  in  a way  that  meets  the  goal  of  MDHP, 
which  is  to  be  physician  friendly  and  physician  oriented. 
In  response  to  a question  re  payment  to  providers,  Dr. 
Catrini  reported  that  the  Board  is  attempting  to  reduce  the 
frequency  of  utilization  of  “out-of-plan”  providers  to 
reduce  the  inequities  resulting  from  “out-of-plan”  refer- 
rals required  under  state  law. 

Report  of  the  Executive  Director 

Mr.  Norbeck  reported  that  he  was  a panelist  at  an 
AARP  meeting  and  the  keynoter  was  an  AARP  speaker 
who  informed  the  audience  that  he  was  one  of  one 
hundred  nationally  trained  AARP  speakers  from  Wash- 
ington. He  is  a Connecticut  resident  and  spoke  approxi- 
mately one-half  hour  telling  everyone  about  the  pros  of 
the  Clinton  Plan  but  none  of  the  cons.  It  did  not  appear  that 
anyone  was  swayed  by  his  remarks.  Mr.  Norbeck  stated 


56 


CONNECTICUT  MEDICINE,  JANUARY  1994 


that  his  own  presentation  included  both  pros  and  cons  of 
the  Clinton  Plan  and  was  gratified  at  the  response  his 
comments  received.  Many  of  the  people  in  the  audience 
were  concerned  about  quality,  global  budgets,  alliances 
and  many  of  the  issues  that  physicians  throughout  the 
state  are  concerned  about.  He  stressed  that  physicians 
should  take  every  opportunity  available  to  speak  to  these 
groups  and  others  to  get  out  the  physicians’  point  of  view. 

He  further  reported  that,  at  the  request  of  the  Yale 
medical  students,  he  and  other  members  of  the  staff 
attended  a meeting  of  the  students  and  spent  about  two 
hours  talking  about  health  care  reform,  nationally  and 
what  to  expect  in  Connecticut.  The  meeting  was  very 
worthwhile  and  hopefully  we  can  continue  these  types  of 
meetings. 

It  was  reported  that  the  building  renovation  was  held  up 
to  some  degree  due  to  a roofing  problem,  but  that  it  is 
expected  that  staff  may  be  able  to  move  back  into  their 
areas  about  January  15  and  that  the  project  would  be 
completed  about  the  end  of  February. 

He  reported  on  the  following  polls  relating  to  health 
care: 

A Los  Angeles  Times  poll  taken  recently  reported 
that  crime  is  very  quickly  supplanting  health  care  as  the 
biggest  issue  in  the  minds  of  the  public.  In  response  to 
the  question,  what  is  the  most  important  problem  fac- 
ing the  United  States;  crime  was  first  at  30%;  unem- 
ployment at  21%;  economy  at  20%;  health  care  at  18% 
and  drugs  at  11%.  In  response  to  the  question,  what 
type  of  research  was  most  valuable,  medical  was  first 
at  66%;  environmental  at  18%;  energy  at  6%;  defense 
at  4%;  and  transportation  1%. 

In  an  AM  A poll  conducted  in  October  and  Novem- 
ber among  members  and  non-members  and  released  in 
December,  83%  of  the  physicians  supported  Clinton 
plan  on  features  that  would  extend  coverage  and  access 
to  Americans;  70%  supported  employer  mandate;  9 1 % 
supported  the  no  denial  or  loss  of  health  insurance 
coverage  for  any  reason;  81%  opposed  the  cuts  in 
Medicare  and  Medicaid;  56%  opposed  National  Health 
Board;  55%  opposed  mandatory  alliances;  52%  op- 
posed global  budget  52%  said  that  their  patients  would 
fare  worse  under  the  administration  plan,  while  19% 
said  their  patients  would  benefit. 

Report  of  Committee  on  Legislation 

The  minutes  of  the  meeting  of  December  2nd  and  a 
document  outlining  possible  legislative  positions  on  re- 
form were  distributed  to  members  of  the  Council.  Dr. 
Orphanos,  Chairman  of  the  CSMS  Committee  on  Legis- 
lation, discussed  the  activities  of  the  committee  to  date. 
He  reported  on  the  CSMS  Leadership  Forum  that  was 


held  on  December  2nd  at  the  State  Capitol,  the  subject  of 
which  was  “State  Legislation  - The  Process”.  The  Co- 
Chairmen  of  the  Public  Health  Committee  of  the  State 
Legislature  discussed  health  system  reform  in  Connecti- 
cut. Following  the  Forum,  the  Committee  on  Legislation 
met  to  review  and  determine  positions  on  the  following 
issues : helmet  law,  any  willing  provider  legislation,  Medi- 
cal Practice  Act,  malpractice  coverage  for  licensed  phy- 
sicians, etc.  He  reported  that  the  Committee  also  priori- 
tized the  “Possible  Legislative  Positions  on  Reform” 
developed  by  the  Task  Force. 

Dr.  Ahamed  reported  that  it  was  possible  that  New 
London  County  may  be  selected  for  a pilot  project  on 
health  care  reform. 

Report  on  CHA’s  Role  in 
Development  of  Database,  Etc. 

Dr.  Herbert  DiMeola,  Chairman,  Connecticut  Hospital 
Association’s  Committee  on  Quality  Assessment,  and 
Dennis  May,  President  of  CHA,  joined  the  Council  to 
discuss  a document  (which  had  been  distributed  with  the 
agenda  to  members  of  the  Council,  entitled  “Connecticut 
Hospitals’  Leadership  in  the  Development  of  a Compre- 
hensive Data  Base  and  Access  to  Data.” 

Dr.  DiMeola  gave  an  in-depth  report  on  the  following: 

(a)  What  is  proposed 

(b)  Why  the  need  to  take  a proactive  approach 

(c)  Benefits  to  Connecticut’s  hospitals  and  physicians 
to  a proactive  approach 

(d)  How  Connecticut  hospitals  have  prepared 

(e)  What  needs  to  be  done 

A series  of  slides  were  shown  outlining  methods  of 
collecting  and  analyzing  data.  Dr.  DiMeola  pointed  out 
that  if  mandatory  release  of  data  was  inevitable,  it  would 
be  better  to  be  sure  that  the  data  released  was  accurate  and 
had  physician  input.  He  stated  that  there  was  a great  deal 
at  stake,  because  once  the  data  is  released  without  our 
control  and  accuracy,  we  will  all  be  in  a difficult  situation. 
He  stated  that  the  “trust  me  era”  has  ended  and  that  even 
if  the  data  was  published,  it  will  be  necessary  to  prove  our 
point.  Dr.  DiMeola  commented  that  we  are  sitting  on  an 
explosion  of  data  that  will  come  out  with  or  without  us. 
The  missing  key  is  interpretation  and  analysis  and  no  one 
else  can  do  that  as  well  as  we  can.  It  was  stated  that  we 
have  to  have  control  of  the  release  of  data  and  the 
proactive  stance  that  CHA  has  initiated  and  hopefully  will 
gain  the  collaboration  of  CSMS  will  permit  us  to  do  this 
in  a fashion  that  will  have  mutual  interest  and  benefit.  A 
question  and  answer  period  followed. 
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Report  on  AMA  Meeting  in  New  Orleans 

Dr.  Kamens  reported  that  the  material  received  by  the 
delegates  was  3 1/2  inches  thick  and  the  Clinton  bill  was 
1 3/4  inches  thick  which  represented  a great  deal  of 
material  for  the  delegates  to  review.  A meeting  scheduled 
with  representatives  from  Washington  to  discuss  the 
Clinton  Bill  was  cancelled  by  them  due  to  a conflict  of 
schedules.  Dr.  Kamens  reported  that  it  was  his  opinion 
that  really  no  one  really  knows  which  way  things  are 
going  and  that  probably  was  the  reason  for  the  cancella- 
tion. He  reported  that  among  the  items  of  major  impor- 
tance was  an  informational  report  from  the  Board  of 
Trustees,  Report  #35,  on  “Economic  and  Quality  of  Care 
Issues  and  Implications  on  Scopes  of  Practice — Physi- 
cians and  Nurses.”  This  report  was  about  the  issue— who 
does  primary  care — nurses  or  doctors?  He  stated  it  was  an 
excellent  report  and  suggested  that  it  be  distributed  to 
members  of  the  Council. 

Among  other  resolutions  reported  were  a bylaw  change 
providing  a seat  on  the  Board  of  Trustees  for  physicians 
under  40  years  of  age;  a mandate  for  organ  donations; 
support  of  guidelines  for  resolving  disputes  between 
medical  supervisors  and  trainees  to  address  the  issue  of 
harassment  in  training  programs;  in  regard  to  medical 
services,  rationing  was  defined  as  allocating  resources 
that  results  in  limitation  or  denial  of  medical  services; 
defined  the  benefits  package  of  “Health  Access  America” 


as  a standard  benefits  package,  not  a required  package. 
The  issue  of  Employer  Mandate  caused  a tremendous 
amount  of  discussion  because  every  one  seemed  to  agree 
that  Employer  Mandate  was  not  the  way  to  go. 

The  National  Health  Board  on  Regional  Quality  of 
Care  Oversight  was  opposed.  Broad  access  to  primary 
care,  fee  for  service  medicine,  including  the  ability  to 
treat  Medicare  patients  outside  the  current  restraints  were 
supported.  The  modifications  to  RB/RVS  will  continue  to 
be  studied  by  the  RB/RVS  Update  Committee.  In  tort 
reform,  the  AMA’s  position  is  to  go  along  with  the 
California  Injury  Compensation  Reform  (MICRA).  Strong 
positions  were  taken  on  anti-trust  relief.  The  House  dis- 
cussed “any  willing  provider”  but  felt  that  the  states 
should  have  the  option  to  make  their  own  decision  on  this 
issue. 

He  reported  that  in  contrast  to  past  years  when  there 
were  a minimum  of  20  resolutions  against  the  PRO,  at  this 
meeting  there  were  only  two,  which  were  completely 
worked  over  by  the  reference  committee,  the  end  result 
being  that  the  PROs  be  supported  in  the  fourth  scope  of 
work  and  in  the  educational  efforts  being  undertaken. 

NB.:  The  fore  going  is  a summary  of  the  proceeding  and 
actions  of  the  Council  on  December  15,  1993.  Detailed 
minutes  of  the  meetings  are  on  file  at  160  St.  Ronan 
Street,  New  Haven,  for  the  perusal  by  any  interested 
members  of  the  Society. 
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IN  MEMORIAM 


ARNETT,  ROY  N.,  Yale  University  School  of  Medi- 
cine, 1938.  Dr.  Barnett  was  a pathologist  and  chairman  of 
the  department  of  pathology  and  director  of  laboratories 
at  Norwalk  Hospital  from  1947  to  1982.  He  was  a clinical 
professor  of  pathology  at  Yale  University  School  of 
Medicine  and  was  associated  with  the  Mt.  Sinai  Medical 
Center  in  New  York  City  from  1982  to  1992  as  consultant 
to  the  department  of  pathology  and  co-director  of  the 
Laboratory  Medicine  Conference  at  the  Mt.  Sinai  School 
of  Medicine.  Dr.  Barnett  served  on  numerous  national 
and  international  medical  organizations  and  was  a mem- 
ber of  the  Fairfield  County  Medical  Association,  the 
Connecticut  State  Medical  Society,  and  the  American 
Medical  Association.  Dr.  Barnett  died  3 December  1993 
at  the  age  of  79. 

DION,  JULIEN  A.,  Georgetown  University  School  of 
Medicine,  1937.  Dr.  Dion  maintained  a general  practice 
in  Hartford  from  1943  until  his  retirement  in  1 975 . He  was 
a member  of  the  Hartford  County  Medical  Association, 
the  Connecticut  State  Medical  Society,  and  the  American 
Medical  Association.  Dr.  Dion  died  8 November  1993  at 
the  age  of  80. 

FAULISO,  RICHARD  J.,  Tufts  University  School  of 
Medicine,  1961.  Dr.  Fauliso  practiced  internal  medicine 
in  Hartford  for  20  years  prior  to  joining  The  Travelers 
Insurance  Company  Life/Health  Operations  Division  in 
1985.  At  the  time  of  his  death,  Dr.  Fauliso  served  as 
medical  director  at  Travelers.  Dr.  Fauliso  was  a member 
of  the  Hartford  County  Medical  Association  and  a mem- 
ber of  the  House  of  Delegates  of  the  Connecticut  State 
Medical  Society.  Dr.  Fauliso  died  13  December  1993  at 
the  age  of  59. 

FULDNER,  RUSSELL  V.,  Columbia  University  Col- 
lege of  Physicians  and  Surgeons,  1933.  Dr.  Fuldner  main- 
tained a private  practice  in  New  Haven  until  1 990  and  was 
a part-time  faculty  member  at  Yale  College  of  Medicine. 
He  was  a member  of  the  Department  of  Orthopaedic 
Surgery  at  the  Newington  Children’s  Hospital  from  1946 
to  1988.  Dr.  Fuldner  was  a member  of  the  New  Haven 
County  Medical  Association,  the  Connecticut  State  Medi- 
cal Society,  and  the  American  Medical  Association.  Dr. 
Fuldner  died  10  November  1993  at  the  age  of  85. 

HALL,  WENDELL  C.,  University  of  Pennsylvania 
School  of  Medicine,  1930.  Dr.  Hall  served  on  the  staff  of 
Hartford  Hospital  for  35  years,  retiring  in  1968  as  Direc- 
tor of  the  Department  of  Radiology.  He  was  also  on  the 
staff  of  Charlotte  Hungerford  Hospital  in  Torrington  and 
Manchester  Memorial  Hospital.  Dr.  Hall  was  a member 
of  the  Hartford  County  Medical  Association,  the  Con- 


necticut State  Medical  Society,  and  the  American  Medi- 
cal Association.  Dr.  Hall  died  5 November  1993  at  the  age 
of  88. 

HARVEY,  EDWARD  R.,  Yale  School  of  Medicine, 
1941.  Dr.  Harvey  was  a family  physician  in  the  Naugatuck 
Valley  for  51  years.  He  was  a member  of  New  Haven 
County  Medical  Association,  Connecticut  State  Medical 
Society,  and  the  American  Medical  Association.  Dr. 
Harvey  died  1 December  1993  at  the  age  of  78. 

KNIGHTS,  WILLIAM,  University  of  Vermont  Medi- 
cal School,  1960.  Dr.  Knights  was  a practicing  pediatri- 
cian in  Glastonbury  and  East  Hartford  for  29  years.  He 
served  on  the  medical  staff  of  St.  Francis  Hospital,  Mount 
Sinai  Hospital  and  Hartford  Hospital.  Dr.  Knights  was  a 
member  of  the  Hartford  County  Medical  Association,  the 
Connecticut  State  Medical  Society,  and  the  American 
Medical  Association.  Dr.  Knights  died  14  November 
1993  at  the  age  of  65. 

NADEL,  HYMAN,  University  of  Buffalo,  1960.  Dr. 
Nadel  was  in  a private  family  medicine  practice  in  Stam- 
ford and  Pound  Ridge,  New  Y ork  for  many  years.  He  was 
director  of  family  practice  at  St.  Joseph  Medical  Center 
from  1983  to  1989.  Dr.  Hyman  was  a member  of  the 
Fairfield  County  Medical  Association,  and  the  Connecti- 
cut State  Medical  Society.  Dr.  Nadel  died  22  November 
1993  at  the  age  of  70. 

SIROT,  GUSTAVE,  State  University  of  New  York, 
1951.  Dr.  Sirot  was  a dermatologist  in  New  Haven  for 
more  than  30  years  and  was  chief  of  dermatology  at  the 
Hospital  of  St.  Raphael  prior  to  his  retirement  in  1 986.  He 
was  also  a clinical  professor  of  dermatology  at  Y ale-New 
Haven  Hospital.  Dr.  Sirot  was  a member  of  the  New 
Haven  County  Medical  Association,  the  Connecticut  State 
Medical  Society,  and  the  American  Medical  Association. 
Dr.  Sirot  died  18  November  1993  at  the  age  of  69. 

SPALDING,  PETER  E.,  London  University,  1953.  Dr. 
Spalding  was  a practicing  psychiatrist  in  Middlesex.  He 
was  a diplomat  to  the  American  Board  of  Psychiatry  and 
Neurology  and  a member  of  the  Middlesex  County  Medi- 
cal Association,  the  Connecticut  State  Medical  Society, 
and  the  American  Medical  Association.  Dr.  Spalding  died 
28  November  1993  at  the  age  of  66. 

SPILLANE,  RICHARD  J.,  Washington  University 
School  of  Medicine,  1943.  Dr.  Spillane  maintained  a 
private  urology  practice  in  Hartford  for  over  thirty  years. 
He  was  director  of  the  urology  department  at  Hartford 
Hospital  from  1973  until  his  retirement  in  1985.  Dr. 
Spillane  served  as  a board  member  of  C.M.S.  Blue  Cross/ 
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Blue  Shield  for  26  years  and  was  a member  of  the 
Hartford  County  Medical  Association,  the  Connecticut 
State  Medical  Society,  and  the  American  Medical  Asso- 
ciation. Dr.  Spillane  died  27  November  1993  at  the  age  of 
73. 

TRENCH,  JAMES  M.,  University  of  Maryland  School 
of  Medicine,  1947.  Dr.  Trench  was  the  first  chairman  of 
the  department  of  psychiatry  at  Lawrence  and  Memorial 
Hospital.  Prior  to  that,  Dr.  Trench  was  in  private  practice 
for  25  years  in  Hartford.  He  was  a member  of  New 
London  County  Medical  Association,  the  Connecticut 
State  Medical  Society,  and  the  American  Medical  Asso- 
ciation. Dr.  Trench  died  12  November  1993  at  the  age  of 
71. 


"I’m  practicing 
medicine  the  way  I 
think  it  should  be 
practiced,  sans  the 
paperwork  and 
administrative 
overload.” 

Owen  Brodie, 
MD,  joined 
CompHealth’s 
locum  tenens 
medical  staff  in 
1989,  after  21 
years  in  private 
practice.  Since 
then  he’s  worked  in  temporary  assignments 
in  state  facilities,  filled  in  for  attending  physicians, 
covered  lor  private  practitioners  across  the  country. 

A pilot.  A historian.  A board-certified  psychiatrist. 
Southern  to  a fault.  Owen  Brodie  knows... 

Its  a great  way  to 
practice  medicine 

CompHealth 

Locum  Tenens 

1-800-453-3030 

Salt  Lake  City  ■ Atlanta  ■ Grand  Rapids,  Mich. 


HCFA  Stops  Public  Release  of  Hospital  Mortality  Data 

Bruce  Vladeck,  PhD,  administrator  of  the  Health  Care  Financing  Administration,  has  halted  the  public  release 
of  Medicare  mortality  data  specific  to  individual  hospitals.  In  a speech  this  summer,  he  made  the  point  that 
current  approaches  to  risk  adjustment  do  not  fairly  compare  the  case-mix  of  hospitals.  He  does  not  feel  it  is 
appropriate  to  use  mortality  data  to  rank  hospitals  or  as  a sole  measure  of  quality.  HCFA  will  continue  to  improve 
the  methodologies  used  with  the  data,  however,  ...  HCFA  has  released  hospital  mortality  data  since  1988  and 
it  will  continue  to  provide  hospitals  with  the  data,  accompanied  by  a disclaimer  concerning  their  use  in  ranking 
hospitals  or  assessing  care.  The  data  will  also  be  available  under  the  Freedom  of  Information  Act.  PROs  and 
individual  researchers  will  continue  to  use  the  data  to  examine  patterns  of  care  and  to  identify  methods  for 
improving  quality. 
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Benjamin  Wiesel,  M.D 
1911-1993 


Benjamin  Wiesel,  M.D.,  Director 
of  the  Department  of  Psychiatry  at 
Hartford  Hospital  from  1950  to  1971 
and  Professor  and  Head  of  the  Depart- 
ment of  Psychiatry  at  the  University 
of  Connecticut  School  of  Medicine 
from  1973  to  1976,  died  on  12  August 
1993,  at  the  age  of  82. 

Those  of  us  who  knew  him  well 
would  insist  that  he  was  82  years 
“young”  when  he  died.  Throughout 
his  52  years  of  professional  practice 
and  until  the  very  day  in  1 992  when  he 
retired,  he  practiced  psychiatry  with  a 
keen  and  open  mind.  Ben  came  to 
Hartford  in  1948,  after  being  wooed 
away  from  a busy  Park  Avenue 
neuropsychiatry  practice  with  Foster  Kennedy  by  Dr. 
William  Scoville  who  needed  a neuropsychiatrist  to  help 
him  with  his  research  on  orbital  undercutting. 

Ben  had  trained  as  both  a psychiatrist  and  neurologist 
at  Bellevue  Hospital  and  the  New  York  Psychiatric  Insti- 
tute. Although  he  had  also  obtained  psychoanalytic  train- 
ing (he  would  often  remind  us  that  his  analytic  sessions 
cost  him  one  dollar  per  session),  his  life-long  interest  was 
clearly  in  the  area  of  the  influence  of  biology  on  the  mind 
and  on  mental  disorders.  His  early  papers  (1940-42)  dealt 
with  the  effect  of  insulin  treatment  and  ECT,  and  he  was 
among  the  first  American  psychiatrists  to  study  these 
biologic  treatments.  Not  surprisingly  for  us  today,  he  was 
never  much  of  an  advocate  of  orbital  undercutting,  feel- 
ing it  was  too  imprecise.  On  the  other  hand,  his  interest  in 
biologic  psychiatry — and  the  need  to  find  better  treat- 
ments for  psychiatric  disorders — was  life-long.  In  the 
1960s  and  1970s,  he  was  involved  in  several  NIMH  grants 
and  in  some  of  the  early  work  on  lithium. 

Ben  was  one  of  a small  group  of  American  psychiatrists 
in  the  1940s  and  1950s  who,  at  a time  when  psychoanaly- 
sis reigned  supreme,  helped  bring  psychiatry  from  the  era 
of  “alienists”  (in  1940-41  he  was  “assistant  alienist”  at 
Bellevue)  into  the  mainstream  of  American  medicine. 
During  the  peak  of  his  career  he  directed  much  of  his  time 
toward  this  effort.  Academically,  he  studied  the  interplay 
between  narcolepsy  and  cataplexy,  and  investigated  brain 
tumors  and  their  presentation  as  psychoses.  Politically,  he 
was  president  of  the  Hartford  Country  Medical  Associa- 


tion in  1969,  was  a memaber  of  the 
CSMS’s  Drug  Advisory  Committee 
in  the  1960s,  and  became  the  medical 
director  of  the  Hartford  County  PSRO. 
Throughout  his  professional  life,  Ben 
minimized  the  many  honors  bestowed 
upon  him  (“anybody  could  have  done 
it,”  he  would  say),  but  seemed  par- 
ticularly proud  of  the  Distinguished 
Service  Medal  bestowed  on  him  by 
the  HCMA  in  1 98 1 . It  was  a manifes- 
tation to  him  that  his  medical  col- 
leagues had  accepted  psychiatry  as 
part  of  medicine’s  mainstream. 

Those  of  us  who  had  the  good  for- 
tune to  have  Ben  as  a mentor  were 
fascinated  by  his  quick  understanding 
of  a patient’s  psychodynamics  and  being  able  to  “get  to 
the  heart  of  the  matter”  during  an  interview.  He  was  a 
practitioner  of  brief  psychotherapy  long  before  this  par- 
ticular form  of  therapy  had  a name. 

In  one  of  my  talks  with  him  during  his  two-year  bout 
with  pancreatic  cancer,  he  provided  a clue  to  his  therapeu- 
tic restlessness.  Ben,  during  his  service  as  a psychiatrist  in 
the  U.S.  Army  in  World  War  II,  may  well  have  been  the 
first  Allied  doctor  to  be  at  Buchenwald  on  the  day  of  that 
concentration  camp’s  liberation.  “What’s  really  scary,” 
he  said,  “is  that  I had  literally  repressed  all  that  horror 
until  six  months  after  being  back  in  the  U.S.  ...  we  were 
watching  a newsreel  back  in  Manhattan  which  showed 
pictures  of  Buchenwald  ...  all  of  a sudden,  it  all  came 
back;  and  I fell  apart.”  For  all  of  us,  he  seemed  to  say,  life 
is  too  full  of  pain  from  time  to  time.  We  often  avoid  that 
pain  with  various  self-deceptions  and  repression.  His 
passion  as  a therapist  was  to  help  his  patients  heal  as 
expeditiously  as  possible  by  facing  up  to  the  truths  from 
which  they  were  “hiding.”  He  knew  from  experience. 

Throughout  his  long  professional  career,  Ben  was  a 
visionary  leader,  a captivating  teacher  and  mentor,  and  a 
good  healer.  American  psychiatry,  and  all  of  us  active  in 
Connecticut  medicine,  are  indebted  to  him  for  his  energy, 
vision,  and  therapeutic  passion. 

A1  Herzog,  M.D. 

Vice  President  for  Medical  Affairs,  Hartford  Hospital, 
Professor  of  Clinical  Psychiatry, 
University  of  Connecticut  School  of  Medicine 
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CSMS  PHYSICIAN  PLACEMENT  SERVICE 


The  Society  maintains  the  Physician  Placement  Service  as  a free  service  to  the  medical  profession,  hospitals, 
and  communities  in  Connecticut. 

Opportunities  should  be  typed,  double-spaced  copy  on  letterhead  and  submitted  to  CSMS,  Physician  Placement 
Service,  160  St.  Ronan  Street,  New  Haven,  CT  06511  (203)  865-0587  or  fax  to  (203)  865-4997.  These  will  be  published 
as  space  permits  and  will  be  distributed  to  physicians  making  inquiries  of  such  opportunities. 

Physicians  wishing  to  locate  in  Connecticut  may  call  the  office  requesting  opportunities  in  their  specialty.  Also, 
candidates  are  invited  to  submit  a resume  to  be  kept  on  file  with  the  Society.  An  announcement  of  a physician's 
availability  will  be  published  in  two  issues  of  Connecticut  Medicine  as  space  permits. 

Listing  of  physicians  in  the  Placement  Service  does  not  in  any  way  represent  certification  by  the  Society. 
Investigation  of  credentials  and  experience  is  the  responsibility  of  those  seeking  applicants  for  positions. 

Announcements  on  the  Physician  Placement  Service  page  under  Classified  Advertising  are  charged  at  the  regular 
Classified  Advertising  rate. 


OPPORTUNITIES  FOR  PRACTICE 
AMBULATORY  CARE 

Southeastern  Connecticut:  Busy  Walk-in  center  in  Nor- 
wich, CT  seeks  full-time  or  part-time  physician.  General 
medicine,  occupational  medicine,  minor  surgery  and  ur- 
gent care  experience  required.  Very  pleasant  working 
environment,  competative  salary  and  benefits.  No  night 
call.  Send  resume  to  P.O.  Box  437,  Plainfield,  CT  06374. 
Telephone:  (203)  564-6542. 

Offering  the  best  of  both  worlds,  for  Full-time  physician. 
Happiness  in  your  professional  life — time  for  your  private 
life.  Busy  ambulatory  care  center.  Wonderful  staff,  good 
patient  population.  Great  hours,  benefits  and  competitive 
salary  with  profit  sharing.  If  you  are  a good  primary  care 
doctor,  we  are  interested  in  you.  Contact  Dr.  Thomas 
Kandell/Dr.  Ronald  Falit/Med-Help  Medical  Center,  P.O. 
Box  1 120,  Bristol,  CT  06010.  (203)  584-8900. 

ANESTHESIOLOGY 

North  Central  CT:  Anesthesiologist  to  join  free-standing, 
state  of  the  art  ambulatory  surgical  center.  Good  lifestyle. 
Salaried  position  with  superior  benefits.  Reply  to:  Anes- 
thesia, P.O.  Box  351,  Somers,  CT  06071. 

FAMILY  PRACTICE 

Unique  practice  opportunity.  Outstanding  combination  of 
professional  and  personal  rewards.  Thirteen  year  private 
Family  Practice  providing  continuing  ambulatory  family 
care.  No  hospital  responsibility.  Beautiful  living  and  work- 
ing environment  on  the  Connecticut  shoreline.  Two  board 


certified  Family  Practitioners  welcoming  applications  from 
FP  or  IM  certified.  Please  reply  to:  Alan  M.  Weiss,  M.D., 
652  Boston  Post  Road,  Guilford,  CT  06437. 

GENERAL  PRACTICE 

General  Practitioner  wishes  to  share  practice  East  of  the 
Connecticut  River.  Connecticut  License.  Please  respond 
to:  CSMS  c/o  GP/JM. 

INTERNAL  MEDICINE 

BC/BE  Internist  w/wo  subspecialty  to  join  three  primary 
care  physicians  in  New  Haven.  Academic  teaching  op- 
portunities. Initial  salary  with  the  hope  of  partnership. 
Send  CV  or  call:  Wayne  S.  Warren,  M.D.,  1308  Chapel 
Street,  New  Haven,  CT  06511.  Phone:  (203)  865-5111. 

Community  Health  Center  in  Hartford,  CT  seeks  Inter- 
nist physician.  Benefits  package,  loan  repayment  pro- 
gram. Please  send  CV  or  call:  Usha  Reddy,  M.D.,  Char- 
ter Oak  T errace/Rice  Heights  Health  Center,  8 1 Overlook 
Terrace,  Hartford,  CT  06106.  Phone:  (203)  236-0857. 

Currently  seeking  full-time/part-time  (IM/FP)  BC/BE 
physician  with  focus  on  women’s  issues  to  join  a multi- 
service medical  facility  providing  outpatient  preventive 
medicine  and  primary  care  exclusively  to  women.  The 
medical  practice  is  complimented  by  a nurse  practitioner 
in  adult  medicine  and  gynecology,  a nutritionist  with 
individual  weight  loss  and  cholesterol  reduction  pro- 
grams, 3 psychotherapists,  ACR  accredited  mammo- 
graphy, ultrasound,  in-house  laboratory,  and  asthma  and 
allergy  specialist.  Women’s  Care  is  proud  of  its  compre- 
hensive approach  to  medical  care  and  health  care  main- 
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tenance  and  welcomes  you  to  join  our  team  of  health  care 
professionals  committed  to  women’s  issues  and  educa- 
tion. For  more  information,  contact:  Caryn  Nesbitt,  M.D., 
Medical  Director,  85  Poheganut  Drive,  Groton,  CT  06340. 
Telephone:  (203)  448-6303. 

General  Internist  with  or  without  subspecialty,  wanted  for 
July  1994  to  join  Internal  Medicine  group  practice  in 
semi-rural  Windham  County,  CT,  with  a service  popula- 
tion of  100,000.  Ideal  environment  for  raising  a family 
and  located  within  an  hour  of  three  University  of  Medical 
Centers.  Initial  salary  with  progression  to  full  partner- 
ship. send  CV  and  particulars  to  Paul  J.  Matty,  M.D., 
Medical  Center  of  Northeast  Connecticut,  612  Hartford 
Pike,  Dayville,  CT  06241. 

INTERNAL  MEDICINE— GERIATRICS 

Excellent  full  or  part-time  opportunity  exists  at  Yale 
University  affiliated  VA  Medical  Center.  Position  in- 
volves complex  patient  care  in  an  extended  care  setting 
and  teaching  responsibilities  and  offers  opportunity  of 
clinical  appointment  at  Yale.  Malpractice  coverage  is 
provided.  Salary  is  commensurate  with  education  and 
experience.  Outstanding  benefit  and  retirement  package. 
Please  respond  to  Margaret  Drickamer,  M.D.,  VA  Medi- 
cal Center,  950  Campbell  Avenue,  West  Haven,  CT 
06516.  Telephone:  (203)  937-3871.  VA  is  an  Equal 
Opportunity  Employer. 

MEDICAL  DIRECTOR 

Medical  Director:  Full-time  position  at  Connecticut  based 
subacute  facility  for  BC/BE  internists.  Physician  will  join 
existing  professional  service  component,  made  up  of 
physicians  of  pulmonary  disease,  physical  medicine  and 
psychiatry,  as  a general  practitioner  treating  patients  with 
TBI,  chronic  respiratory  illnesses,  acute  illnesses  as  well 
as  providing  rehabilitative  services.  The  organization’s 
mission  is  providing  uncompromised  quality  care  with 
continuity  of  care  guaranteed  by  an  inhouse  clinical  staff. 
In  keeping  in  sync  with  the  current  trends  of  shortened 
hospital  stays  and  the  proposed  health  care  reforms,  this 
organization’s  focus  is  on  providing  a subacute  environ- 
ment as  a viable  and  effective  answer.  Please  send  cur- 
riculum vitae  to  Donna  R.  McCarty,  J.  Morrissey  & 
Company,  50  Columbus  Boulevard,  Hartford,  CT  06106- 
1910,  (203)  246-9000. 

Exciting  opportunities  for  a Medical  Director  and  Staff 
Physician  needed  for  rapidly  growing  occupational  medi- 
cine and  walk-in  clinic.  Hospital  owned  and  operated 
with  excellent  facility  in  established  location  close  to  the 
CT  shoreline  area,  Hartford  and  New  Haven.  Approxi- 
mate 50-50  split  in  walk  in  care  and  OM.  Due  to  rapid 
growth  in  our  OM  program,  physicians  with  experience 


and  interest  in  this  area  are  preferred.  Excellent  salary, 
comprehensive  benefits,  36  hour  base  work  week  with 
option  for  additional  shifts.  CVs  to:  W.  Gordon  Van  Nes, 
M.D.  FACEP,  Chairman  Dept,  of  Emergency  Services, 
Middlesex  Hospital,  28  Crescent  Street,  Middletwon,  CT 
06457.  Telephone:  (203)  344-6691. 

OB/GYN 

Community  Health  Center  in  Hartford,  CT  seeks  OB- 
GYN  physician.  Benefits  package,  loan  repayment  pro- 
gram. Please  send  CV  or  call:  Usha  Reddy,  M.D.,  Charter 
Oak  Terrace/Rice  Heights  Center,  81  Overlook  Terrace, 
Hartford,  CT  06106.  Phone:  (203)  236-0857. 

PEDIATRICS 

Pediatrician:  BC/BE  pediatrician.  Pediatrician  needed  to 
join  a 5 Pediatric  group  in  southeastern  Connecticut. 
Large  new  office,  unique  call  system.  Full  time  or  Part 
time.  Contact  Gales  Ferry  Pediatric  Group  at;  P.O.  Box 
608,  Gales  Ferry,  CT  06335,  our  phone  is  (203)  464-7248. 

Community  Health  Center  in  Hartford,  CT  seeks  Pedia- 
trician physician.  Benefits  package,  loan  repayment  pro- 
gram. Please  send  CV  or  call:  Usha  Reddy,  M.D.,  Charter 
Oak  Terrace/Rice  Heights  Health  Center,  81  Overlook 
Terrace,  Hartford,  CT  06106.  Phone:  (203)  236-0857. 

Exceptional  opportunity  to  join  a pediatric  practice  of 
four  Board  Certified  pediatricians.  Located  in  shoreline 
community,  five  miles  from  Yale-New  Haven  Medical 
Center,  our  chief  hospital  affiliation.  Salary  $1 10,000.00/ 
year.  Malpractice  Insurance  included.  Buy-in  option  also 
available.  Call:  1-203-248-4846,  any  evening  after  8:00 
P.M. 

Three  pediatricians  seeking  BC/BE  pediatrician.  Pleas- 
ant, busy  practice.  Rewarding  family-life  and  schools. 
Scenic  comer  of  semi-rural  Connecticut;  two  universi- 
ties; new  hospital  constmction  completed.  Send  CV  in 
care  of:  CSMS  c/o  PD/RK. 

Exceptional  pediatric  practice  opportunity  in  a beautiful 
New  England  town.  Enjoy  small  town  charm  while  living 
between  New  York  City  and  Boston.  This  booming  single 
doctor  practice  in  Norwich,  CT  has  a full  time  nurse 
practitioner  and  shares  call  with  six  physicians.  Financial 
package  including  competitive  salary,  excellent  benefits 
and  malpractice  insurance.  Call  (203)  886-5 1 30  for  Mary 
Eslick,  M.D. 

PRIMARY  CARE 

Full  or  part  time  position  open  in  a busy  Primary/Ambu- 
latory office  in  Hamden,  CT.  X-ray  and  Physical  Therapy 
on  premises.  Flexible  hours.  Call  281-4055  or  visit  at 
2340  Whitney  Avenue,  Hamden,  CT. 
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PULMONARY/CRITICAL  CARE 

ABIM-certified,  Board  eligible  in  Pulmonary /Critical 
Care,  university  trained,  skilled  at  all  diagnostic  proce- 
dures (laser  bronchoscopy  included)  seeks  position  in 
Greenwich,  Westport,  Enfield  or  other  locations.  Hard- 
working, personable.  Please  leave  message  for  Dr.  Fink  at 
718-796-1816  to  arrange  interviews.  C.V.  letters  of  rec- 
ommendations available  upon  request. 

PHYSICIANS  WISHING  TO  PRACTICE  IN 
THE  STATE  OF  CONNECTICUT 

GASTROENTEROLOGY 

Available  July  1994.  Age  32.  Licensed  in  New  York. 
Passed  National  Boards.  American  Board  Certified.  M.D. 
at  University  of  V ermont  College  of  Medicine.  Internship 
and  Residency  at  Beth  Israel  Medical  Center  in  New 
York.  Would  like  to  join  a solo,  group  or  associate 
practice  in  a medium  size  community  in  Connecticut. 
Would  consider  to  practice  some  Internal  Medicine  as 
well  as  Gastroenterology.  Skilled  in  performing 
endoscopic  procedures,  motility  and  pH  studies,  in  addi- 
tion to  an  interest  in  hepatology.  Please  respond  to:  CSMS 
c/o  GA/DH. 

INTERNAL  MEDICINE 

Available  July  1994.  Age  31.  Licensed  in  Connecticut. 
Passed  National  Boards.  M.D.  at  New  York  College  of 
Osteopathic  Medicine.  Internship  at  Massapeaua  General 


Hospital.  Residency  at  Norwalk  Hospital — Yale  School 
of  Medicine.  Would  like  to  join  a group,  associates  or 
institutional  practice  in  Connecticut.  Interests  in  Cardiol- 
ogy, Pulmonary  Medicine  and  Sports  Medicine.  Please 
respond  to:  CSMS  c/o  IM/MS. 

Available  July  1994.  Age  41.  Licensed  in  Maryland. 
Passed  National  Boards.  American  Board  eligible.  M.D. 
at  Pathpulra  Medical  College.  Internship  and  Residency 
at  Prince  George’s  Hospital  Center.  Looking  for  J-V  Visa 
waver  program/sponsorship.  Would  like  to  join  a solo  or 
group  practice  in  a small  community  in  Connecticut. 
Please  respond  to:  Gurmej  S.  Dhillon,  M.D.,  6023 
Springhill  Drive,  #301,  Greenbelt,  MD  20770. 

PEDIATRICS 

Available  July  1994.  Age  39.  Licensed  in  Pennsylvania. 
Passed  National  Boards.  American  Board  certified.  M.D. 
at  F.M.G.E.M.S.  Internship  at  H.P.  Medical  College  in 
India.  Residency  at  Beth  Israel  Medical  Center.  Would 
prefer  area  with  good  schools — hospital  based  practice. 
Would  like  to  join  a group  practice  in  a medium  size 
community  in  Connecticut.  Please  respond  to:  Radmika 
Malmotra,  M.D.,  353  East  17th  Street,  Apt.  5F,  New  York 
City,  NY  10003. 

RADIOLOGY 

Semi-retired,  Board  Certified  General  Radiology.  Also, 
Nuclear  Medicine  Certification.  Available  for  hour,  day 
or  weekly  coverage.  Licensed  in  six  states.  Practiced  in 
Connecticut  for  38  years.  Call  (203)  434-1617. 


PAID  CLASSIFIED  ADVERTISING 


All  PAID  classified  advertising  orders,  correspondence,  and  payments  should  be  directed  to:  CONNECTICUT 
MEDICINE,  Classified  Department,  160  St.  Ronan  Street,  New  Haven,  CT  06511,  Tel.  (203)  865-0587.  The  Classified 
rates  are  as  follows:  $60.00  for  25  words  or  less;  plus  $1.00  each  additional  word.  For  confidential  answers,  the  cost 
is  $3.00  per  insertion,  sent  in  care  of  CONNECTICUT  MEDICINE.  Ad  copy  must  be  typewritten,  double  spaced,  with 
payment,  and  delivered  no  later  than  the  first  day  of  the  month  preceding  the  month  of  issue. 


MEDICAL  PRACTICE  FOR  SALE  MEDICAL  PROVIDERS— DOCTORS 

PEDIATRICS  WALK-IN  FAMILY  PRACTICE 

Do  you  feel  the  stress  of  ”Medicaire“  and  Medicaid?  I 
Fully  equipped  (including  x-ray).  Owner  has  other  inter-  have  the  solution  to  your  Recievables  Problem.  Paul 
ests;  available  immediately.  Reply  P.O.Box  589,  West  LaRose  / (203)  484-2913. 

Haven,  CT  06516. 

MEDICAL  OFFICE  SPACE  FOR  LEASE 

Growing  area  in  North  Madison,  Connecticut.  2,400  or 
1,200  sq.  feet  available  in  busy  shopping  center.  Contact 
Woodgreen  Management,  (203)  933-9440. 
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Stereotactic  Needle  Biopsy  of  Nonpalpable  Breast  Masses 


HUGH  S.  VINE,  M.D.,  JILL  E.  JACOBS,  M.D.,  EDWARD  B.  CRONIN,  M.D., 

AND  WILLIAM  E.  CLARK,  M.D. 


ABSTRACT — One  hundred  two  patients  with 
nonpalpable  breast  masses  that  presented  as 
mammographic  densities  with  or  without 
calcification  were  studied  consecutively.  Using  the 
Stereotix  stereotactic  device,  fine-needle  aspirations 
were  obtained  with  subsequent  hook-wire  placement 
followed  by  surgical  excision.  Pathology  results  were 
reached  separately  and  then  compared  to  the 
cytologic  diagnoses.  For  patients  with  adequate 
cytologic  material,  sensitivity  was  95%  and 
specificity  was  100%.  There  were  six  suspicious  or 
equivocal  diagnoses:  three  were  determined  to  be 
benign,  while  three  were  malignant.  There  was 
inadequate  tissue  in  13%.  Although  this  technique 
had  limitations,  for  patients  with  adequate  cytologic 
and  histologic  material  the  accuracy  was  excellent. 

AT  present,  in  most  institutions,  after  a suspicious 
nonpalpable  lesion  is  detected  mammographically 
the  patient  has  a needle  localization  of  that  lesion  for 
subsequent  operative  removal.  In  recent  years  in  this 
country,  several  investigators  have  described  their  ex- 
periences with  stereotactic  percutaneous  needle  bi- 
opsy. This  approach,  if  reliable,  would  obviate  the  need 
for  many  of  the  excisional  biopsies  of  benign  lesions 
and  aid  the  surgeon  to  plan  an  approach  in  a patient  with 
a known  breast  malignancy.  In  addition,  this  technique 
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would  decrease  the  cost  and  anxiety  of  follow-up 
mammographic  examinations.  Although  developed  in 
the  mid-1970s,  there  are  still  a relatively  small  number 
of  prospective  studies  comparing  all  patients  who  had 
a stereotactic  percutaneous  biopsy  with  immediate 
needle  localization  and  excisional  biopsy.1'4  There  have 
also  been  several  studies  where  only  a portion  of  the 
patients  have  had  immediate  surgical  follow-up.5  8 

In  an  attempt  to  evaluate  the  accuracy  of  this  new 
technique,  we  analyzed  our  results  of  101  stereotactic 
needle  aspiration  biopsies  of  nonpalpable  masses  that 
were  to  have  needle  localization  and  excisional  biopsy. 

Materials  and  Methods 

Mammograms  of  patients  who  were  to  have  needle 
localization  and  excisional  biopsy  were  reviewed.  If  a 
mass  (with  or  without  calcium)  was  the  worrisome 
abnormality  and  was  not  close  to  the  chest  wall,  the 
patient  was  included  in  the  study.  All  patients  signed 
appropriate  consent  forms. 

By  using  a stereotactic  attachment  (Stereotix,  GE, 
Milwaukee,  WI)  affixed  to  our  Senographe  500T  (GE 
Medical  Systems)  the  lesion  was  localized.  An  18 
gauge  7 cm  Seldinger-type  needle  (UMI)  was  inserted 
into  the  needle  mount  and  advanced  to  the  appropriate 
depth  (center  of  mass).  The  trocar  was  removed  and 
three  different  Westcott-type  aspiration  needles  were 
inserted  for  aspiration:  20  gauge,  22  gauge,  and  modi- 
fied 22  gauge  with  a curved  distal  tip.  Aspirated  mate- 
rial was  smeared  on  slides  and  fixed  in  95%  alcohol  for 
cytologic  evaluation  without  knowledge  of  the  surgical 
biopsy  result. 

All  specimens  were  categorized  as  follows: 

A.  Unsatisfactory  or  nondiagnostic 

B.  Negative  or  benign  with  or  without  some  atypia  or 
other  special  note 
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Table  1. — Histology  of  Neoplasms 

Malignant  Tissue  Diagnosis 

Cases 

Size  (cm.) 

Invasive  Ductal  Carcinoma 

18 

0.7-2. 5 

Infiltrating  Lobular  Carcinoma 

3 

0.9-1. 4 

Tubular  Carcinoma 

2 

1.2-2. 1 

Ductal  Carcinoma-in-Situ 

2 

1. 0-2.0 

Metastatic  Malignant  Melanoma 

1 

1.4 

C.  Suspicious  or  equivocal 

D.  Positive  for  malignancy  but  with  a qualifying  or  a 
cautionary  note 

E.  Positive  for  malignancy  without  qualification 

For  purposes  of  the  study,  categories  D and  E were 

considered  positive.  A positive  reading  with  a caution- 
ary note  (D)  was  rendered  on  one  of  the  diagnoses  of 
tubular  carcinoma. 

Results 

One  hundred  two  patients  were  studied.  Three  were 
excluded  from  the  study:  two  patients  had  lesions  that 
were  too  close  to  the  chest  wall  and  could  not  be  imaged 
within  the  opening  on  the  compression  plate;  one  pa- 
tient had  needle  position  too  far  from  the  mass  preclud- 
ing adequate  sampling.  The  remaining  99  patients  had 
101  aspiration  biopsies.  Seventy-five  (74%)  masses 
were  benign  while  the  remaining  twenty-six  (26%) 
were  malignant  (Table  1).  Twenty-four  patients  had 
cysts  with  fluid  removed  during  the  procedure;  the 
mass  disappeared  on  immediate  follow  up  mammogram. 
One  of  these  patients  nevertheless  had  an  excisional 
biopsy  despite  the  lack  of  a mass  following  the  proce- 
dure. In  19  of  these  cases  the  fluid  was  smeared  on  a 
slide  and  sent  for  cytologic  evaluation  which  proved  to 
be  either  as  benign  or  inadequate.  In  four  no  cytologic 
specimen  was  sent  for  study. 

Seventy-eight  aspirations  had  tissue  follow-up  (in- 
cluding one  of  the  cysts).  Thirteen  (13%)  had  unsatis- 
factory or  nondiagnostic  aspirates.  Since  the  biopsy 
was  performed  without  a pathologist  in  attendance,  no 
additional  attempts  to  acquire  adequate  material  were 
made.  Of  these,  three  proved  to  be  malignant  and  all 
were  attempted  in  the  first  one  third  of  patients  done, 
while  eight  of  the  remaining  1 0 had  fibrous  mastopathy 
or  fibrocystic  change,  a very  difficult  diagnosis  with 
fine  needle  aspiration  biopsy  (FNAB).  The  other  two 
diagnoses  were  fibroadenoma  and  lipoma.  Six  aspirates 
were  suspicious  and  three  of  these  were  subsequently 
shown  to  have  cancer  by  excisional  biopsy.  The  re- 
maining 59  (including  one  cyst)  had  definitive  diag- 
noses both  cytologically  and  histologically.  Fifty-eight 
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Table  2. — Relationship  Between 
Cytologic  and  Histologic  Diagnosis 

Histology 

Benign  Malignant 

Benign 

39  1 

Cytology 

Malignant 

0 19 

Sensitivity 

= 95%  Specificity  = 100% 

Positive  Predictive  Value 

= 100% 

Negative  Predictive  Value 

= 98% 

Accuracy 

= 98% 

were  correctly  identified  while  there  was  one  false 
negative  that  occurred  in  the  first  one  third  of  biopsies 
performed.  Thus,  for  patients  with  adequate  cytologic 
material  and  histologic  follow-up  (59  patients),  sensi- 
tivity was  95%  and  specificity  100%. 

Lobular  carcinoma-in-situ  (LCIS),  by  itself,  was  not 
considered  a malignant  process  in  this  study.  It  is 
always  an  incidental  finding  in  the  course  of  a work-up 
for  other  indications,  does  not  produce  a mammographic 
target  lesion,  and  is  of  unpredictable  clinical  behavior 
in  the  individual  case.  In  this  study,  LCIS  was  en- 
countered in  association  with  one  atypical  intraductal 
hyperplasia,  one  fibroadenoma,  and  two  cases  of  tubu- 
lar carcinoma.  These  cases  have  been  classified  accord- 
ing to  the  associated  lesion,  two  benign  and  two  malig- 
nant. 

Discussion 

With  the  increasing  use  of  mammography  and  its 
detection  of  nonpalpable  abnormalities,  the  patient  and 
physician  are  faced  with  the  dilemma  of  either  needle 
localization  followed  by  a biopsy  or  careful  mammo- 
graphic monitoring.  The  former  involves  a surgical 
procedure  that  is  expensive  and  usually  results  in  a mild 
cosmetic  abnormality.  The  positive  predictive  value  for 
this  procedure  is  approximately  20  to  25%. 9 Stereotac- 
tic needle  biopsy  offers  the  possibility  of  acquiring  the 
same  information  less  invasively  and  less  expensively. 

For  those  patients  with  satisfactory  cytologic  and 
histologic  material,  the  accuracy  was  excellent:  58  of 
59  patients  were  correctly  diagnosed.  However,  21% 
had  either  inadequate  material  or  an  indeterminate 
cytologic  diagnosis.  If  one  compares  the  first  one  third 
of  the  aspirates  with  the  last  two  thirds,  one  can  see  an 
apparent  difference  in  the  results  although  the  numbers 
are  too  small  to  evaluate  statistically.  Proportionately, 
there  were  twice  as  many  inadequate  aspirates  in  the 
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first  group  (7/34  or  21%)  as  in  the  second  group  (7/68 
or  10%).  In  addition,  of  the  seven  cancers  not  identified 
by  FNAB,  one  was  a false  negative  (in  retrospect,  the 
needle  was  placed  peripheral  to  the  lesion),  three  were 
suspicious  and  three  had  inadequate  tissue;  all  occurred 
in  the  first  one  third  of  the  aspirates.  These  data  suggest 
that  there  is  a learning  curve  in  using  this  stereotactic 
device.  Nevertheless,  of  the  26  cancers  in  the  study, 
seven  were  not  conclusively  diagnosed.  Even  though 
no  repeat  passes  could  be  performed  because  of  the 
structure  of  the  study,  this  failure  rate  appeared  to 
improve  in  the  latter  part  of  the  study.  In  any  event, 
these  failures  could  be  remedied  by  having  a 
cytopathologist  in  the  room  to  analyze  each  specimen 
as  it  is  taken.  If  the  material  is  inadequate,  repeat 
aspirations  could  be  undertaken.  A more  attractive 
alternative  (although  not  yet  shown  to  be  definitely 
superior)  may  be  the  use  of  an  automated  biopsy  gun  to 
obtain  large  core  specimens  for  histologic  examination 
of  both  masses  and  microcalcifications.2  3 This  tech- 
nique is  more  easily  performed  with  the  new  dedicated 
table-top  units,  and  obviates  the  need  for  a specially 
trained  pathologist  to  be  present  during  the  biopsy. 

It  was  surprising  and,  from  the  study’s  standpoint, 
unfortunate  to  have  24  of  the  masses  diagnosed  as  cysts. 
Most  of  these  cases  were  referred  from  the  outside  with 
ultrasound  studies  that  suggested  a solid  or  indetermi- 
nate lesion,  and  thus  had  been  scheduled  for  needle 
localization. 

The  Stereotix  stereotactic  device  had  technical  pro- 
blems that  gave  the  radiologist  and  the  technician  some 
trouble  until  they  became  familiar  with  it.  In  addition, 
having  the  patient  sitting  upright  in  a confined  space  for 
several  minutes  during  the  biopsy-localization  proce- 
dure occasionally  resulted  in  patient  motion  or  light- 
headedness. The  newer  dedicated  table-top  device  seems 
to  have  solved  many  of  the  technical  problems  associ- 
ated with  the  Stereotix  device.  Furthermore,  the  patient 
is  prone  and  more  comfortable,  thus  minimizing  mo- 
tion and  the  risk  of  syncope. 

The  cost  of  the  stereotactic  procedure  was  not  pre- 
cisely determined  and  compared  with  the  cost  of 
excisional  biopsy,  as  this  stereotactic  protocol  was  part 
of  a research  project.  However,  an  estimate  of  the  total 
cost  of  the  procedure  was  approximately  $1,000  to 
$1,200,  compared  with  the  cost  of  an  excisional  biopsy 
of  $2,000  to  $2,500.  This  corresponds  to  others’  cost 
analysis.24 

No  attempt  was  made  to  evaluate  patient  satisfaction 
as  the  biopsy  procedure  in  our  study  was  part  of  the 
needle  localization  procedure  and  so  the  needle  biopsy 
could  not  be  separated  from  the  rest  of  the  procedure. 


However,  as  noted  by  virtually  all  investigators,  the 
better  cosmetic  result  with  a needle  biopsy  certainly 
favors  this  approach. 

Our  results  and  those  of  others  suggest  an  approach 
with  mammographically  detectable  masses.  As  Sickles 
has  suggested,  if  the  lesions  are  probably  benign,  close 
careful  mammographic  evaluation  should  be  sufficient.10 
If  the  lesion  is  more  suspicious,  a FNAB  or  core  biopsy 
could  be  undertaken.  A dedicated  table-top  stereotactic 
device,  although  more  expensive  than  the  Stereotix 
unit,  does  have  several  advantages:  the  patient  is  prone, 
more  comfortable,  and  abnormalities  close  to  the  chest 
wall  are  more  easily  accessible.  In  addition,  with  these 
units  the  needles  are  hidden  from  the  patient  and  a 
biopsy  gun  with  larger  needles  (14  gauge  and  1 8 gauge) 
may  readily  be  used.  Using  a percutaneous  approach, 
should  a FNAB  or  core  biopsy  using  a larger  needle  be 
used?  There  are  insufficient  data  in  the  literature  to 
answer  this  question  although  the  larger  sample  of 
tissue  with  the  core  biopsy  should  make  it  easier  to 
diagnose  benign  lesions  and  minimize  the  high  rate  of 
inadequate  sampling  that  we  experienced.  Certainly,  in 
our  series  the  13%  inadequate  sampling  rate,  although 
not  different  from  others’  results  using  FNAB,  may 
suggest  that  obtaining  cores  of  tissue  would  result  in 
minimal  sampling  failure,  as  Parker  has  shown.2-3  In 
addition,  there  should  be  no  equivocation  in  histologic 
evaluation  (as  with  standard  excisional  biopsies)  in 
contrast  to  the  cytologic  evaluation  with  its  five  catego- 
ries (see  above).  In  addition,  at  many  centers  where  a 
skilled  cytopathologist  is  not  available,  core  biopsies 
offer  away  to  obtain  tissue  that  can  be  analyzed  by 
pathologists  lacking  specialized  training  in  cytopa- 
thology. 

In  conclusion,  our  results  with  fine  needle  aspiration 
biopsy  of  nonpalpable  lesions  indicated  that,  although 
the  results  were  promising,  13%  of  the  biopsies  were 
inadequate  and  8%  had  indeterminate  cytologic  diag- 
noses. It  would  seem  that  a core  biopsy  with  its  im- 
proved tissue  sampling  and  minimal  equivocal  diag- 
noses is  a better  approach  to  nonpalpable  lesions,  but 
more  data  are  needed.  The  gold  standard  is  still  the 
excisional  biopsy  with  accuracy  rates  of  99.8%;  the 
core  biopsy  must  meet  these  standards  if  it  is  to  replace 
it.11’12 
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ABSTRACT — With  the  large  and  increasing  numbers 
of  sexually  active  adolescents,  pediatricians  must  learn 
to  deal  with  the  issues  of  adolescent  pregnancy  and 
sexually  transmitted  diseases  (STD).  This  is  particularly 
true  at  a time  when  health  care  reform  will  encourage 
primary  care  physicians  to  assume  a greater  role  in 
general  medical  management  of  their  patients.  One 
hundred  Connecticut  general  practice  pediatricians 
were  randomly  selected  to  examine  the  frequency, 
level  of  comfort,  and  rationale  for  involvement 
regarding  sexual  history  taking,  contraceptive 
counseling,  and  performance  of  pelvic  examinations. 
This  represents  9%  of  all  Connecticut  pediatricians. 
The  response  rate  was  54  % . The  results  were  as  follows: 
Seventy-nine  percent  of  responding  pediatricians 
counseled  on  STDs,  39  % counseled  on  family  planning, 
and  only  62  % almost  always  took  a sexual  history  from 
the  their  adolescent  patients,  ages  10  and  up.  Thirty- 
one  percent  of  respondents  stated  they  would  refer  a 
male  inquiring  about  contraception  to  a family  planning 
clinic.  Thirty-eight  percent  never  do  pelvic 
examinations  on  their  sexually  active  adolescent 
patients.  Connecticut  pediatricians  are  providing 
adolescents  with  counseling  on  other  high-risk 
behaviors  such  as  drug  and  alcohol  use,  but  provide 
inadequate  care  related  to  adolescent  sexual  activity. 
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Introduction 

THE  problems  associated  with  adolescent  sexual 
intercourse  include  the  risk  of  acquiring  a sexually 
transmitted  disease  (STD)  and  the  negative  impact  of 
early  and/or  unintended  pregnancy,  both  on  the  adoles- 
cents and  their  child.  Despite  development  of  preven- 
tion programs,  the  incidence  of  these  two  conditions  is 
increasing  and  parallels  the  increasing  number  of  sexu- 
ally active  adolescents.  In  1992,  nearly  40%  of  15-year- 
old  females  had  experienced  coitus,1  this  figure  has 
nearly  doubled  since  1980. 2 In  1960  there  were  56,902 
cases  of  gonorrhea  in  persons  age  10  to  19  in  the  United 
States.  In  1980,  the  incidence  had  increased  to  256, 112, 
with  8,900  cases  involving  10  to  14  year  olds.5  In  1987, 
2.5  million  adolescents  had  contracted  a STD  (exclud- 
ing HIV).3 

The  goal  of  primary  prevention  is  to  reduce  morbid- 
ity and  mortality  through  preventive  counseling.  In 
1983  Marks  et  al  confirmed  that  primary  care  providers 
have  contact  with  a sufficient  number  of  adolescents  to 
attempt  an  impact  through  preventive  counseling.  They 
surveyed  3,778  ninth  to  12th  grade  students  in  a middle 
class,  suburban  school  system  and  had  a 17%  response 
rate.  Ninety  percent  of  the  responding  students  named 
a private  physician  as  their  health  care  provider,  49%  of 
these  were  pediatricians4;  93%  stated  they  had  seen  a 
physician  in  the  last  year.  For  88%  of  the  students,  the 
last  visit  was  for  a non-illness  reason,  most  likely  a 
school  physical.4 

Pediatricians  should  be  well  suited  to  attend  to  the 
needs  of  adolescents.  However,  Orr’s  study  of  331 
primary  care  physicians  in  Indiana  indicated  that  pedia- 
tricians counsel  adolescents  less  often  than  family  phy- 
sicians. Pediatricians  (n=82)  felt  that  the  adolescent 


VOLUME  58,  NO.  2 


71 


Table  1. — Comparison  of  demographic  data  with  other  similar  surveys. 

Current 

Neinstein  & Shapiro 

Orr  et  al 

[9] 

[5] 

Response  rate 

54/100  = 54% 

287/690  = 41.5% 

42% 

Mean  age 

48.1  (SD=1 1.4) 

47.8 

46.9  (SD=1 1.2) 

Age  distribution 

83.2%  >38 

62.4%  >40 

Mean  practice  years 

17.7  (SD=10.8) 

17.7 

Practice  years  dist 

85.2%  >6 

62.2%  >10 

% Male 

80% 

61% 

84% 

% Female 

20% 

31% 

21% 

portion  of  their  practices  consisted  of  99%  medical 
care,  73%  counseling  (any  topic),  and  31%  family 
planning  counseling.5  Family  practitioners  reported 
approximately  12%  more  general  counseling  and  56% 
more  family  planning  counseling  than  pediatricians.5 
Furthermore,  Joffe  et  al  reported  that  internists  were 
providing  more  counseling  to  adolescents  than  pedia- 
tricians.6 Joffe  surveyed  362  college  freshman  who 
stated  that  exercise,  nutrition,  self-breast  examination, 
and  weight  control  were  the  four  most  common  areas  of 
counseling  provided  by  their  primary  care  physicians.6 
The  physicians’  correspondingly  reported  these  were 
the  topics  most  frequently  discussed.6  Joffe’ s study  also 
revealed  that  contraception  was  the  fifth  most  desired 
topic  for  more  information  by  female  students,  and 
STDs  were  the  fourth  most  desired  topic  for  more 
information  by  males.6  However,  physicians  did  not 
perceive  these  as  the  most  commonly  desired  topics.  In 
fact,  Orr  noted  that  physicians,  especially  pediatri- 
cians, thought  STDs  and  contraception  were  less  of  a 
problem  for  their  patients  and  presumably  did  not  dis- 
cuss those  areas  as  a result.5  Orr’s  data  also  indicate  that 
three  fourths  of  the  respondents  said  they  received  no 
counseling  on  10  of  15  health  related  topics  in  which 
they  had  interest.6  Clearly  there  are  gaps  between  phy- 
sician and  adolescent  perception  of  counseling  needs.6 
This  discordance  may  stem  from  several  areas  includ- 
ing, (1)  physicians’  tendency  to  assess  incorrectly  the 
amount  and  type  of  counseling  needed  by  adolescents,4 
(2)  pediatricians’  reluctance  to  discuss  topics  with 
which  they  are  uncomfortable,  and  (3)  adolescents’ 
discomfort  with  asking  physicians  or  other  adults  for 
advice  on  these  areas.7 

Figueroa  et  al  surveyed  the  attitudes  of  primary  care 
physicians  toward  their  adolescent  patients.  Greater 
than  50%  of  these  physicians  thought  adolescents  were 
“not  consistently  honest”;  33%  thought  adolescents  did 


not  talk  enough;  and  33%  thought  they  did  not  follow 
medical  advice.8  Moreover,  Nader  et  al  found  that  66% 
of  pediatricians  believed  themselves  unlikely  to  effect 
lifestyle  changes  in  areas  of  most  common  counseling.6 
Blum  indicated  that  primary  care  physicians  feel  that 
they  lack  both  the  specialized  training  and  time  to  deal 
with  the  needs  of  their  adolescent  patients,  especially  in 
counseling.8  Orr  inquired  about  physicians’  self-per- 
ceived level  of  confidence  in  the  area  of  family  plan- 
ning, and  found  that  pediatricians  and  internists  de- 
scribed themselves  as  the  least  confident  of  all  primary 
care  specialties — this  includes  internal  medicine,  pedi- 
atrics, family  practice,  psychiatry,  and  obstetrics  and 
gynecology.5  These  two  groups  were  also  the  least 
interested  in  continuing  medical  education  on  the  topic.5 
Figueroa  indicated  that  this  level  of  confidence  may  be 
a reflection  of  lack  of  contact  with  adolescent  patients 
during  training.8  His  survey  reported  that  pediatric 
residents  saw  an  average  of  six  adolescents  per  year, 
second  only  to  medicine-pediatric  residents  at  6.5,  both 
relatively  low  numbers  compared  to  the  number  of 
infants  and  children  cared  for  by  these  residents.8 

Method 

In  order  to  assess  the  practices  of  Connecticut  pedia- 
tricians on  this  issue,  a survey  was  developed  consist- 
ing of  30  questions  addressing  the  areas  of  sexual 
history  taking,  contraceptive  counseling,  and  pelvic 
examinations.  Frequency  of  performance  and  rationale 
for  lack  of  performance  were  examined.  Although  most 
of  the  questions  were  in  a checklist  format,  one  open- 
ended  question  asked  respondents  for  comments  on  the 
role  of  the  parent  in  counseling  adolescents  on  sexual- 
ity. One  hundred  board  certified  pediatricians  were 
randomly  selected  from  Folio’s  Medical  Directory  of 
Connecticut  and  Rhode  Island,  7th  ed.  and  represented 
approximately  9%  of  all  Connecticut  pediatricians. 
Only  general  pediatricians  and  adolescent  medicine 
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Figure  1. — Routinely  discussed  topics  in  adolescent  counseling  (n=52). 


specialists  were  surveyed.  The  response  rate  was  54% 
after  excluding  individuals  who  were  deceased,  had 
changed  specialties  or  moved  without  a forwarding 
address,  and  after  a second  mailing.  For  two  respon- 
dents only  demographic  data  were  available.  No  iden- 
tification was  requested  to  ensure  confidentiality  and 
encourage  valid  self  reporting. 

Data  were  analyzed  using  the  Epi-Info  statistical 
analysis  package.  Because  of  the  small  number  of 
respondents,  the  continuous  data  of  respondent’s  age 
and  respondent’s  years  in  training  were  converted  into 
nominal  data  using  the  qualifier  “age  < 35”  and  “years 
in  practice  >6.”  These  were  chosen  because  first  year 
medical  students  in  1979,  the  year  following  the  Task 
Force’ s report  indicating  a need  for  an  adolescent  medi- 
cine exposure,  would  now  be  a minimum  of  35  years  of 
age  or  in  practice  a maximum  of  six  years.  On  average 
respondents  claimed  that  20%  of  their  practice  com- 
prised the  10-13  age  group  and/or  20%  was  1 4 years  old 
and  older.  For  statistical  purposes,  respondents’  prac- 
tices were  then  categorized  as  either  less  than,  or  greater 
than/equal  to  20%  of  each  age  group.  To  improve 
statistical  power,  these  two  categories  were  also  com- 
bined into  a third  category  based  on  the  total  percent  of 
adolescents  the  respondents  cared  for:  this  was  quali- 
fied as  less  than  or  greater  than/equal  to  40%.  Chi 
square  was  performed  on  the  available  data,  and  uncor- 
rected x2  values  were  used.  If  an  expected  value  was 
less  than  five,  a Fisher  exact  was  used.  P values  < .05 
were  considered  significant.  Exact  P values  are  listed  in 
the  text. 

Results 

Sample  size  was  sufficiently  large  to  be  representa- 
tive of  Connecticut  pediatricians.  Moreover,  when  the 


current  demographic  data  were  compared  with  previ- 
ous physician  questionnaires,  there  was  enough  simi- 
larity to  suggest  a sufficient  sample  size.  Neinstein  and 
Shapiro  surveyed  all  690  pediatricians  in  the  Los  Ange- 
les County  Medical  Directory  in  1986, 9 while  Orr  et  al 
included  pediatricians  in  their  survey  of  primary  care 
physicians  at  a southern  rural  medical  school  in  1991. 5 
The  current  questionnaire  data  were  comparable  on  five 
of  seven  demographic  points;  this  was  therefore  con- 
sidered representative  (see  Table  1). 

Seventy-eight  percent  of  the  sample  had  no  specialty 
training  in  adolescent  medicine.  Of  the  22%  who  had 
some  specialty  training,  five  had  fellowships,  six  had 
residency  rotations,  and  two  attended  workshops. 

The  respondents  (n=52)  estimated  that  most  of  their 
patients  were  from  middle  income  families  (78%),  but 
some  indicated  that  the  majority  of  their  patients  were 
from  low  income  families  (11%),  or  upper  income 
families  (9%). 

Nineteen  percent  (SD=9.1%)  of  the  responders’  pa- 
tients were  age  10  through  13;  23%  (SD=19.0%)  were 
14  or  older. 

The  four  most  common  routine  counseling  topics 
were  drug  and  alcohol  prevention  (92%),  sexual  activ- 
ity (91%),  growth  and  development  (90%),  and  nutri- 
tion (89%).  STDs  (71%),  family  planning  (39%),  and 
depression  and  suicide  (29%)  were  not  included  in  the 
top  four  (see  Fig.  1).  This  distribution  is  consistent  with 
Joffe’s  study.6  Five  percent  volunteered  that  they  were 
providing  counseling  on  violence  and  driving  safety. 
Of  the  91%  of  respondents  who  stated  that  they  rou- 
tinely discussed  sexual  activity  with  their  adolescent 
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Figure  2. — Contraceptives  discussed  with  adolescents  (n=42). 


patients,  20%  did  not  specify  STDs  nor  did  52%  specify 
family  planning.  It  is  unclear,  then,  what  specific  areas 
were  covered  by  these  respondents. 

Ninety-eight  percent  of  the  respondents  were  com- 
fortable dealing  with  adolescent  patients,  the  majority 
being  very  comfortable  (60%).  There  was  one  respon- 
dent who  reported  being  moderately  uncomfortable 
because  of  lack  of  clinical  experience  with  adolescents. 
When  asked  to  specify  their  level  of  comfort  with 
taking  a sexual  history,  98%  were  comfortable,  but  only 
40%  were  very  comfortable.  Finally,  when  asked  about 
their  level  of  comfort  with  performing  a pelvic  exami- 
nation, 69%  were  comfortable,  but  31%  were  uncom- 
fortable. There  was  no  statistically  significant  relation- 
ship between  any  one  demographic  variable  (respondent 
age  >35,  years  in  practice  >6,  sex,  specialty  training,  or 
type  of  specialty  training)  and  the  self-reported  comfort 
parameters.  However,  there  was  a positive  relationship 
between  general  comfort  with  adolescents  and  comfort 
with  sexual  history  taking  (P  = .0002)  and  between 
comfort  with  sexual  history  taking  and  comfort  with 
performing  pelvic  examinations  (P  =.024).  This  indi- 
cates consistent  responses. 

In  terms  of  sexual  history  taking,  6 1 % of  respondents 
always  took  a sexual  history,  3 1 % sometimes  took  one, 
8%  seldom  took  one.  When  respondents  did  take  sexual 
histories  theybegan  at  1 3.8  (SD=1 .6)  and  13.2(SD=1.5) 
years  in  males  and  females,  respectively.  This  in  spite 
of  the  fact  that  males  are  known  to  become  sexually 
active  at  an  earlier  age  than  females.10  There  was  no 
statistically  significant  relationship  between  the  fre- 


quency of  sexual  history  taking  and  respondent  age,  ’ 
years  in  practice,  gender,  specialty  training,  or  the 
number  of  adolescents  in  the  practice.  Frequency  of 
sexual  history  taking  was  a positive  predictor  of  per- 
forming a pelvic  examination  (P  =.006).  When  respon- 
dents who  less  than  “almost  always”  took  a sexual 
history  were  asked  why  they  did  not  take  such  a history 
routinely,  three  types  of  responses  prevailed  (n=13). 
Fifty-five  percent  had  insufficient  time  to  take  such  a 
history,  40%  felt  a sexual  history  was  not  indicated,  and 
33%  were  concerned  about  parental  approval.  This 
group  was  also  asked  how  they  decided  when  a sexual 
history  was  indicated,  the  most  common  answers  were 
that  a patient  initiated  complaint  (21%)  or  “clinical 
impression”  (21%). 

In  terms  of  contraception,  while  all  of  the  pediatri- 
cians polled  initiated  counseling  on  the  topic  at  some 
frequency,  only  48%  discussed  contraception  “almost 
always.”  Those  respondents  who  discussed  contracep- 
tion began  at  age  14.2  (SD=1.3)  and  13.6  (SD=1.4)  in 
males  and  females,  respectively.  The  methods  they 
discussed  were,  condoms  (90%),  abstinence  (73%), 
oral  contraceptive  pill  (OCP)(67%),  diaphragm  (37%), 
sponge  with  jelly  (27%);  levonorgestrel,  rhythm,  and 
cervical  cap  were  all  less  than  8%  (see  Fig.  2).  Of  note, 
two  respondents  also  discussed  the  intrauterine  device 
as  a contraceptive  method  in  adolescents.  Only  28%  of 
respondents  stock  condoms,  and  only  half  of  them 
(14%)  would  provide  an  inquiring  male  with  condoms. 
Thirty-one  percent  would  refer  the  inquiring  male  to  a 
family  planning  clinic  while  two  respondents  stated 
they  would  “encourage  the  girlfriend  to  begin  OCPs.” 
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Only  with 


Figure  3. — Frequency  of  routine  pelvic  examinations  in  sexually  active  adolescent  females  (n=50). 


While  45%  of  pediatricians  stocked  OCPs,  only  18% 
would  provide  them  to  an  inquiring  female,  and  31% 
would  write  a prescription.  Twenty-four  percent  stocked 
contraceptives  other  than  OCPs  and  condoms.  A total 
of  69%  of  respondents  would  refer  an  inquiring  female. 
When  asked  why  they  would  refer  (n=36),  47%  felt 
inadequately  trained.  31%  did  not  have  time.  14%  were 
concerned  about  parent  disapproval,  and  8%  did  not  see 
the  issue  as  an  indication  for  their  intervention.  Quali- 
tative responses  to  the  question  why  they  would  refer 
the  female  patient  included  patient  or  parent  refusals, 
referral  to  patient's  own  gynecologist,  referral  to  fe- 
male partner,  and  that  the  cost  of  free  contraception  was 
prohibitive. 

The  third  area  addressed  was  the  pelvic  examina- 
tions. Thirty-eight  percent  of  respondents  never  do  a 
pelvic  examination  on  their  sexually  active  female 
adolescent  patients  while  20%  do  them  routinely.  The 
remaining  42%  did  them  sometimes,  seldom,  or  only 
with  gynecologic  complaints  (see  Fig.  3).  When  asked 
why  pelvic  examinations  were  not  performed  routinely 
(n=36),  respondents  indicated  they  lack  training  (36%). 
or  time  (31%)  (see  Fig.  4).  The  most  common  response 
was  “other,  explain"  (44%)  and  included  such  answers 
as  “[I]  refer  to  a gynecologist,”  ’’partner  experienced 
with  adolescents,”  or  female  partner:  “patient  refuses 
examination;”  “I  do  not  have  the  equipment”;  and  "the 
practice  I joined  does  not  do  pelvic  examinations  and 
refuses  to  change.”  Of  the  eight  remaining  respondents 
who  did  not  answer  why  they  did  not  perform  pelvic 
examinations  routinely,  seven  never  performed  them 


and  one  performed  them  only  with  a gynecologic  com- 
plaint on  presentation.  Consistent  with  the  62%  of 
respondents  performing  pelvic  examinations  at  some 
frequency,  71%  of  offices  were  equipped  with  adult 
speculums.  69%  had  pelvic  examination  tables,  63% 
had  slides,  prep  materials,  and  virginal  speculums. 
When  performed,  pelvic  examinations  became  a rou- 
tine part  of  the  sexually  active  female  examination  at 
age  14.3  (SD=1.3)  and  a routine  part  of  the  virginal 
female  examination  at  age  18.0  (SD=1.2).  (The  Ameri- 
can College  of  Obstetrics  and  Gynecology  recommends 
that  virginal  females  receive  their  first  pelvic  examina- 
tion at  age  18.)  The  only  demographic  variable  that  was 
predictive  of  performing  a pelvic  examination  at  any 
frequency  was  respondent  gender:  female  respondents 
were  more  likely  to  perform  pelvic  examinations  than 
males  (P  = .042).  Respondent  specialty  training  in 
adolescent  medicine,  whether  fellowship,  residency 
rotation,  or  workshop,  did  not  show  a statistically 
significant  relationship  with  performing  a pelvic  ex- 
amination at  any  frequency;  in  fact,  specialty  training 
had  no  statistically  significant  relation  to  any  of  the 
self-reported  comfort  parameters;  this  may  be  an  arti- 
fact of  small  sample  size  since  only  13  respondents  had 
any  special  training  in  adolescent  medicine.  One  re- 
spondent who  reported  a year-long  fellowship  never 
performed  pelvic  examinations.  Furthermore  14%  of 
respondents  did  not  routinely  perform  breast  examina- 
tions. 12%  did  not  examine  the  external  genitalia,  and 
2%  did  not  routinely  perform  testicular  examinations 
(see  Fig.  5). 
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Personally  Uncomfortable  6% 


Not  Part  of  Pediatric  Care  6% 


36% 


Figure  4. — Rationale  for  not  performing  pelvic  examinations  in  sexually  active  adolescent  females  (n=36). 


Finally,  respondents  were  given  the  opportunity  to 
describe  their  view  of  parents’  role  in  adolescent  sexu- 
ality counseling.  Responses  were  categorized  by  re- 
sponse type.  Thirty-one  respondents  commented  on 
ways  parents  could  become  involved  in  their  adoles- 
cents’ sexual  decision  making;  this  represented  the  first 
category.  The  most  common  answer  was,  the  pediatri- 
cian should  encourage  both  the  adolescent  and  parent  to 
communicate  on  the  topic  of  sexuality  (48%).  Nineteen 
percent  of  the  respondents  who  answered  this  question 
felt  that  the  parents  should  be  involved  but  did  not 
specify  how.  Sixteen  percent  stated  that  the  parents 
should  have  discussions  with  the  adolescents  espe- 
cially in  the  preadolescent  years.  Thirteen  percent  re- 
ported that  the  parents  should  be  supportive  of  their 
adolescent’s  sexual  decisions  or  act  as  role  models 
without  any  specific  mention  of  parent-child  discus- 
sions. Finally,  one  respondent  indicated  that  they  never 
involve  the  parents.  The  second  category  regarded  the 
respondents’  respect  for  the  adolescent’s  confidential- 
ity (n=23):  ninety-one  percent  of  physicians  who  men- 
tioned confidentiality  stated  they  would  ensure  their 
patient’s  rights  in  that  respect,  while  the  remaining  9% 
of  respondents  who  answered  would  disregard  their 
patient’s  right  to  confidentiality  if  the  patient  was  less 
than  a certain  age  (unspecified).  The  final  group  of 
responses  formed  a category  of  when  pediatricians 
would  disregard  confidentiality,  there  were  eight  re- 
sponses. In  this  category  pediatricians  would  involve 
parents  if  the  patient  was  engaged  in  “high-risk  behav- 
ior” (50%),  if  HIV  testing  was  required  (13%),  if  the 


adolescent  was  pregnant  (13%),  when  there  was  a 
medical  contraindication  to  pregnancy  (13%),  or  when 
the  adolescent  was  not  exhibiting  willingness  to  be 
actively  responsible  for  her  or  his  own  health(13%). 

Discussion 

If  a pediatrician  were  to  see  20  adolescents  over  the 
next  few  weeks,  chances  are  that  12  will  become  sexu- 
ally active  before  graduation  and  one  will  become 
pregnant.11  Accordingly,  the  American  Academy  of 
Pediatrics  (AAP)  has  stated,  “Routine  adolescent  care 
includes  taking  a sexual  history,  identifying  adoles- 
cents at  risk,  and  assuring  they  receive  necessary  birth 
control.”12  Since  adolescents  generally  do  not  attend 
referrals,13  the  primary  health  care  provider  must  con- 
sider performing  the  necessary  counseling,  examina- 
tions, or  procedures.  If  that  provider  is  a pediatrician 
the  AAP  has  specific  recommendations:  “Pediatricians, 
with  specific  training  if  necessary  should  be  competent 
and  well  suited  to  provide  basic  adolescent  family 
planning  services.”12  Despite  this,  a significant  number 
of  responding  pediatricians  do  not  even  include  spe- 
cific topics  in  adolescent  sexuality  during  routine  ado- 
lescent visits.  Similar  findings  are  reported  by  Orr,5 
Joffe,6  Figueroa,8  and  Neinstein.9  In  fact,  of  the  leading 
causes  of  morbidity  and  mortality  in  adolescents,  only 
substance  use  was  routinely  counseled  at  high  fre- 
quency, leaving  STDs  at  71%  and  family  planning, 
suicide,  violence,  and  driver  safety  somewhere  less 
than  40%.  These  findings  are  also  consistent  with  Orr5 
and  Figueroa.8  The  suggestion  that  sexual  histories, 
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contraception,  and  pelvic  examinations  in  this  age  group 
are  not  indicated,  or  not  part  of  pediatric  care,  are  in 
direct  contradiction  to  both  available  data  and  AAP 
recommendations.12  Similarly,  it  also  seems  contradic- 
tory to  the  goals  of  primary  prevention  to  state  that 
there  is  insufficient  time  to  counsel  or  examine  patients 
regarding  issues  which  are  leading  causes  of  morbidity 
and  mortality.  Lack  of  training,  as  a common  cause  for 
inaction  in  this  survey,  may  have  some  validity.  Al- 
though changes  in  pediatric  residency  education  may 
improve  this  situation,  this  study  was  unable  to  show 
that  fellowship  and  residency  rotations  in  adolescent 
medicine  increased  the  performance  of  pelvic  examina- 
tions. However,  no  conclusion  can  be  drawn  since  the 
lack  of  statistical  significance  is  likely  to  be  the  result 
of  the  small  sample  size.  Finally,  several  respondents 
specifically  suggested  that  discussing  sexuality  will 
increase  the  frequency  by  the  power  of  suggestion. 
Although  this  is  not  an  uncommon  belief,14  it  is  unsub- 
stantiated by  the  available  evidence.14  Still,  it  may  be 
contributing  to  the  low  level  of  primary  prevention  of 
unprotected  adolescent  sexuality. 

A common  theme  is  personal  discomfort  with  ado- 
lescent sexuality.  Beyond  this,  female  gender  specifi- 
cally seems  to  generate  discomfort  for  respondents,  as 
evidenced  by  the  following:  (1)  Fourteen  percent  of 
respondents  did  not  examine  breasts  and  12  did  not 
examine  the  external  genitalia,  and  yet  only  2%  of 
respondents  did  not  routinely  examine  testicles;  and  (2) 
female  gender  of  the  respondent  was  the  only  positive 
predictor  of  performing  pelvic  examinations.  Nussbaum 
et  al  confirmed  that  female  but  also  younger  pediatri- 
cians are  more  responsive  to  adolescent  needs.15 


Zabin  and  Clark  have  demonstrated  that  some  of  the 
most  common  and  most  grudgingly  held  reasons  for 
delay  in  attending  family  planning  clinics  among  black 
adolescents  are  fear  that  contraceptives  cause  harm, 
fear  that  parents  will  find  out,  and  fear  of  the  pelvic 
examination.1617  Physicians  are  well  suited  to  deal  with 
these  concerns  during  their  one-on-one  visits  even  if 
the  visits  average  11.5  minutes.11  The  mean  delay  be- 
tween first  coitus  and  first  pregnancy  is  two  years. 1617  If 
90%  of  adolescents  are  examined  by  their  primary  care 
physicians  or  pediatricians  an  average  of  once  a year,4 
there  is  a mean  of  two  visits  between  first  coitus  and 
first  pregnancy  during  which  physicians  can  intervene 
to  counsel  about  preventing  adolescent  pregnancy  and 
reducing  the  incidence  of  STDs.11  In  our  survey,  how- 
ever, 69%  of  responding  pediatricians  would  refer  a 
female  inquiring  about  contraception.  Similarly,  31% 
of  respondents  would  refer  an  inquiring  male  even 
though  this  is  a prime  opportunity  to  foster  condom  use. 
Few  responding  pediatricians  stock  condoms  and  even 
fewer  provide  them.  Moreover,  roughly  half  of  the 
respondents  who  stocked  condoms  or  OCPs  would 
refer  an  inquiring  adolescent. 

In  1989  Nussbaum  et  al  examined  the  attitudes  of  67 
randomly  selected  pediatricians  with  regard  to  provid- 
ing gynecologic  care  for  their  adolescent  patients.  In 
that  study  46%  of  pediatricians  took  sexual  histories 
from  females  age  14-15,  55%  performed  breast  exami- 
nations, and  only  7%  performed  pelvic  examinations.14 
In  comparison  with  the  current  survey  a significantly 
greater  number  of  pediatricians  are  performing  these 
services  which  suggests  that  progress  is  being  made. 
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However,  the  services  provided  by  respondents  are  still 
inadequate  given  the  epidemic  proportions  of  adoles- 
cent pregnancy  and  STDs. 

Conclusion 

Increased  numbers  of  adolescents  are  becoming  sexu- 
ally active.  Although  our  study  had  a small  sample  size, 
these  data  confirm  previous  data  indicating  that  pedia- 
tricians are  providing  insufficient  counseling  on  ado- 
lescent sexuality.  Pediatricians  who  do  not  follow  AAP 
recommendations  use  rationale  which  are  inconsistent 
with  the  goals  of  primary  care,  such  as  insufficient  time 
and  no  indication  to  intervene.  These  responses  may 
represent  denial  or  defense  mechanisms  to  deal  with 
personal  inadequacies.5 

If  the  Clinton  health  reform  is  enacted,  pediatricians 
may  no  longer  be  afforded  the  luxury  of  avoiding  the 
issue  of  adolescent  sexuality.  Since  the  Clinton  plan 
recognizes  that  investing  in  primary  prevention,  such 
as  counseling,  can  lead  to  substantial  savings,18  pedia- 
tricians can  be  expected  to  provide  this  service.  More- 
over, there  is  an  expectation  that  primary  care  physi- 
cians can  be  providing  more  general  care  to  their  patients 
by  treating  medical  conditions  and  issues  they  once 
referred.18  For  pediatricians  this  may  mean  providing 
adolescent  gynecologic  care.  Primary  care  and  medical 
practice  are  in  a period  of  transition  and  must  adapt. 
Since  continuing  medical  education  programs  already 
have  an  established  network  of  providing  information 
to  practicing  physicians,  we  suggest  this  mechanism 
begin  to  address  the  issue  of  adolescent  sexuality  and 
its  management.  Frequent  data  collection  is  needed  to 
explore  the  ongoing  response  to  this  issue. 
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EPITOMES  OF  PROGRESS 


Important  Advances  in  Clinical  Medicine 


Psychiatry 


The  Council  on  Scientific  Affairs  of  the  California  Medical  Association  presents  the  following  inventory  of 
items  of  progress  in  psychiatry.  Each  item,  in  the  judgment  of  a panel  of  knowledgeable  physicians,  has  recently 
become  reasonably  firmly  established,  both  as  to  scientific  fact  and  important  clinical  significance.  The  items  are 
presented  in  simple  epitome,  and  an  authoritative  reference,  both  to  the  item  itself  and  to  the  subject  as  a whole, 
is  generally  given  for  those  who  may  be  unfamiliar  with  a particular  item.  The  purpose  is  to  assist  busy 
practitioners,  students,  researchers,  and  scholars  to  stay  abreast  of  these  items  of  progress  in  psychiatry  that  have 
recently  achieved  a substantial  degree  of  authoritative  acceptance,  whether  in  their  own  field  of  special  interest 
or  another. 

The  items  of  progress  listed  below  were  selected  by  the  Advisory  Panel  to  the  Section  on  Psychiatry  of  the 
California  Medical  Association,  and  the  summaries  were  prepared  under  its  direction. 


Advances  in  the  Treatment  of  Alcoholism 

A PUBLISHED  definition  of  alcoholism  has  been 
useful  in  both  clinical  practice  and  medical  educa- 
tion. Alcoholism  is  described  as  a chronic  primary 
disease.  This  research-based  concept  is  useful  in  sup- 
porting abstinence-based  treatment  that  links  patients 
with  alcoholism  into  the  12-step  program  of  Alcoholics 
Anonymous.  This  new  definition  also  supports  the 
criteria  of  the  Diagnostic  and  Statistical  Manual  of 
Mental  Disorders,  third  edition,  revised,  describing 
loss  of  control  over  the  use  of  alcohol  and  a continued 
use  despite  adverse  consequences. 

Abstinence  from  alcohol  and  other  addicting  drugs  is 
now  well  accepted  as  a first  goal  in  the  treatment  of 
alcoholism.  Anxiety  and  depression,  so  commonly  as- 
sociated with  alcoholism,  usually  clear  with  abstinence 
and  continued  treatment.  A consensus  has  developed 
that,  unless  the  emotional  problems  are  severe  enough 
to  interfere  with  patients’  ability  to  participate  in  treat- 
ment, chemotherapy — antidepressants  should  not  be 
started  until  two  to  eight  weeks  after  detoxification  has 
been  completed. 

The  problems  of  a dual  diagnosis  of  psychiatric 
disorders  and  alcoholism  have  become  increasingly 
well  recognized  in  treatment  settings.  These  complex 


problems  require  combined  treatment.  In  most  clinical 
settings,  this  is  best  done  concurrently,  with  the  alco- 
holism and  psychiatric  treatment  teams  cooperating 
with  one  another.  Criteria  are  still  being  developed  for 
matching  patients  with  a dual  diagnosis  with  the  most 
effective  treatment. 

A structured  treatment  of  alcoholism,  which  empha- 
sizes education,  group  therapy,  family  involvement, 
and  an  intense  introduction  to  Alcoholics  Anonymous, 
has  recently  received  research  attention.  A controlled 
study  of  alcoholic  employees  found  that  those  who 
entered  Minnesota  model  abstinence-based  inpatient 
treatment  were  significantly  more  likely  to  be  abstinent 
and  active  in  Alcoholics  Anonymous  than  those  who 
were  only  sent  to  Alcoholics  Anonymous  or  who  could 
choose  their  treatment.  Costs  were  similar  for  each 
group. 

Research  continues  to  confirm  the  importance  of 
Alcoholics  Anonymous  in  achieving  stable  sobriety. 
Both  prospective  and  retrospective  studies  have  shown 
that  going  to  the  meetings  is  a significant  ( P < .001) 
predictor  of  sobriety;  having  a sponsor  and  using  a 
phone  list  both  significantly  (P  < .05)  reduced  the  risk 
of  relapse;  and  91%  of  people  with  alcoholism  who 
become  sponsors  are  in  stable  sobriety  at  10-year  fol- 
low-ups. 


VOLUME  58,  NO.  2 


79 


Physicians,  and  especially  psychiatrists,  are  in  an 
excellent  position  to  help  these  patients  overcome  their 
resistance  to  Alcoholics  Anonymous.  A program  of 
recovery  in  Alcoholics  Anonymous  complements  medi- 
cal and  psychiatric  treatment  and  promotes  normal 
growth  and  development. 

John  N.  Chappel,  M.D. 

Reno,  Nevada 
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Clozapine  Update 


CLOZAPINE  is  a unique  antipsychotic  medication 
that  is  especially  effective  in  patients  suffering 
from  treatment-resistant  schizophrenia.  Although 
clozapine  was  developed  more  than  30  years  ago,  its 
use  was  restricted  in  the  United  States  because  of  the 
occurrence  of  agranulocytosis  in  1%  to  2%  of  patients 
after  its  release  in  Europe. 

Current  literature  suggests  that  clozapine  is  also 
effective  in  patients  with  schizoaffective  disorder,  and 
studies  are  being  done  to  test  its  efficacy  in  a variety  of 
psychiatric  disorders.  Delusions,  hallucinations,  disor- 
dered thought,  and  aggressive  behaviors  may  all  be 
dramatically  alleviated  when  compared  with  the  re- 
sponse to  standard  antipsychotic  treatments.  In  patients 
with  symptoms  such  as  withdrawal  and  apathy,  the 
response  to  clozapine  may  be  particularly  dramatic. 
Patients  with  chronic  schizophrenia  who  take  clozapine 
appear  to  have  substantially  improved  quality  of  life 
compared  with  patients  on  standard  neuroleptic  treat- 
ments. Anecdotal  reports  suggest  that  clozapine  may 
have  special  effficacy  for  patients  with  severe  schizo- 
phrenia early  in  their  illness.  Clozapine  doses  range 
from  25  to  900  mg  per  day. 

Clozapine  is  largely  free  of  the  extrapyramidal  side 
effects  that  are  so  common  with  ordinary  antipsychotics. 
Tardive  dyskinesia  (late,  persistent,  orofacial 


dyskinesia)  from  clozapine  use  is  rare,  and  clozapine 
treatment  has  substantially  lessened  the  symptoms  of 
tardive  dyskinesia  in  many  patients. 

Clozapine’s  neurochemical  profile  is  complex.  A 
basis  for  its  unique  action  may  be  a particular  pattern  of 
preference  for  D2-dopamine  receptors  over  D,  recep- 
tors. Clozapine  also  has  a complex  relationship  with 
serotonin,  u-aminobutyric  acid,  muscarinic,  and  other 
systems  in  the  brain. 

The  manufacturer  requires  that  a patient’s  weekly 
leukocyte  count  be  above  an  “agranulocytosis  thresh- 
old” of  2 X 109  per  liter  (2,000  per  pd)  before  each 
week’s  supply  of  medication  is  released.  Monitoring 
the  granulocyte  count  to  a threshold  of  1 granulocyte  X 
109  per  liter  (1,000  per  pd)  may  be  a more  sensitive 
indicator.  Half  of  reported  episodes  of  agranulocytosis 
occur  within  three  months  of  starting  treatment,  but 
weekly  monitoring  of  leukocyte  counts  continues  in- 
definitely. When  agranulocytosis  occurs,  14  days  of 
isolation  from  exogenous  infectious  agents  are  usually 
necessary  until  the  granulocyte  count  recovers.  Treat- 
ment with  filgrastim  (granulocyte  colony-stimulating 
factor)  reduces  the  average  duration  of  clozapine-in- 
duced agranulocytosis  to  about  seven  days. Other  side 
effects  seen  with  clozapine  use  include  fever,  seizures, 
constipation,  tachycardia,  sedation,  and  sialorrhea. 
About  5%  of  patients  will  have  a seizure  at  doses  of 
more  than  600  mg  per  day.  These  patients  can  usually 
be  treated  with  a dosage  reduction  and  divalproex 
sodium  maintenance.  Tachycardia  and  fever  are  both 
common  when  clozapine  treatment  is  started.  Rapidly 
raising  the  dose  above  300  mg,  using  the  necessary 
titration  schedule,  seems  to  be  the  best  way  to  manage 
fever.  Severe  constipation  can  occur  and  can  require 
aggressive  bowel  management.  A dose-dependent 
sialorrhea  is  a puzzling  side  effect  in  a medication  that 
otherwise  has  strong  anticholinergic  properties. 

Despite  its  side  effects  and  the  required  intensive 
monitoring,  clozapine  remains  a uniquely  effective 
medication  in  the  management  of  treatment-resistant 
schizophrenia. 

Michael  Beal,  M.D. 

Novato,  California 
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Dementia  Complex  of  the  Acquired 
Immunodeficiency  Syndrome 

ACQUIRED  immunodeficiency  syndrome  (AIDS) 
dementia  complex,  also  known  as  human  immu- 
nodeficiency virus  (HlV-l)-associated  dementia  com- 
plex, is  the  most  common  central  nervous  system  com- 
plication of  HIV  infection.  It  is  characterized  by 
deficiencies  in  cognition-motor  performance  and  some- 
times behavioral  changes.  Although  the  natural  history 
and  severity  of  this  complex  can  vary  and  the  actual 
incidence  is  debated,  AIDS  dementia  complex  causes 
serious  morbidity  and  mortality  in  a considerable  num- 
ber of  people  with  AIDS. 

The  AIDS  dementia  complex  is  a severe  form  of 
HIV- 1 -associated  cognitive-motor  complex  that  in- 
cludes a broad  spectrum  of  clinical  manifestations  and 
severity.  Early  symptoms  can  be  subtle  and  apparent 
only  with  neuropsychological  testing.  Severe  symp- 
toms include  global  cognitive  and  motor  dysfunction 
with  florid  dementia  and  death.  Key  cognitive  symp- 
toms of  this  complex  include  memory  loss,  decreased 
concentration,  decreased  attention  span,  and  visuospatial 
disorientation.  Patients  often  have  behavioral  changes 
such  as  apathy,  loss  of  interest  in  usual  activities,  social 
isolation  (withdrawal),  or  irritability.  Because  AIDS 
dementia  complex  is  a subcortical  dementia,  early  motor 
deficits  are  common.  In  particular,  generalized  slow- 
ing, ataxia,  tremors,  incoordination,  lower  extremity 
weakness,  spasticity,  and  hyperreflexia  can  develop. 
This  is  different  from  Alzheimer’s  disease  and  other 
cortical  dementias  that  present  with  more  obvious  intel- 
lectual deterioration.  The  deficits  of  AIDS  dementia 
complex  are  like  a record  that  is  being  played  too 
slowly;  those  of  Alzheimer’s  disease,  in  contrast,  are 
more  like  a record  that  skips. 

Clearly  the  symptoms  of  AIDS  dementia  complex 
overlap  with  those  of  other  affective  psychiatric  and 
neurological  disorders.  For  example,  depression,  drug 
intoxication,  delirium,  neurosyphilis,  cryptococcal 
meningitis,  toxoplasmosis,  lymphoma,  and  progressive 
multifocal  leukoencephalopathy  are  all  important  in 
the  differential  diagnosis  of  patients  with  mental  status 
changes.  A thorough  workup  is  imperative  to  rule  out 
these  disorders  that  require  different  treatment  meth- 
ods. Evaluation  should  include  a cranial  imaging  study 
(preferably  a magnetic  resonance  imaging  scan,  which 
is  more  sensitive  than  computed  tomography)  with 
contrast  enhancement  and  a lumbar  puncture  for  cere- 
brospinal fluid  studies.  Neuropsychological  testing  can 


provide  a quantitative  serial  assessment  with  early 
AIDS  dementia  complex,  but  it  is  usually  not  a major 
tool  in  diagnosis. 

Although  this  complex  is  not  considered  curable, 
interventions  can  stabilize  or  reverse  symptoms  and 
improve  living  function,  even  with  advanced  symp- 
toms. For  cognitive  impairment,  high-dose  zidovudine 
(1  to  2 g orally  per  day)  continues  to  be  the  most 
effective  treatment.  Other  antiretrovirals,  with  the  pos- 
sible exception  of  stavudine  (d4T),  do  not  readily  cross 
the  blood-brain  barrier.  Human  immunodeficiency  vi- 
rus type  1 is  thought  to  cause  neuronal  death  not  by 
direct  viral  infection,  but  indirectly  by  generating  toxic 
products  such  as  HIV  gpl20  and  cellular  cytokines 
(interleukins,  tumor  necrosis  factor).  Two  promising 
treatments  are  nimodipine  (Nimotop),  which  blocks 
gpl20-mediated  calcium  channel  damage,  and 
pentoxifylline  (Trental),  which  may  suppress  the  pro- 
duction of  tumor  necrosis  factor.  Psychotropic  medica- 
tions can  be  effective  in  selected  cases;  for  example, 
low-dose  antipsychotic  agents  can  be  given  for  impulse 
control  or  psychostimulants  for  lethargy  and  with- 
drawal. Mania,  anxiety,  and  depression  are  also  com- 
mon and  should  be  aggressively  treated. 

Unfortunately,  many  patients  with  moderate  to  se- 
vere AIDS  dementia  complex  cannot  be  safely  man- 
aged in  the  community  or  receive  appropriate  interven- 
tion in  an  acute-care  hospital  setting.  A model  inpatient 
program  was  established  in  San  Francisco  in  February 
1991  to  treat  persons  with  moderate  to  severe  HIV-I- 
associated  AIDS  dementia  complex  using  a multi- 
disciplinary medical-psychiatric  cost-effective  reha- 
bilitation model  of  care.  All  the  patients  have  advanced 
HIV  disease  (average  CD4+  count,  46  X 106  per  liter) 
and  need  both  psychiatric  and  medical  intervention. 
More  than  half  of  these  patients  have  been  discharged 
to  home  or  to  a lower  level  of  care  in  the  community.  In 
summary,  AIDS  dementia  complex  is  a complication  of 
advanced  HIV  disease  that  needs  to  be  aggressively 
diagnosed  and  treated.  With  appropriate  interventions, 
profound  differences  can  be  made  in  the  lives  of  people 
with  this  complex. 

Jessica  A.  Clarke,  M.D.,  Ph.D. 

San  Francisco,  California 
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Brain-Gut  Interactions 

FUNCTIONAL  gastrointestinal  (GI)  disorders,  such 
as  the  irritable  bowel  syndrome,  have  long  been 
associated  with  psychological  distress.  The  exact  rela- 
tionship between  psychiatric  disorders  and  these  func- 
tional disorders  has  not  been  accurately  described, 
however.  The  diagnostic  criteria  for  functional  GI  dis- 
orders have  never  been  precisely  defined,  and  criteria 
for  inclusion  or  exclusion  of  a specific  functional  diag- 
nostic disorder  have  not  existed.  Rather,  patients  have 
been  diagnosed  with  “functional  abdominal  pain,” 
“chronic  gastritis,”  or  “irritable  bowel  syndrome”  after 
obvious  organic  disease  has  been  excluded. 

Major  advances  in  the  past  three  years,  both  in  no- 
menclature and  the  development  of  validated  screening 
questionnaires,  have  enabled  more  accurate  descrip- 
tions of  the  incidence  and  prevalence  of  functional  GI 
disorders.  An  international  working  group  has  estab- 
lished specific  diagnostic  criteria,  modeled  on  the  re- 
vised third  edition  of  the  Diagnostic  and  Statistical 
Manual  of  Mental  Disorders  (DSM-III-R)  of  the  Ameri- 
can Psychiatric  Association.  Consequently,  validated 
behavioral  criteria  for  the  more  than  20  subgroups  of 
functional  GI  disorders  have  been  defined. 

The  development  of  accurate  and  discriminating  di- 
agnostic criteria  has  coincided  with  research  findings 
that  describe  the  specific  psychic  traumas  that  are 
particularly  likely  to  produce  symptoms  of  functional 
GI  disorders. 

The  discovery  that  specific  psychiatric  disorders, 
particularly  anxiety  disorders,  occur  concomitantly  with 
the  irritable  bowel  syndrome  is  a second  avenue  of 
progress.  There  is  also  evidence  that  patients  with  the 
irritable  bowel  syndrome  have  an  excessive  incidence 
of  major  depression  compared  with  controls.  A recent 
study  has  shown  that  panic  disorder,  generalized  anxi- 
ety disorder,  and  major  depressive  disorder  are  likely  to 
occur  in  patients  with  the  irritable  bowel  syndrome.  In 
this  study,  26%  of  patients  met  the  DSM-III-R  criteria 
for  panic  disorder  alone. 

These  studies  also  found  that  when  patients  were 
treated  for  their  psychiatric  disorders,  their  gastrointes- 
tinal symptoms  resolved  independent  of  any  specific 
GI  intervention.  The  implications  of  these  findings  are 
obvious.  Indeed,  in  one  study  substantial  improvement 
in  the  patients’  irritable  bowel  syndrome  was  shown 
when  they  were  treated  for  generalized  anxiety  disorder 
with  alprazolam. 

The  ability  to  describe  accurately  specific  functional 
GI  disorders  and  to  recognize  that  these  disorders  are 
related  to  certain  psychosocial  stressors  such  as  physi- 


cal and  sexual  abuse  is  critical  to  resolving  both  the 
psychiatric  and  GI  problems.  Likewise,  the  high  inci- 
dence of  specific  psychiatric  disorders  in  patients  with 
certain  functional  GI  disorders  challenges  clinicians  to 
examine  these  comorbid  associations  and  to  simulta- 
neously treat  patients’  GI  and  psychiatric  symptoms.  It 
is  important  to  note  that  patients  who  present  with 
functional  GI  symptoms  often  display  considerable 
alexithymia,  or  an  inability  to  express  emotions.  The 
clinician  should  be  especially  careful  to  take  a psychi- 
atric history  that  specifically  addresses  major  depres- 
sion, panic  disorder,  generalized  anxiety  disorder,  and 
other  anxiety  disorders,  such  as  obsessive-compulsive 
disorder.  The  future  holds  promise  for  the  development 
of  even  more  specific  diagnostic  and  therapeutic  mo- 
dalities to  help  us  understand  these  complex  and  dis- 
tressing conditions. 
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Kevin  W.  Olden,  M.D. 
San  Francisco,  California 
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Major  Complications  of 
Neuroleptic  Drug  Use 


Neuroleptic  or  antipsychotic  drugs  are 

the  primary  short-term  and  maintenance  therapy 
for  schizophrenia  and  other  psychotic  disorders.  In 
addition  to  causing  acute  dystonic  reactions,  akathisia, 
and  parkinsonism — all  of  which  are  usually  reversible 
with  the  discontinuation  of  the  neuroleptic  drug — these 
agents  can  cause  irreversible  tardive  movement  disor- 
ders. The  usual  estimate  of  risk  for  tardive  dyskinesia  is 
20%  to  30%  after  many  years  of  neuroleptic  exposure, 
although  a recent  survey  projected  a risk  of  68%  after 
25  years  of  exposure.  Tardive  dystonia  carries  a risk  of 
only  1%  to  2%  but  causes  movements  that  are  pro- 
foundly disabling  and  disfiguring.  Some  patients  with 
tardive  dystonia  may  benefit  from  therapy  with  the 
atypical  neuroleptic  clozapine,  and  many  dystonic  signs 
can  be  alleviated  by  periodic  injections  of  botulinum 
toxin. 
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Although  the  incidence  of  the  neuroleptic  malignant 
syndrome  has  been  a subject  of  debate,  recent  prospec- 
tive studies  suggest  it  is  less  than  0.1%.  This  life- 
threatening  condition  is  characterized  by  hyperthermia 
and  other  autonomic  instabilities,  an  altered  mental 
state  (from  confusion  through  coma),  rigidity  and  other 
extrapyramidal  signs,  and  laboratory  abnormalities, 
often  including  elevated  creatine  kinase  levels  and 
leukocyte  counts.  The  neuroleptic  malignant  syndrome 
tends  to  occur  early  in  the  treatment  course  and  with 
I higher  and  more  rapidly  rising  doses.  The  need  for 
supporting  vital  signs  in  this  condition  is  apparent,  but 
the  effectiveness  of  purported  antidotes — namely 
dantrolene  sodium,  bromocriptine  mesylate,  and 
amantadine  hydrochloride — has  been  contested. 

Probably  all  neuroleptics  lower  the  seizure  thresh- 
old. This  is  not  usually  a problem,  except  when  patients 
overdose,  have  underlying  seizure  disorders,  withdraw 
from  sedative-hypnotic  agents,  or  take  other  procon- 
vulsant  medications.  The  use  of  clozapine,  however,  is 
associated  with  a relatively  high  incidence  of  seizures, 
particularly  at  higher  doses.  The  incidence  of  seizures 
is  1%  to  2%  for  doses  of  300  mg  per  day,  3%  to  4%  for 
300  to  600  mg  per  day,  and  5%  for  600  to  900  mg  per 
day. 

Although  other  antipsychotic  drugs  have  rarely  caused 
agranulocytosis,  clozapine  has  been  associated  with 
about  a 1%  risk.  Ashkenazi  Jews  may  be  at  an  elevated 
risk,  and  recent  evidence  suggests  that  HLA  tissue 
typing  may  correlate  with  risk.  If  clozapine  is  stopped 
immediately  and  patients  protected  from  intercurrent 
infection,  full  recovery  can  occur.  The  mechanism  of 
agranulocytosis  appears  to  be  allergic  rather  than  toxic, 
and  patients  must  never  be  reexposed. 

The  administration  of  lower  potency  neuroleptics — 
most  notably  thioridazine  hydrochloride  and  cloza- 
pine— is  associated  with  electrocardiographic  changes 
and  can  have  clinical  consequences.  This  is  more  likely 
to  be  a problem  in  overdoses,  in  patients  with  preexist- 
ing heart  disease,  or  when  neuroleptics  are  adminis- 
tered with  drugs  with  comparable  cardiac  actions — 
such  as  quinidine-like  effects,  calcium  channel  blocking 
properties,  or  antiadrenergic  activity. 

Neuroleptics  have  been  available  for  use  for  about 
four  decades.  They  have  been  a godsend  for  many 
patients  with  chronic  mental  illnesses,  and  they  have 
also  alleviated  nausea  and  gastroparesis  in  many  oth- 
ers. Physicians  prescribing  these  agents,  however,  need 
to  be  aware  of  their  many,  varied,  and  occasionally 
hazardous  side  effects.  Clozapine  has  ushered  in  a new 
era  of  neuroleptic  pharmacotherapy  with  powerful  thera- 
peutic benefits  counterbalanced  by  serious  toxicity. 


Over  the  next  few  years,  we  should  see  a new  series  of 
benzamides  and  other  atypical  neuroleptics  that  should 
broaden  the  ranges  of  both  benefits  and  side  effects. 

Alan  J.  Gelenberg,  M.D. 

Tucson,  Arizona 
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Mitigating  Posttraumatic 
Stress  Disorder 

FIRST  acknowledged  as  a distinct  diagnostic  disor- 
der with  the  1980  publication  of  the  Diagnostic  and 
Statistical  Manual  of  Mental  Disorders,  third  edition, 
posttraumatic  stress  disorders  are  recognized  today  as 
valid  and  treatable  psychiatric  problems.  Triggered  by 
a traumatic  event  that  is  outside  the  range  of  usual  and 
common  human  experience,  symptoms  manifest  them- 
selves as  three  clusters:  the  mental  reexperiencing  of 
the  traumatic  trigger  event,  the  avoidance  of  sensory 
stimuli  that  have  become  associated  with  the  trauma, 
and  persistent  hyperarousal  of  the  autonomic  nervous 
system. 

Earlier  research  focused  on  identifying  the  charac- 
teristics of  the  trauma  that  stimulate  posttraumatic 
stress  disorder  reactions  and  identifying  specific  risk 
factors.  Survivors  of  natural  disasters  are  more  likely  to 
have  symptoms  of  reexperiencing  the  trauma,  whereas 
those  who  have  witnessed  violence  perpetrated  by  people 
are  more  likely  to  demonstrate  avoidance  and  denial. 
Recently  the  contribution  of  genetic  factors  in  indi- 
vidual vulnerability  to  posttraumatic  stress  disorder 
was  shown  in  a study  of  4,042  pairs  of  Vietnam-era 
monozygotic  and  dizygotic  male  twins.  Posttraumatic 
stress  disorder-spectrum  symptoms  in  monozygotic 
pairs  with  exposure  to  combat  were  more  highly  con- 
cordant. 
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Symptom  intensity  in  this  complex  group  of  disor- 
ders is  the  result  of  the  interaction  of  many  genetic  and 
environmental  factors.  Their  relative  contributions  await 
further  study,  but  it  holds  that  improving  what  is  im- 
provable, namely,  a person’s  environment,  can  have  a 
profound  ameliorating  effect  on  the  development  and 
the  course  of  these  disorders. 

There  is  immense  practical  value  to  a health  care 
system  facing  the  prospect  of  massive  casualties  to 
train  triage  physicians  to  recognize  psychological  trau- 
mas. The  patients  suffering  acute  traumatic  stress  dis- 
orders can  be  diverted  to  a nonhospital  treatment  site 
that  does  not  reinforce  the  sickness  role.  This  also  frees 
up  hospitals  and  their  medical  personnel  to  concentrate 
on  treating  patients  needing  urgent  surgical  therapy. 
During  the  Persian  Gulf  War,  about  43%  of  patients 
admitted  to  a hospital  following  Scud  missile  attacks  on 
Israeli  cities  had  purely  psychological  trauma.  Second- 
ary triage  to  separate  patients  with  psychological  trauma 
from  those  with  physical  injuries  lessens  the  burden  on 
a stressed  emergency  care  system. 

Trauma  survivors  are  faced  with  shattering  realities: 
the  loss  of  a sense  of  safety  and  stability,  an  awareness 
that  they  can  easily  be  rendered  totally  helpless  by 
circumstance,  and  a forced  confrontation  with  their 
own  mortality.  “Secondary  wounding”  with  extension 
of  the  trauma  can  occur  when  medical  and  other 
caregivers  manifest  attitudes  that  suggest  disbelief  or 
blaming  the  patients  for  causing  their  own  trauma. 
Implications  that  trauma  survivors  should  have  been 
more  cautious,  more  intelligent,  more  resistant,  or  more 
morally  outraged  tend  to  be  directed  particularly  to  the 
victims  of  human-caused  disasters.  This  unnecessary 
worsening  of  the  original  trauma,  when  based  on  a 
health  worker’s  ignorance,  burnout,  or  personal  belief 
system,  can  be  avoided.  Secondary  wounding  can  also 
occur  at  the  hands  of  fellow  trauma  survivors,  who 
happen,  at  that  point  in  time,  to  be  coping  with  their  own 
losses  by  the  use  of  denial  of  the  adverse  consequences. 

A natural  result  of  primary  and  secondary  trauma  is 
internalization  of  the  victim  status.  Though  no  longer  in 
a traumatic  situation,  such  patients  adopt  the  disaster 
and  its  aftermath  as  the  central,  dominating  event  in 
their  lives.  They  then  use  it  to  determine  their  general 
worldview  and  the  way  they  think  and  act.  Secondary 
prevention  efforts  must  address  these  attitudes  that 
underlie  the  “permanent  victim”  status:  intolerance  of 
one’s  mistakes  and  fear  of  seeming  defective,  weak,  or 
cowardly.  Research  has  shown  that  primary  prevention 
in  the  form  of  rapid,  brief  psychiatric  intervention  and 
the  use  of  support  groups  can  minimize  the  develop- 
ment of  persistent  posttraumatic  stress  disorder  symp- 


toms. The  short-term  use  of  benzodiazepine  or  antihis- 
tamine agents  with  anxiolytic  or  hypnotic  effects  can  be 
helpful  in  selected  patients  not  prone  to  chemical  de- 
pendency. 

Kathleen  Bell  Unger,  M.D. 

San  Francisco,  California 
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Sexual  Victimization  and 
Physical  Symptoms  in  Women 

THERE  is  a growing  awareness  that  childhood  sexual 
abuse  causes  not  only  psychological  sequelae  but 
also  continuing  medical  morbidity.  Sexual  victimiza- 
tion can  be  associated  with  several  long-term  physical 
effects. 

Several  recent,  well-designed  studies  have  associ- 
ated sexual  victimization  with  a variety  of  medical 
conditions,  particularly  chronic  pelvic  pain  and  the 
irritable  bowel  syndrome.  Surveys  of  participants  of 
health  maintenance  organizations  have  also  shown  in- 
creased rates  of  smoking,  obesity,  excessive  alcohol 
and  drug  use,  pregnancy  before  age  18,  abortions, 
multiple  sex  partners,  high-risk  sexual  contacts,  a greater 
number  of  unintended  pregnancies,  earlier  first  inter- 
course, and  a decreased  frequency  of  Pap  smears  for 
survivors.  They  have  also  been  shown  to  be  higher 
users  of  medical  care  resources,  averaging  two  to  three 
times  the  usual  rates  of  clinic  attendance. 

The  health  care  use  of  survivors  may  also  be  influ- 
enced by  social  and  psychological  factors.  A higher  use 
may  arise  from  the  inability  of  a woman’s  family  of 
origin  to  protect  her  from  the  abusive  relationship  or  to 
provide  early  medical  intervention  and  ensuing  psy- 
chological care.  Subsequent  contacts  with  health  care 
professionals  may  afford  opportunities  for  the  survi- 
vors to  obtain  this  emotional  support  from  their  medical 
caregivers,  thus  reinforcing  somatization  and  increased 
health  care  use. 

The  Council  on  Scientific  Affairs  of  the  American 
Medical  Association  has  recently  issued  a special  re- 
port declaring  the  need  for  an  increased  awareness  on 
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the  part  of  physicians  of  all  forms  of  violence  against 
women.  The  report  suggested  guidelines  for  physician 
training  in  assessing  past  victimization  as  part  of  the 
routine  care  of  women.  Given  the  prevalence  of  sexual 
victimization,  it  is  likely  that  physicians  come  into 
daily  contact  with  a substantial  number  of  sexual  vic- 
timization survivors.  Greater  awareness  of  the  long- 
term biopsychosocial  effects  of  sexual  victimization 
may  be  a critical  aspect  of  improving  care  for  these 
patients. 

Edward  A.  Walker,  M.D. 

Seattle,  Washington 
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Role  of  Newer  Antidepressants 

NEWER  antidepressants  are  gradually  replacing 
old  tricyclic  antidepressants  because  of  compa- 
rable efficacy  with  fewer  side  effects  and  a much  lower 
risk  of  death  from  overdose.  Newer-generation  antide- 
pressants include  trazodone  hydrochloride,  bupropion 
hydrochloride,  and  the  selective  serotonin  reuptake 
inhibitors  fluoxetine  hydrochloride,  sertraline  hydro- 
chloride, and  paroxetine. 

Trazodone  and  bupropion,  unlike  tricyclic  antide- 
pressants, are  ineffective  for  panic.  Anticholinergic 
effects — dry  mouth,  blurred  vision,  constipation,  and 
urinary  retention — and  cardiovascular  effects  are  less 
with  the  newer  drugs  than  with  tricyclic  antidepres- 
sants. Weight  loss  can  occur  with  bupropion  and 
fluoxetine.  Overdose  lethality  is  rare  with  these  newer 
drugs. 

Newer  antidepressants,  like  tricyclic  antidepressants, 
show  efficacy  at  two  to  six  weeks,  and  about  50%  to 
70%  of  depressed  patients  obtain  benefit.  Patients  who 
partially  respond  or  do  not  respond  may  benefit  from 
lithium  or  triiodothyronine  augmentation  or  by  chang- 
ing to  a different  class  of  drug,  such  as  from  trazodone 
to  serotonin  reuptake  inhibitors  and  serotonin  reuptake 
inhibitors  to  bupropion. 


Trazodone  is  highly  sedating,  and  dose  titration  to 
the  maximum  tolerated  dose  is  required  in  the  100-mg 
to  600-mg  at  bedtime  range  based  on  daytime  sedation. 
Trazodone,  50  mg  to  100  mg,  is  widely  used  as  a 
hypnotic  in  lieu  of  potentially  addicting  medications.  It 
may  worsen  preexisting  ventricular  arrhythmias.  It 
causes  priapism  in  about  1 in  7,000  men. 

Bupropion  is  highly  activating,  may  benefit  adults 
with  attention  deficit  disorder,  and  has  the  advantage 
among  antidepressants  of  causing  no  sexual  dysfunc- 
tion. It  has  the  disadvantage,  however,  of  a higher 
seizure  risk  than  tricyclic  antidepressants.  Patients  with 
eating  disorders,  head  trauma,  seizure  history,  or  who 
are  taking  other  drugs  that  lower  the  seizure  threshold 
(such  as  theophylline)  should  not  receive  this  drug.  The 
dosage  is  300  to  450  mg  daily  and  must  be  divided. 

Fluoxetine,  the  first  marketed  serotonin  reuptake 
inhibitor,  has  now  been  shown  to  be  beneficial  in  mally 
conditions  including  depression,  mixed  anxiety-depres- 
sion, anorexia,  bulimia,  panic,  and  obsessive-compul- 
sive disorder.  The  other  serotonin  reuptake  inhibitors, 
sertraline  and  paroxetine,  will  probably  show  a similar 
spectrum  of  action  and  have  the  advantage  of  a shorter 
half-life  to  allow  for  more  rapid  dose  adjustment  and 
washout  in  case  of  intolerance.  Selective  serotonin 
reuptake  inhibitor  antidepressants  may  be  lethal  in 
combination  with  monoamine  oxidase-inhibitor  anti- 
depressants. 

Both  bupropion  and  paroxetine  carry  less  risk  of 
precipitating  mania  in  patients  with  bipolar  depression 
than  do  tricyclic  antidepressants. 

Mark  Zetin,  M.D. 

Orange,  California 
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Untended  Social  Problems  Add  to  Cost  of 
Health  Care  in  Connecticut 

TIMOTHY  B.  NORBECK 


Editor’s  note:  This  article  was  written  in  response  to 
a Forum  column,  “State  legislature  shouldn  ’t  wait  for 
national  health-care  reform,  ” By  John  Pakuta,  a New 
Haven  alderman  and  policy  consultant  at  the  Yale 
School  of  Organization  and  Management. 


IN  urging  the  state  legislature  to  move  quickly  on 
health  system  reform,  John  Pakuta  lists  as  his  most 
compelling  reason  the  statistic  that  Connecticut’ s health 
care  costs  of  $9,000  per  family  are  higher  than  any  other 
state. 

Everyone,  including  physicians,  recognizes  that  we 
must  insure  all  residents,  reduce  administrative  ex- 
penses and  hassles,  and  somehow  slow  the  rate  of 
growth  of  health-care  costs,  but  without  compromising 
the  present  high  quality  of  care. 

It  speaks  well  for  Connecticut  that  our  legislators 
appear  to  have  a firm  grasp  of  these  cost  issues  and  to 
understand  the  critical  importance  of  addressing  the 
root  causes  and  not  just  the  symptoms  of  the  problems. 

First,  to  understand  Connecticut’s  higher  health  care 
costs,  it  is  helpful  to  acknowledge  that  there  are  reasons 
for  those  expenditures. 

Every  poll  or  study  on  access  to  care  indicates  that 
Connecticut  is  the  leader  or  near  the  top.  According  to 
a number  of  surveys,  our  state  has  fewer  uninsured 
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people  than  any  other  state  including  Hawaii  which 
reportedly  has  universal  coverage. 

Although  physicians,  hospitals,  and  other  partici- 
pants in  our  Medicaid  program  may  not  notice  it  in  their 
low  level  of  reimbursements,  that  program  is  one  of  the 
most  generous  in  America  in  terms  both  of  benefits  to 
the  poor  and  eligibility. 

In  fact,  at  $5,994,  Connecticut  spends  more  per 
Medicaid  patient  than  any  other  state.  Our  ConnPace 
program,  the  prescription  drug  program  for  our  senior 
citizens,  also  ranks  high  in  benefits  when  compared  to 
other  states. 

Connecticut  has  a larger  share  of  senior  citizens, 
13.6%,  than  the  national  average.  As  should  be  ex- 
pected, higher  health-care  costs  will  result  from  that 
happy  state  of  affairs. 

Connecticut  also  has  more  mandated  health  benefits 
than  any  other  state  but  one,  and  those,  too,  show  up  in 
the  form  of  higher  per  capita  costs.  Furthermore,  our 
smoking,  alcohol  consumption,  and  cancer  rates  are 
higher  compared  to  most  other  states. 

Another  contributing  factor  to  high  health-care  costs 
here  is  that  despite  its  economic  plight  over  the  past  few 
years,  our  state  still  has  the  highest  per  capita  income 
and  a very  high  cost  of  living — always  major  factors  in 
a state  or  nation’s  health  care  expenditures.  In  fact,  at 
8%  of  the  per  capita  income,  Connecticut  spends  less  on 
health  care  than  any  other  state  except  New  Jersey.  The 
national  average  is  1 1.5%. 

This  is  not  to  say  that  we  should  be  complacent.  We 
must  insure  every  Connecticut  resident,  and  we  must 
examine  and  address  the  root  causes  of  illness.  Other- 
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wise  health  system  reform  will  never  get  a grip  on  rising 
health  care  costs. 

Pakuta  appropriately  points  to  infant  mortality  as  a 
major  problem  in  our  inner  cities.  Even  though  these 
rates  have  improved,  they  still  rival  those  in  developing 
countries. 

Infortunately  the  tragedy  of  infant  mortality  has  far 
more  to  do  with  teen  pregnancy  and  low-birth-weight 
infants  than  with  medical  care. 

Sadly,  the  United  States  leads  the  industrial  world  in 
both  those  categories. 

Greater  access  to  care  for  pregnant  women  plus 
health  insurance  coverage  will  help,  but  educational 
and  outreach  efforts  must  be  intensified  so  that  more 
pregnant  women  will  choose  to  avail  themselves  of 
programs  to  provide  prenatal  care  and  to  prevent  smok- 
ing, alcohol,  and  drug  abuse. 

Cutting  down  on  the  rates  of  teen  pregnancy  may 
result  in  another  benefit  to  society  as  well:  U.S.  Sur- 
geon General  Joycelyn  Elders  tells  us  that  “90%  of  the 
men  in  prison  today  are  the  children  of  teen  mothers.” 

Teen  pregnancy  and  our  30%  illegitimacy  rate  seem 
to  be  the  smoking  guns  in  an  increasing  array  of  social 
pathologies  plaguing  our  society  and  driving  up  health 
care  costs. 


A Los  Angeles  Times  poll  indicated  that  crime  is 
considered  to  be  the  most  important  problem  facing  the 
United  States  today,  followed  by  unemployment,  the 
economy,  and  health  care. 

With  1.5  million  Americans  the  victims  of  assault 
every  year,  related  medical  costs  are  in  the  billions. 

We  lead  the  industrialized  world  in  murder,  rape,  and 
violent  crime. 

Finally,  a recent  Robert  Wood  Johnson  Foundation 
report  found  that  direct  health-care  costs  of  $98.6  bil- 
lion were  attributable  to  alcohol  abuse,  $66.9  billion  to 
substance  abuse,  and  $77  billion  to  smoking  during 
1990  alone. 

There  are  no  easy  answers  to  the  enormously  com- 
plex issues  affecting  health  care  spending.  Our  legisla- 
tors have  a tremendous  responsibility  ahead  of  them  to 
examine  carefully  and  address  the  serious  social  prob- 
lems which  not  only  impact  on  rising  health-care  costs, 
but  also  rob  so  many  of  us  of  a normal  healthy  life. 

Financing  health  care  could  be  relatively  easy  in  our 
state,  but  the  costly  health-care  consequences  of  crime, 
violence,  poverty,  drug  and  alcohol  abuse,  smoking, 
teen  pregnancy,  and  unhealthy  lifestyles  are  truly  be- 
coming an  impossible  burden,  even  for  Connecticut. 
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Disciplinary  Actions:  How  Often  and  Why? 


WILLIAM  W.  PARMLEY,  M.D. 


IN  the  health  care  profession,  we  are  proud  of  our 
ethical  heritage  and  most  of  us,  I believe,  attempt  to 
practice  according  to  these  high  standards.  Similarly, 
we  are  also  all  aware  of  the  rapid  evolution  of  medicine 
and  most  of  us  spend  considerable  time  trying  to  update 
our  knowledge  through  continuing  medical  education. 
Despite  these  efforts,  however,  problems  occur.  Thus, 
disciplinary  actions  from  state  medical  boards  are  an 
integral  part  of  the  process  designed  to  reprove  miscon- 
duct. How  often  does  this  happen  and  why? 

A recent  issue  of  the  Action  Report  of  the  Medical 
Board  of  California  (vol.  46,  May  1993)  provided 
interesting  data  on  this  question.  There  are  approxi- 
mately 66,000  licensed  physicians  in  California.  Each 
year  the  Board  receives  more  than  6,000  complaints 
and  conducts  2,500  investigations.  About  500  of  these 
are  referred  to  the  attorney  general’s  office  for  disci- 
plinary filing.  From  February  1 to  November  30,  1992 
(10  months),  there  were  56  published  disciplinary  ac- 
tions against  physicians,  and  an  additional  21  physi- 
cians voluntarily  surrendered  their  license  while  charges 
were  pending.  If  one  ranks  California  on  the  basis  of  the 
number  of  disciplinary  actions  per  1,000  doctors  in  the 
state,  it  is  37th  on  the  list. 

One  hundred  consecutive  accusations  were  classi- 
fied by  the  Board  in  the  following  categories: 


Bad  judgment  (65  incidents) 

Excessive  drug  prescribing  31 

Criminal  conviction  of  fraud  10 

Sexual  abuse  and  misconduct  5 

Other  criminal  convictions  4 
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Aiding  and  abetting  unlicensed  practice  2 

Signing  false  documents  2 

Other  1 1 

Poor  quality  of  care  (35  incidents) 

Missed,  poor,  incomplete  diagnosis  13 

Nonsurgical  poor  quality  of  care  management  10 

Poor  surgical  technique  or 

poor  postoperative  management  7 

Petition  to  compel  competency  examination  3 

Petition  to  compel  psychiatric  examination  1 

Gross  prescribing  error  1 


More  than  50%  of  the  disciplinary  actions  occurred 
between  the  9th  and  20th  years  after  entry  into  medical 
practice. 

A review  of  these  actions  suggests  that  better  educa- 
tion and  better  judgment  could  considerably  reduce 
their  number.  Another  way  to  look  at  the  issue  of 
misconduct  is  to  examine  the  number  of  malpractice 
claims  filed  each  year  in  the  United  States.,  which  is 
about  8/1,000  physicians.  Fewer  than  30%  of  the  suits 
filed  end  in  verdicts  against  or  settlements  by  doctors. 
A large  number  of  settlements,  of  course,  do  not  repre- 
sent misconduct  but  are  an  attempt  to  avoid  the  time  and 
expense  of  a jury  trial. 


The  following  are  the  10  most  frequently  filed  medi- 
cal liability  claims,  according  to  St.  Paul’s  Fire  and 


Marine  Insurance  Company: 

1. 

Postoperative  complications 

12.68% 

2. 

Failure  to  diagnose  cancer 

7.63% 

3. 

Problems  at  birth 

5.53% 

4. 

Mistake  during  surgery 

4.62% 

5. 

Insufficient  therapy 

3.22% 

6. 

Improper  treatment  leading  to  infection 

3.20% 

7. 

Unwanted  drug  side  effect 

2.91% 

8. 

Failure  to  diagnose  a fracture 
or  dislocation 

2.61% 
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9.  Improper  treatment  of  fracture 

or  dislocation  2.45% 

10.  Inappropriate  procedure  during  surgery  2.36% 
Total  47% 

The  10  most  costly  verdicts  in  malpractice  cases  are: 

Average 
Award  ($) 

1 . Improper  treatment  related  to  birth  1 64K 

2.  Failure  to  diagnose  infection  124K 

3.  Failure  to  diagnose  circulatory  problem  1 14K 

4.  Failure  to  diagnose  cancer  1 12K 

5.  Failure  to  diagnose  myocardial  infarction  107K 

6.  Failure  to  diagnose  hemorrhage  106K 

7.  Insufficient  therapy  105K 

8.  Postoperative  death  97K 

9.  Improper  treatment  (drug  overdose)  95 K 

10.  Failure  to  diagnose  pregnancy  problems  95K 


Note  that  six  of  the  10  items  involve  failure  to 
diagnose,  and  items  three  and  five  are  cardiovascular 
problems. 

Although  we  are  all  vulnerable  to  the  possibilities  of 
error,  we  are  also  victims  of  a litigious  society.  By 
knowing  how  often  and  why  these  errors  occur,  perhaps 
we  can  better  protect  ourselves  through  additional  con- 
tinuing education,  and  more  important,  use  of  good- 
judgment. 


CALL  FOR  PAPERS 

Members  of  the  Connecticut  State  Medical  Soci- 
ety reading  papers  before  other  organiza-tions  are 
requested  to  submit  their  papers  to  the  JOURNAL 
for  consideration  by  the  Board  of  Editors  for 
publication.  Authors  preparing  manuscripts  for 
submission  to  Connecticut  Medicine  should  con- 
sult INFORMATION  FOR  AUTHORS  This 
material  may  be  obtained  from  the  Journal  office 
(also  printed  in  Connecticut  Medicine).  Adher- 
ence to  the  instructions  will  prevent  delays  both 
in  acceptance  and  in  publication.  A copy  of  the 
manuscript  on  floppy  disk  (3-1/2”  or  5-1/4”) 
should  be  submitted  along  with  the  hardcopy. 

Please  send  them  to: 

Robert  U.  Massey,  M.D. 

Connecticut  Medicine 
160  St.  Ronan  Street 
New  Haven,  CT  06511 


MARK  YOUR  CALENDAR 


202ND  ANNUAL  MEETING  OF  THE  HOUSE  OF  DELEGATES 
CONNECTICUT  STATE  MEDICAL  SOCIETY 
MAY  11,  1994 

RAMADA  INN,  MERIDEN,  CONNECTICUT 


SEMI-ANNUAL  MEETINGS 
WEDNESDAY,  APRIL  6,  1994 
WEDNESDAY,  NOVEMBER  16,  1994 
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A Birth  in  Tedda 


RICHARD  M.  HODES,  M.D. 


I HAD  been  in  Tedda,  a village  in  the  northwest 
highlands  of  Ethiopia,  for  months,  caring  for  several 
thousand  Ethiopian  Jews  passing  through  a transit  camp 
en  route  to  Israel.  They  walked  through  mountain  high- 
lands and  malarial  lowlands  for  up  to  three  weeks, 
armed  and  traveling  in  groups  for  protection  from 
bandits  and  wild  animals.  The  camp  was  a grassy  site  of 
a few  acres,  with  residents  living  in  tents,  shelters,  and 
papyrus  huts.  There  were  few  amenities  except  for  a 
small  clinic.  It  was  a two-bedroom  cottage  with  a 
cement  floor,  cold  water,  and  a Western  toilet,  making 
it  the  most  modern  building  in  the  village. 

Friday  was  quiet.  In  the  evening  I lit  Sabbath  candles 
with  the  children  and  invited  the  residents  into  the 
clinic  for  Kiddush,  blessing  the  Sabbath  wine.  There 
had  been  no  electricity  for  several  days,  and  most 
people  retired  early.  Saturday  was  blazing  hot,  and  we 
slept  all  afternoon. 

The  early  evening  calm  was  broken  when  someone 
came  in  to  inform  me  of  a sick  woman.  I asked  him  to 
bring  her  to  the  clinic.  Most  of  the  people  had  no 
experience  seeking  medical  care  and  had  never  seen  a 
physician.  We  constantly  encouraged  them  to  come  in 
when  they  were  ill.  My  job  was  to  treat  their  malaria, 
tuberculosis,  scabies,  and  malnutrition  and  to  keep 
them  well.  Childbirth  was  a particular  challenge.  In 
their  villages,  births  were  assisted  by  local  women, 
trained  or  otherwise.  I was  not  confident  in  their  skills 
and  knew  that  sterile  technique  was  nonexistent.  At  the 
same  time,  as  an  internist  with  a bit  of  obstetric  training, 
I felt  that  my  own  skills  were  limited  to  normal  deliv- 
eries. 


Reprinted  from  Annals  of  Internal  Medicine  1993;  118:738-40. 
RICHARD  M.  HODES,  M.D.,  American  Joint  Distribution 
Committee,  Addis  Ababa,  Ethiopia. 
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When  the  patient  hadn’t  arrived  in  a few  minutes,  I 
wandered  around  the  camp  until  I located  her.  Zewdie 
was  a 20-year-old  woman,  pregnant  with  her  second 
child,  lying  on  the  dirt  floor  of  her  canvas  tent,  sur- 
rounded by  four  or  five  relatives.  They  lifted  her  and 
guided  her  along  a path  to  the  clinic. 

A dozen  people  followed  her  in;  most  were  relatives 
but  others  were  curious  and  simply  wanted  to  observe. 
I promptly  ordered  everyone  out  so  I could  examine  the 
patient  and  deliver  the  baby.  Zewdie  and  three  women 
remained:  Birtukan  Fassika,  the  60-year-old  daughter 
of  Kes  Fassika,  a well-known  rabbi  from  the  Semien 
Mountains,  and  two  others.  All  were  dressed  in  tradi- 
tional clothes:  loose  hand-woven  white  cotton  dresses 
with  colorful,  embroidered  designs  along  the  borders. 
Birtukan’ s worn  brown  skin  was  well-lined,  bespeak- 
ing her  years.  She  had  short  gray  hair  covered  with  a 
black  cloth  which  smelled  of  the  pungent  eucalyptus 
smoke  of  her  cooking  fires.  Birtukan ’s  one  upper  tooth 
fit  perfectly  into  a gap  in  her  well-stocked  lower  jaw. 
Around  her  neck  she  wore  two  metal  beads  on  black 
threads  as  well  as  two  strings  of  thin  white  beads. 

Alemu,  my  health  assistant,  had  walked  into  the 
village  to  eat,  leaving  me  alone.  Zewdie  alternately 
squatted  on  her  bed  or  lay  on  the  right  side.  In  Amharic, 
I asked  her  to  lie  on  her  back.  She  ignored  me.  I gently 
eased  her  onto  her  back  and  examined  her.  She  was 
about  six  centimeters  dilated,  not  yet  ready  to  deliver. 
I felt  frustrated  by  the  paucity  of  support,  Zewdie’ s lack 
of  cooperation,  and  my  own  limited  obstetric  skills. 

The  electricity  returned  and  I put  on  some  water  to 
boil  (“just  like  in  the  movies,”  I thought),  planning  to 
tie  the  cord  with  dental  floss  and  cut  it  with  a boiled 
razor  blade.  The  women  had  far  different  plans  that 
excluded  me.  The  brief  exam  I had  undertaken  without 
explanation  did  nothing  to  improve  our  relationship. 
Attempting  to  regain  control,  I asked  Zewdie  to  lie  on 


VOFUME  58,  NO.  2 


91 


her  back  and  eventually  shouted  and  pounded  the  mat- 
tress, all  to  no  avail.  A crowd  had  gathered  outside 
listening  to  us. 

Alemu  returned  and  produced  an  infant  suction, 
thread,  and  a sterile  blade,  then  cut  the  corner  of  a clean 
blanket  in  which  to  wrap  the  baby.  Birtukan  realized 
what  we  were  doing  and  calmly  handed  me  a razor 
blade  and  a piece  of  twine.  Neither  was  very  clean,  but 
nonetheless  she  was  prepared.  The  patient  was  kneel- 
ing, leaning  forward  with  her  arms  around  the  neck  of 
another  woman,  Birtukan  sat  on  the  bed  behind  the 
patient  with  her  hand  supporting  Zewdie’s  buttocks. 
Alemu  explained  to  the  women  that  we  wanted  the 
patient  on  her  back  so  we  could  assist  the  birth. 

Birtukan,  clearly  the  designated  birth  assistant,  looked 
up.  “This  is  not  for  men,”  she  said  firmly. 

I was  not  permitted  to  touch  the  patient.  Zewdie 
moaned  during  her  periodic  contractions  as  I stood  by. 
I felt  helpless  and  impotent,  controlled  by  an  illiterate, 
homespun  midwife.  My  anger  was  increasing  and  I 
considered  forcing  Birtukan  and  the  others  out  so  I 
could  take  charge.  Zewdie’s  choice,  however,  was 
obvious.  I reluctantly  backed  off. 

A short  time  later,  the  contractions  slowed.  Birtukan 
announced  that  she  needed  a “kai  doro”  and  “itan.”  I 
wondered  if  I heard  her  correctly  asking  for  a doro 
(chicken).  I was  astounded  when  one  of  her  assistants 
soon  entered  carrying  a live,  red,  squawking  chicken 
upside-down  by  its  legs.  As  Zewdie  leaned  forward, 
Birtukan  took  the  chicken  in  her  right  hand  and  made 
large  circles  with  the  bird’s  breast  against  Zewdie’s 
back.  Another  messenger  entered  and  showed  me  a 
yellow,  crystalline  substance  wrapped  in  an  old  news- 
paper. 

“Itan,”  Alemu  commented  quietly,  “frankincense.” 

Smoking  coals  on  a metal  grate  were  brought  in,  and 
the  frankincense  was  added.  The  room  immediately 
filled  with  thick,  pungent  smoke.  Birtukan  continued 
making  silent  circuits  with  the  bird  in  a businesslike 
manner.  I quickly  opened  the  window  to  prevent  us 
from  being  asphyxiated.  As  the  air  cleared,  Birtukan 
turned  to  me.  “This  will  speed  the  labor,”  she  said,  as  a 
teacher  speaks  to  a new  student. 

Before  she  finished  her  explanation,  the  baby 
crowned.  Zewdie  was  kneeling  steadily  on  her  hands 
and  knees.  I immediately  gloved  and  caught  the  baby 
boy,  moving  him  away  from  a pool  of  amniotic  fluid  on 
the  plastic  mattress.  He  breathed  easily  and  his  color 
was  good.  As  Alemu  and  I clamped  the  cord,  Birtukan 
and  her  assistants  put  a shawl  over  Zewdie’s  back  to 


block  the  baby  from  the  crowd  of  people  watching  at  the 
doorway.  Alemu  appeared  nervous  as  he  tied  and  cut 
the  cord,  and  his  usually  steady  hands  trembled.  He  had 
done  this  many  times,  however,  and  I did  not  comment. 

We  laid  the  baby  on  a piece  of  cut  blanket  and  waited 
for  the  placenta.  I was  relieved  that  things  had  gone 
smoothly  thus  far.  I always  feared  an  abnormal  presen- 
tation. This  time  it  would  have  been  more  difficult 
because  of  Birtukan ’s  presence  and  my  marginal  role  in 
the  birth.  Birtukan  called  for  “gunfo,”  a thick  mixture 
of  oil  and  boiled  wheat  for  the  mother  to  eat. 

With  the  stress  of  the  delivery  behind  me,  I wanted  to 
understand  Birtukan’ s techniques. 

“Birtukan,  why  the  chicken?”  I asked. 

“Koleh,  an  evil  spirit,”  she  explained,  “separates  the 
patient  from  God  and  slows  the  birth.  We  use  the  red 
chicken  and  incense  in  every  birth  to  block  the  Koleh.” 

“But,’  ’ I asked,  “what  happens  if  the  baby  still  doesn’t 
come?” 

She  looked  up.  “Then  you  have  to  stand  the  pregnant 
woman  up.”  She  stood  to  imitate  the  position.  “You 
keep  her  standing,  but  make  her  bend  as  far  forward  as 
possible  from  the  waist,  grabbing  her  ankles  with  her 
arms  and  keeping  her  head  down  by  her  knees.  Then 
two  men  must  pick  her  up  by  the  legs  and  shake  her.  If 
that  doesn’t  work,”  she  continued,  “you  have  to  turn  the 
woman  upside-down  and  shake  her  some  more.  Then 
you  point  her  head  toward  the  floor  and  gently  shake  her 
again.  Keep  it  gentle.  After  doing  this  several  times, 
instruct  her  to  squat.  This  will  rotate  the  baby  if  it  is  in 
an  abnormal  position.” 

Birtukan  admitted  that  although  she  had  delivered 
countless  babies,  she  had  used  the  more  extreme  ma- 
neuvers infrequently.  I asked  her  how  she  got  all  her 
knowledge,  and  she  replied  that  as  a young  girl  she 
observed  the  older  women  in  the  village. 

She  looked  over  at  Zewdie  and  added,  “If  this  fails, 
I call  in  a more  senior  person.” 

“Who  would  be  more  senior  than  Birtukan?”  I won- 
dered. 

“A  few  women,”  she  went  on,  “put  butter  on  their 
hands  and  insert  them  in  the  uterus  to  rotate  the  baby 
until  it  is  in  a position  to  emerge  on  its  own.” 

Alemu  called  that  the  placenta  had  just  been  deliv- 
ered. 

“It  looks  good,”  I commented.  Birtukan  was  behind 
me. 

“Hulu  wutual,”  she  assured  us,  “It’s  all  out.” 

As  I bathed  the  baby,  I asked  Birtukan  why  she  had 
held  up  a shawl  while  we  cut  the  cord. 


92 


CONNECTICUT  MEDICINE,  FEBRUARY  1994 


“Buda — evil  eye,”  she  replied.  “A  lot  of  people  were 
watching.  If  any  had  evil  eye,  the  baby  would  become 
sick.”  Ethiopian  mothers  often  stay  inside  for  weeks  to 
protect  their  newborns  from  such  things. 

Word  spread  throughout  the  camp  that  the  baby  was 
born,  a healthy  boy.  The  room  filled  with  women  who 
brought  fresh  coffee  made  over  fires  lit  after  the  Sab- 
bath ended  at  nightfall.  They  painted  Zewdie’s  hair 
with  butter  twelve  times,  each  accompanied  by  high- 
pitched  ululations. 

The  chicken  squawking  in  Zewdie’s  room  next  to 
mine  woke  me  before  sunrise.  I rolled  over  and  asked 
myself,  “Was  it  really  necessary  for  a chicken  to  sleep 
in  the  clinic  last  night?”  I walked  into  Zewdie’ s room  to 
check  the  baby. 

“Dam  nebur,”  Birtukan  announced  without  emotion, 
“there  was  some  bleeding.” 

I saw  that  the  baby  was  very  pale  and  his  blanket  was 
soaked  with  blood.  Birtukan  had  retied  the  cord  with 
her  twine.  The  baby  was  less  active  than  he  should  have 
been.  His  skin  showed  signs  of  dehydration  and  his 
heart  rate  was  slower  than  expected.  It  made  no  sense  to 
me  since  I expected  an  increased  heart  rate  from  blood 
loss.  I was  confused  and  becoming  nervous. 

I woke  the  staff  and  we  made  an  oral  rehydration 
solution  with  extra  sugar.  The  baby  was  now  asleep,  so 
I inserted  a nasogastric  tube,  confirmed  its  position, 
and  slowly  gave  fluid  through  a syringe.  Soon  after,  he 
stopped  breathing.  Alemu  carried  him  into  the  exami- 
nation room  and  I began  gentle  chest  massage  and 
mouth-to-mouth  breathing  while  he  suctioned  frothy 
fluid  from  the  nose  several  times  a minute. 

The  baby  seemed  cool.  Alemu  suggested  we  move 
into  my  bedroom  which  gets  the  morning  sun.  He 
picked  up  the  baby  and  rushed  him  in,  lying  him  on  a 
clipboard  on  my  bed  to  support  compressions.  I placed 
the  baby  in  warm  water  and  continued  the  process  for 
several  minutes,  soaking  myself  and  the  floor.  I couldn’t 
believe  this  was  happening.  Last  night  this  was  a healthy 
newborn  and  an  uncomplicated  delivery.  As  I looked  at 
him  in  the  bath,  something  inside  me  said,  “In  a minute 
he’ll  wake  up  and  be  normal.”  When  we  transferred  him 
to  the  bed,  the  frothy  sputum  coming  from  the  lungs 
became  blood-tinged,  strongly  suggesting  pulmonary 
edema.  I surmised  that  he  had  a congenital  heart  lesion. 
We  continued  resuscitation,  but  there  had  been  no  signs 
of  life  for  over  a half  hour. 

“Any  suggestions?”  I asked  the  staff. 

Nobody  volunteered.  We  all  felt  crushed.  I thanked 
everyone  and  halted  our  efforts,  almost  12  hours  after 
his  birth.  A nurse  went  in  to  tell  the  mother  that  her  baby 
had  died.  Loud  wailing  arose  from  the  room  next  door. 


I called  for  our  regular  morning  prayers  to  begin  and 
asked  a few  men  to  prepare  a grave  in  the  Tedda  Jewish 
Cemetery,  a remnant  of  the  time  when  hundreds  of  Jews 
lived  permanently  in  the  village.  I asked  Birtukan  to 
explain  the  burial  custom.  As  an  old  woman  and  the 
daughter  of  a rabbi,  she  would  certainly  know  how  to 
prepare  a body.  She  instructed  me  to  wash  it,  tie  to- 
gether the  wrists,  thumbs,  and  ankles  with  twine,  and 
cover  it  with  “abujedi,”  a yellowish  cotton  in  which 
Ethiopians  wrap  corpses.  I followed  her  instructions, 
placed  the  body  in  abujedi,  and  sewed  it  shut. 

Alemu  wrapped  a sheet  of  wicker  around  the  abujedi. 
I noted  how  well  Alemu  tied  knots  in  the  wicker,  then 
realized  that  he  had  tied  the  umbilical  cord.  At  that 
moment,  he  paused,  looked  up,  and  said,  “I’m  sorry.” 
I said  I understood.  I did  not  blame  him  and  I was  not 
convinced  that  blood  loss  was  responsible  for  the  baby  ’ s 
death. 

I asked  a young  Ethiopian  rabbi  nearby  to  officiate  at 
the  funeral.  He  explained  that  when  a newborn  dies,  it 
is  their  custom  to  bury  the  body  without  ceremony  and 
without  a rabbi.  We  carried  the  body  to  the  cemetery, 
across  dried  ploughed  fields,  and  up  a hill.  When  we 
arrived  at  the  site,  we  found  the  earth  was  hard  and  dry. 
The  prepared  grave  was  too  small,  so  Alemu  and  I took 
picks  and  enlarged  it. 

I counted  the  mourners.  There  were  nine  men  and  an 
equal  number  of  women.  We  could  not  say  Kaddish,  the 
prayer  for  the  dead,  without  ten  men.  Our  worlds  were 
far  apart.  Kaddish  was  my  tradition,  not  theirs.  So  was 
sterile  technique  and  barring  animals  from  the  delivery 
room.  Despite  this  distance,  I looked  at  these  people 
with  admiration  and  wonder.  Their  faith,  strength,  and 
tenacity  had  kept  them  together  for  centuries.  Only  with 
openness  and  respect  for  their  traditions  could  I be 
successful  with  them.  This  meant  considering  Birtukan 
a colleague  rather  than  an  adversary  and  tolerating  the 
chickens,  ululation,  and  my  limited  role. 

I felt  calm  but  drained.  I took  the  body  and  placed  it 
in  the  grave.  Several  of  us  put  handfuls  of  dirt  on  the 
corpse,  then  took  turns  filling  the  grave  with  a shovel. 
Afterwards,  we  placed  a large  pile  of  stones  over  the 
site  to  mark  the  grave. 

It  seemed  too  soon  to  leave.  We  all  sat  down.  Alemu 
gave  a talk.  Then  I said,  “Dear  God,  we  thank  you  for 
the  birth  of  this  baby,  and  we  pray  that  you  protect  its 
soul,  now  and  forever.”  Alemu  translated.  We  sat  for  a 
few  minutes  more  in  silence.  We  were  on  a hill  over- 
looking brown,  rolling  farmland.  The  sides  of  the  hills 
were  dotted  with  mounds  of  grain.  Cows  grazed  in  the 
distance.  The  wind  blew  gently  on  us.  It  was  peaceful, 
idyllic.  A baby  on  a woman’s  back  cried  as  the  mother 
shook  her  shoulders  to  amuse  her. 

“Ishi,”  I said,  “OK.” 
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“Filling  out  insurance  forms  gives  my  patients 
a pain  in  the  neck.”  j 

—Dr.  Patrick  J.  Carolan,  Orthopedics,  Bridgeport,  CT 

■ 


“Good  medical  care  was  once  as  easy  as  seeing  your  doctor. 
Complications  set  in.  Forms  to  fill  out.  Deductibles.  Hidden  costs.  Partial 
coverage.  Non-medical  intrusions  into  the  patient-physician  relationship.” 

“Doctors  decided  to  do  something  about  it.  Through  our  State  Medical 
Society,  we  first  created  CSMS-IPA,  Connecticut's  only  statewide  I PA. 
Then  we  launched  M.D.  Health  Plan,  based  on  a simple  principle:  The  best 
medicine  for  patients  is  practiced  by  physicians — not  insurance  companies, 
not  benefit  managers,  not  cost  analysts.” 

“It  worked!  Now  the  fastest  growing  health  plan  in  Connecticut  and  the 
choice  of  over  1 15,000  patients,  our  company  is  100%  owned  and  100% 
directed  by  practicing  physician.  Why  not?” 

Patrick  Carolan,  M.D. 
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COMMENTARY 


Dealing  with  Disciplinary  Hearings  Before  Connecticut’s 
Department  of  Health  Services  (The  True  Story) 

LOUIS  B.  FIERMAN,  M.D. 


Abstract 

THIS  article  is  in  response  to  the  article,  “Dealing 
with  Disciplinary  Hearings  Before  Connecticut’s 
Department  of  Health  Service,”  by  Richard  R.  Brown, 
Esq.,  which  appeared  in  the  July  1993  issue  of  Con- 
necticut Medicine.  In  that  article  Attorney  Brown  pre- 
sented a bland  sanitized  version  of  the  disciplinary 
procedures  followed  by  the  Connecticut  Department  of 
Health  Services.  My  article  alerts  physicians  of  this 
state  to  the  danger  of  flagrant  abuse  of  bureaucratic 
power  exercised  by  the  attorneys  representing  the  de- 
partment. 

The  disciplinary  hearings  do  not  adhere  to  the  rules 
of  evidence  which  protect  defendants  in  court;  the 
accused  doctor  is  treated  as  guilty  until  he  can  prove  his 
innocence;  the  scheduling  of  hearings  is  drawn  out  far 
beyond  what  would  be  permissible  in  a court  case;  the 
doctor  is  at  risk  of  being  treated  in  a highhanded,  rude, 
disrespectful,  hostile,  and  aggressive  manner  by  the 
department’s  attorney;  the  doctor’s  expensive  attorney 
fees  will  not  be  covered  by  malpractice  insurance;  the 
loss  of  time  from  his  practice,  the  inconvenience  of 
having  to  travel  repeatedly  to  Hartford,  and  the  emo- 
tional wear  and  tear  resulting  from  the  stresses  of 
protracted  hearings  and  uncertain  outcome  are  all  ex- 
treme. The  innocent  doctor’s  only  recourse  is  either  to 
submit  to  the  department’s  crude  and  humiliating  plea 
bargaining  offer  or  to  engage  expensive  attorneys  to 
defend  him  and  possibly  appeal  the  disciplinary  judg- 
ments against  him  to  the  state  Superior  Court. 

One  day  you  open  your  business  mail  only  to  be 
greeted  by  a notice  from  the  State  of  Connecticut, 
Department  of  Health  Services,  hereinafter  referred  to 

LOUIS  B.  FIERMAN,  M.D.,  Medical  Director,  Psychotherapy 
Associates,  New  Haven.  Senior  Consultant,  Elmcreast  Psychiatric 
Institute,  Portland. 


as  “department.”  This  is  the  opening  sentence  of  the 
article,  “Dealing  with  Disciplinary  Hearings  Before 
Connecticut’s  Department  of  Health  Services,”  by  Ri- 
chard R.  Brown,  Esq.,  which  appeared  in  the  July  1993 
issue  of  Connecticut  Medicine.  The  article  then  goes  on 
to  present  a bland  sanitized  version  of  the  procedures 
followed  by  the  department.  It  glosses  over  and  fre- 
quently omits  procedures  which  are  likely  to  be  horren- 
dous and  traumatic  experiences  for  any  physician,  guilty 
or  innocent,  faced  with  charges  made  against  him  by  the 
department. 

The  letter  cites  a few  statutory  provisions  and  then 
notifies  you  that  the  department  is  conducting  an  inves- 
tigation with  reference  to  one  or  more  of  your  patients. 
Attorney  Brown  does  not  reveal  that  the  statutes  re- 
ferred to  can  be  alarming  since  they  define  the  legal 
bases  for  disciplining  a doctor,  including  the  suspen- 
sion or  revocation  of  his  license  to  practice  medicine. 
He  also  does  not  explain  that  while  the  department’s 
letter  identifies  his  former  patient  it  does  not  mention 
what  the  issue  is  that  is  being  investigated.  If  the 
physician  phones  the  department  official  who  signed 
the  letter  to  ask  what  the  problem  is,  his  request  is 
denied  and  he  is  left  to  speculate  on  what  the  charges  are 
and  what  is  being  investigated.  He  will  anxiously  com- 
ply with  the  demand  made  in  the  letter  that  he  submit  a 
full  copy  of  all  the  patient’s  records  and  a written 
summary  statement  of  his  treatment  of  that  patient. 

It  is  important  to  be  detailed  in  your  response  to  the 
department,  supplying  all  documentation  supporting 
your  position.  He  glosses  over  the  fact  that  the  doctor 
may  not  be  able  adequately  to  support  his  “position” 
since  the  department  refuses  to  tell  him  what  the  griev- 
ance is  all  about! 

Several  months  will  pass  and  the  doctor  may  then 
assume  incorrectly  that  whatever  the  matter  was,  his 
records  and  statement  have  satisfied  the  department’s 
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concerns.  Unbeknownst  to  him,  the  department  will 
have  forwarded  to  one  of  their  physician  consultants 
their  charges  against  the  doctor  based  on  the  patient’s 
complaints  and  accompanied  by  the  doctor’s  records 
and  response.  If  the  consultant  happens  to  disagree  with 
the  doctor’s  treatment  of  the  patient,  the  department 
will  then  proceed  with  the  disciplinary  process.  The 
accused  doctor  will  not  be  told  who  the  department’s 
“expert”  is  nor  what  the  charges  against  him  are.  In- 
stead, the  doctor  will  be  summoned  by  mail  to  a so- 
called  “informal  hearing”  at  a “compliance  confer- 
ence” to  be  held  in  Hartford  at  the  department’s  office. 
Attorney  Brown’s  article  then  advises  the  doctor  to 
retain  counsel  to  prepare  a defense,  but  again  does  not 
concede  that  the  department  may  have  elected  to  refuse 
to  divulge  the  nature  of  the  complaint  or  the  identity  or 
opinion  of  their  “expert.”  In  all  likelihood  the  fearful 
doctor  will  call  on  his  own  lawyer  to  accompany  him  to 
the  conference,  but  he  will  find  that  his  malpractice 
insurance  will  not  cover  the  expensive  lawyer  fees 
involved. 

The  article  correctly  warns  physicians  that  at  this 
hearing  the  rules  of  evidence  that  protect  defendants  in 
court  are  not  adhered  to,  but  the  article  in  no  way 
prepares  the  reader  for  the  traumatic  assault  that  may  be 
launched  against  him  by  the  attorney  conducting  the 
hearing  on  behalf  of  the  department.  The  attorney  may 
assume  all  the  mannerisms  of  a prosecuting  district 
attorney  conducting  the  cross-examination  of  a crimi- 
nal accused  of  a capital  crime.  Rude,  insulting,  hostile, 
aggressive,  and  sarcastic  interrogation  of  the  physician 
may  occur.  For  the  first  time  the  actual  complaint  of  the 
patient  and  charges  of  malpractice  made  by  the  depart- 
ment will  be  revealed.  The  physician’s  explanations 
and  denials  may  be  scornfully  rejected  by  the 
department’s  attorney.  Contrary  to  Attorney  Brown’s 
article,  neither  the  identity  of  the  department’ s “expert” 
nor  his  opinion  will  be  divulged.  The  emotionally 
battered  doctor  will  leave  the  hearing  shaken  and  fear- 
ful of  what  penalties  may  be  ordered  by  the  department. 

Again,  several  anxious  months  may  pass  before  the 
physician  receives  in  the  mail  a so-called  “Consent 
Order,”  offering,  in  the  spirit  of  “plea  bargaining,”  that 
further  disciplinary  proceedings  conducted  by  the  de- 
partment will  be  discontinued  if  only  the  physician  will 
agree  to  be  placed  on  “probation”  for  several  years 
during  which  he  will  be  required  to  attend  continuing 
education  courses  to  correct  his  alleged  malpractice. 
The  doctor  is  warned  that  if  he  rejects  the  Consent 
Order  offered  to  him,  the  matter  will  then  be  referred  to 
a so-called  “formal  hearing”  in  Hartford  before  the 
three-person  Panel  of  the  Connecticut  Medical  Exam- 
ining Board. 
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If  the  physician  does  elect  to  reject  the  Consent  Order 
and  defend  himself  against  the  charges,  several  anxious 
months  may  pass  before  the  panel  hearing  is  finally 
scheduled.  At  this  hearing  the  doctor’s  attorney  will  be 
able  present  the  doctor’ s full  defense  and  the  doctor  can 
also  bring  in  his  own  “expert”  physician  to  testify  in 
support  of  his  treatment  of  the  patient  in  question.  The 
department’s  “expert”  physician  can  be  cross-exam- 
ined and  the  department’s  attorney  can  be  debated  and 
rebutted  by  the  doctor’s  attorney. 

The  panel  then  promises  to  notify  the  doctor  within  a 
few  months  as  to  their  recommendations  to  the  Con- 
necticut Medical  Examining  Board,  but,  again,  it  may 
be  over  a year  before  the  doctor  receives  notice  of  their 
recommendations.  He  is  then  notified  (with  only  two  or 
three  weeks  short  notice)  that  a final  hearing  will  be 
held  before  the  full  board  to  rule  on  the  recommenda- 
tions of  the  panel.  The  doctor  and/or  his  attorney  will  be 
allowed  only  15  minutes  to  present  oral  arguments 
against  being  disciplined.  If  the  panel  has  recommended 
that  the  charges  be  dismissed,  the  department’s  attor- 
ney may  appear  again  to  appeal  to  the  board  to  reject 
that  recommendation  and  to  insist  that  the  accused 
doctor  be  disciplined.  If  the  panel  has  recommended 
disciplinary  action  against  the  doctor,  the  board  will 
probably  concur  and  the  doctor  will  be  formally  disci- 
plined. 

Attorney  Brown’s  article  lists  the  possible  disciplin- 
ary actions  that  may  be  ordered  by  the  board,  ranging 
from  mild  censure  to  full  revocation  of  the  doctor’s 
license.  He  does  not  mention  the  notoriety  and  humili- 
ation that  result  from  having  the  doctor’s  charges  listed 
in  the  department’ s bulletins  that  are  distributed  through- 
out the  state  even  if  the  charges  have  been  dismissed. 
Nor  does  the  article  mention  that  the  doctor  will  also  be 
named  in  a book  published  annually  by  Ralph  Nader’s 
organization,  PublicCitizen,  which  lists  the  names  of 
all  the  doctors  in  the  United  States  who  have  been 
disciplined  that  year.  Nor  does  he  mention  the  innocent 
doctor’s  embarrassment  in  having  to  admit,  describe, 
and  explain  the  entire  disciplinary  experience  when- 
ever he  has  to  renew  his  licenses  or  hospital  privileges 
or  fill  out  professional  applications  and  forms,  even 
though  the  charges  have  been  dismissed. 

Because  of  repeated  delays,  postponements,  and  can- 
cellations by  the  department,  panel  and  board,  the 
period  of  time  from  the  original  complaint  of  the  patient 
to  the  final  judgment  of  the  board,  may  take  over  five 
years!  Needless  to  say,  the  emotional  wear  and  tear 
resulting  from  the  stresses  of  this  protracted,  expen- 
sive, traumatic  ordeal  are  extreme.  The  innocent  doctor’ s 
only  recourse,  if  he  has  been  unjustifiably  disciplined 
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by  the  department,  would  be  to  engage  expensive  attor- 
neys to  appeal  the  judgments  against  him  to  the  state 
Superior  Court. 

Finally,  even  if  the  charges  against  him  have  been 
dismissed  by  the  panel  and  the  board,  the  department 
will  not  officially  declare  the  doctor  to  be  “not  guilty.” 
Rather,  the  department’s  formal  public  record  will  still 
list  all  the  allegations  of  malpractice  made  against  the 


doctor  and  then  state  tersely  that  the  charges  were 
dismissed  because  of  “insufficient  evidence,”  as  if  the 
doctor  were  really  guilty  but  had  gotten  away  with  his 
alleged  crimes. 

In  case  any  reader  suspects  that  the  above  descrip- 
tions are  farfetched  and  lack  credibility,  I can  identify 
at  least  one  Connecticut  physician  who  has  experienced 
them  personally;  namely,  the  author  of  this  article. 


Comments  on  Dr.  Fierman’s  “True  Story”  of  Hearings 
Before  the  Department  of  Health  Services 


As  the  author  of  “Dealing  with  Disciplinary  Hear- 
ings Before  Connecticut’ s Health  Service,”  I pass  along 
these  comments  to  Dr.  Louis  B.  Fierman’s  response  to 
my  article.  Unfortunately,  much  of  what  he  states  about 
the  attitude  of  the  Department  of  Health  Services  and 
the  effect  of  the  charges  upon  the  practitioner  is  correct. 
I have  found  that  some  (not  all)  of  the  staff  attorneys  do 
look  upon  a physician  or  other  provider  as  guilty  until 
proven  innocent.  It  should  be  assumed  that  these  attor- 
neys do  take  on  the  role  of  prosecutor.  The  process  from 
the  initial  notification  by  the  department,  through  the 
investigative  stage,  to  the  conclusion  (by  the  dropping 
of  charges,  a consent  order,  or  a full  hearing)  can  be 
emotionally,  professionally,  and  financially  draining. 
As  I tell  my  clients,  irrespective  of  guilt,  once  the 
process  entraps  the  provider  in  its  web  in  some  respect 
he  will  suffer  a loss;  the  only  issue  is  one  of  degree.  The 
physician,  nurse,  dentist,  or  psychiatrist  will  suffer  the 
anxiety  of  having  to  deal  with  people  in  the  department 
who  are  not  medical  providers  and  members  of  the 
Medical,  Nursing,  or  Dental  Board,  some  of  whom  are 
not  professionals  or  who  do  not  necessarily  have  an 
expertise  in  the  provider’s  area  of  practice.  Yet,  those 
are  the  very  people  who  will  decide  the  merits  of  any 
claim  and  the  appropriate  disposition  should  some 
transgression  or  lapse  be  found  to  have  occurred. 

In  addition,  the  provider  of  medical  services  knows 
that  his  or  her  name  will  appear  in  some  newspaper  and/ 
or  through  the  electronic  media,  as  the  public  more  and 
more  concerns  itself  with  the  quality  of  medical  care. 
Every  night  on  television  it  seems  that  some  news  or 
investigative  program  is  beating  up  on  some  practitio- 
ner. How  does  one  recapture  one’s  reputation  and 
standing  in  the  community  and  how  does  one  attempt  to 
continue  to  earn  a living,  provide  for  one’s  family,  and 


deal  with  colleagues  in  the  face  of  unproven  charges? 
Even  for  the  most  innocent  of  providers,  meeting  this 
challenge  is  not  easy. 

Recently,  I represented  a practitioner  who  in  1988 
was  falsely  accused  by  a patient  of  inappropriate  con- 
duct two  years  earlier,  in  1986.  It  took  over  two  years  to 
investigate  the  charges;  the  department  commenced  a 
hearing  in  1991;  in  May  of  1992  the  Medical  Board 
ordered  the  department  to  turn  over  certain  records  of 
the  patient  to  the  defense;  a year  and  a half  later 
(October  1993)  the  records  were  still  not  delivered. 
Finally,  in  December,  only  after  repeated  demands  of 
the  defense  and  notwithstanding  strong  objections  by 
the  department,  the  board  reluctantly  dismissed  the 
charges.  The  practitioner  had  endured  over  five  years  of 
living  in  limbo  land.  It  was  indeed  emotionally  and 
financially  draining.  During  that  period  of  time  he  was 
fearful  of  applying  for  new  staff  privileges  or  joining 
any  HMO.  Incredibly,  one  member  of  the  board  told  his 
fellow  members  that  he  voted  for  the  dismissal  very 
reluctantly;  complaining  of  all  these  “technical”  proce- 
dures which  the  respondent  practitioner  insists  the 
board  should  follow!  It  did  not  seem  to  bother  this 
physician  that  we  as  a society,  as  Dr.  Fierman  suggests, 
afford  more  protections  to  the  alleged  robber,  rapist,  or 
murderer  in  our  criminal  courts  than  to  some  practitio- 
ner who  is  simply  charged  with  violating  some  regula- 
tion. 

My  message  remains  the  same  as  stated  in  the  origi- 
nal article.  From  the  earliest  stage  obtain  the  services  of 
an  attorney  who  has  experience  in  dealing  with  the 
Department  of  Public  Health  and  Addiction  Services 
(formerly  Department  of  Health  Services);  an  attorney 
who  has  handled  your  will,  house  closing,  or  business 
affairs  may  not  be  skilled  in  dealing  in  the  administra- 


VOLUME  58,  NO.  3 


97 


tive  law  area.  Ask  the  attorney  the  same  hard  questions 
your  patients  more  and  more  are  asking  you  about  your 
background.  Most  importantly,  a provider  must  prac- 
tice defensively;  that  means  one  must  keep  complete 
and  detailed  records  justifying  any  procedure  or  action 
(or  nonaction).  Informed  consent  is  very  important  and 
should  be  duly  memorialized  where  appropriate.  Fi- 
nally, in  dealing  with  the  department  and  the  board,  I 


have  found  that  one  needs  to  be  strong,  resolute,  and  not 
intimidated  by  the  process  itself.  As  much  as  possible 
one  should  strive  hard  to  maintain  a high  degree  of 
professionalism  and  continuity  of  practice  while  deal- 
ing with  this  situation. 

Richard  R.  Brown 
Hartford 


South  Park  Inn  Medical  Clinic 


South  Park  Inn  is  an  inner  city  shelter  in  Hartford  that  provides  temporary  food  and  lodging  for  individuals 
who  have  found  themselves  homeless. 

In  November  of  1982,  the  Hartford  Coalition  for  Emergency  Shelters,  Inc.  (now  South  Park  Inn,  Inc.)  was 
formed  to  establish  a large  shelter  for  the  rising  number  of  homeless  persons  in  Hartford.  After  a long  and 
arduous  search,  the  Coalition  obtained  the  former  South  Park  Methodist  Church  utilizing  funding  from  area 
foundations,  corporations,  private  individuals.  South  Park  Inn  was  opened  on  6 July  1984  and  provides  85 
beds  to  men,  women,  and  families  on  a temporary  basis. 

South  Park  Inn  employs  a staff  which  is  on  duty  24  hours  per  day,  7 days  a week.  In  addition  to  maintaining 
day-to-day  operations  of  the  shelter,  the  staff  provides  referral  assistance  for  housing,  jobs,  and  agency 
services  to  the  occupants  in  an  effort  to  allow  these  individuals  to  establish  the  necessary  means  to  obtain 
permanent  room  and  board. 

The  student-run  Medical  Clinic  at  South  Park  Inn  was  opened  in  October  of  1987  by  a group  of  medical 
students  at  the  University  of  Connecticut  School  of  Medicine.  Since  then,  the  clinic  has  been  open  every 
week  staffed  by  over  150  student  volunteers  and  supervised  by  over  30  community  physicians  who  donate 
their  time.  Every  Tuesday  and  Thursday  evening,  clinic  volunteers  see  10  to  15  shelter  residents  ranging  in 
age  from  one  to  80  years  old,  with  medical  problems  ranging  from  the  common  cold  to  AIDS, 

The  primary  goal  of  the  clinic  is  to  provide  medical  attention  to  the  residents  of  South  park  Inn,  while 
providing  an  opportunity  for  medical  students  to  become  familiar  with  the  special  needs  of  a homeless 
population.  The  clinic  is  equipped  to  diagnose  and  treat  minor  medical  and  psychiatric  problems  and  refer 
patients  to  area  hospitals  and  support  services  when  required. 

The  hard  work  of  the  volunteers  at  the  clinic  has  been  recognized  by  the  state  of  Connecticut.  In  April  of 
1993  the  student  board  of  directors  was  presented  with  the  Connecticut  Higher  Education  Community 
Service  Award  for  our  dedication  to  serving  the  homeless  population  of  Hartford. 
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50  Years  Ago 

From  The  Connecticut  State  Medical  Journal 
February  1944 


The  Problem  of  Chronic  Illness  in  Connecticut 

KARL  F.  HEISER,  PH.D.,  Hartford 


The  care  of  the  chronically  sick  and  infirm  in  the  State  has  concerned  the  medical  profession  for  years.  It  is  to 
be  hoped  that  the  new  study  of  the  subject  to  be  made  by  the  Public  Welfare  Council,  and  to  which  the  Society  can 
make  a great  contribution,  will  produce  means  to  answer  at  least  a part  of  the  problem.  The  JOURNAL  asked  Dr. 
Heiser,  who  is  to  direct  the  study,  to  contribute  a discussion  of  the  subject  and  Dr.  Heiser’s  comments  are 
published  with  the  full  approval  of  the  Public  Welfare  Council. 


The  Author.  Research  Director, 
Public  Welfare  Council 


BY  Special  Act  No.  470,  the  1 943  General  Assembly 
directed  the  state  Public  Welfare  Council  to  make 
a study  “of  the  needs  for  a state  infirmary  for  the  care  and 
treatment  of  aged,  infirm  and  chronically  ill  persons,” 
and  to  “report  its  findings  to  the  1945  General  Assem- 
bly.” 

This  is  not  the  first  time  the  state  legislature  has  taken 
cognizance  of  this  matter.  In  1919,  an  Infirmary  Com- 
mission was  appointed  to  investigate  the  need  for  infir- 
mary care  for  dependent,  diseased  and  incurable  persons 
for  whom  no  treatment  was  available. 

The  commission’s  recommendations  were  presented 
to  the  1921  legislature  providing  for  the  purchase  of  land 
and  the  erection  of  buildings  for  the  housing  of  200 
persons  in  four  units. 

The  recommendations  were  not  approved,  but  the 
commission  was  continued  and  directed  to  make  a fur- 
ther report  to  the  1923  legislature.  Their  report  was  a 
reiteration  of  the  1921  recommendation  as  they  found 
no  reason  to  differ  with  the  previous  conclusions  of  the 
commission. 


From  the  Connecticut  State  Medical  Journal,  February  1944. 


These  recommendations  were  supported  by  an 
independent  petition  to  the  General  Assembly  by  the 
Connecticut  Hospital  Association  for  state  provision 
for  chronic  and  incurable  patients.  Seventeen  of  the  28 
general  hospitals  reported  requests  for  admission  an- 
nually of  1,200  chronic  and  incurable  patients  whom 
they  could  not  accommodate. 

This  official  concern  with  the  problem  of  chronic 
illness,  naturally,  did  not  arise  spontaneously  but  was 
the  result  of  many  and  frequently  repeated  recommen- 
dations by  governmental  and  private  organizations. 
Chief  among  these  organizations  appear  to  have  been 
the  State  Medical  Society  and  the  Public  Welfare 
Council,  under  each  of  its  four  names,  first  the  Board 
of  Charities,  then  the  State  Board  of  Charities,  then  the 
Department  of  Public  Welfare  and  lastly,  its  present 
name. 

The  report  of  the  Board  of  Charities  for  1884  re- 
marks that  many  of  the  inmates  of  almshouses  were  not 
able  to  work  because  of  disease.  In  1890  the  report  of 
the  State  Board  of  Charities  carried  a proposal  that  the 
state  take  the  initiative  in  establishing  a “home  for 
incurable  children,”  as  there  were  over  one  hundred 
neglected  children  in  the  state  who  needed  care  as 
incurables.  Their  plight  was  the  more  tragic  as  they 
could  not  be  cared  for  by  the  general  hospitals,  and  the 
county  homes  were  restricted  to  healthy  children.  In 
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1892  the  plea  for  a home  for  incurable  children  was 
repeated  by  the  State  Board  of  Charities  and  in  addition, 
an  infirmary  for  the  ill  and  feeble  among  the  almshouse 
population  was  strongly  recommended  on  the  basis  of 
the  Board’s  observation  that  there  were  two  types  of 
persons  in  the  almshouses;  those  who  could  and  should 
work  and  those  who  were  unable  to  work  because  of 
infirmities. 

In  1895  the  need  for  a home  for  incurable  children 
was  discussed  by  Mrs.  Frances  Bacon  in  the  report  of 
the  Connecticut  Children’s  Aid  Society.  She  told  of  the 
establishment  in  January  1 895  of  a home  in  Wethersfield 
through  the  generosity  of  Mrs.  J.  S.  Parsons.  This  home 
was  short  lived,  however,  because  the  legislature  of  that 
year  passed  a bill  forbidding  such  homes  without  the 
permission  of  the  town  in  which  a home  is  located. 
Interested  and  philanthropic  groups  in  both  Windsor 
and  Plainville  then  attempted  to  have  the  Home  for 
Incurable  Children  located  in  their  towns  but  their 
efforts  were  doomed  by  adverse  votes  by  the  town’s 
citizenry.  It  may  be  imagined  that  the  question  aroused 
and  brought  into  the  open  conflicting  medical,  humani- 
tarian and  economic  interests  as  well  as  prejudices. 

In  1 896  the  State  Medical  Society  discussed  the  need 
of  a home  for  incurable  children.  From  this  time  on,  the 
concern  for  the  chronically  ill  was  shown  in  recommen- 
dations for  provisions  for  special  groups.  In  general, 
there  has  been  close  agreement  between  the  Medical 
Society  and  State  agencies  on  these  problems  and  the 
Society  gave  its  support  to  progressive  recommenda- 
tions. For  example,  the  recommendation,  by  the  State 
Board  of  Charities,  in  1898,  that  a department  for 
epileptics  be  established  in  connection  with  one  of  the 
state  institutions  was  supported  by  a report  in  1901  by 
the  Medical  Society’s  committee  on  the  number  and 
condition  of  epileptics.  At  the  1904  state  convention  of 
the  Medical  Society,  Dr.  Max  Mailhouse  advocated  a 
separate  state  colony  for  epileptics  and  in  1905  the 
Society  went  on  record  with  a resolution  in  support  of 
Dr.  Mailhouse’ s proposal.  Special  provision  for  epilep- 
tics was  repeatedly  urged  by  the  State  Board  of  Chari- 
ties in  1900,  1904  and  1906.  In  the  latter  year  the 
Governor  appointed  a committee  from  the  Medical 
Society  to  study  the  problem  of  the  epileptics.  A bill  for 
the  establishment  of  a colony  was  passed  in  1909  with 
an  appropriation  of  $25,000  for  establishing  a colony. 
This  same  legislature,  under  Chapter  120  of  the  Public 
Acts,  appointed  directors  to  establish  county  sanitaria 
for  tuberculosis. 

In  1910,  Dr.  F.  K.  Hallock  of  Cromwell  addressed  the 
Medical  Society  on  “The  Sanatarium  Treatment  of 
Neurasthenia  and  The  Need  of  a Colony-Sanitarium  for 
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the  Nervous-Poor,”  and  a committee  was  appointed  by 
the  society  to  work  for  the  establishment  by  the  state  of 
a sanitarium. 

The  State  Board  of  Charities  repeatedly  urged  in  its 
reports  of  1914,  1916  and  1918  that  the  state  set  up 
separate  departments  with  specialized  care  for  inebri- 
ates and  patients  with  infectious,  incurable,  and  chronic 
illnesses,  including  tuberculosis.  The  Board  supported 
the  Medical  Society’s  recommendation  of  sanitarium 
care  of  the  nervous  poor  by  the  proposal  of  a department 
for  mild  and  chronic  insanity  to  be  attached  to  the 
proposed  state  infirmary. 

Between  1920  and  1925  the  interest  in  an  infirmary 
was  at  its  height,  officially,  with  the  concurrent  recom- 
mendations of  the  state’s  infirmary  commission,  the 
State  Medical  Society’s  committees  on  the  nervous 
poor  and  on  Public  Health  Education,  and  the  State 
Board  of  Charities  or  the  Department  of  Public  Welfare 
which  it  became  in  1921.  The  1925  legislature  rejected 
a bill  to  prepare  plans  and  sketches  of  infirmary  build- 
ings and  in  1928  the  Medical  Society  discontinued  its 
committee  on  the  care  of  the  nervous  poor  because  of 
the  greater  claims  of  the  mentally  ill,  defectives  and 
epileptics  whose  needs  were  far  from  satisfied.  The 
Department  of  Public  Welfare  continued  each  bien- 
nium to  urge  the  establishment  of  a state  infirmary  for 
dependent  persons  with  chronic  and  incurable  disease 
for  whom  no  proper  provision  was  available  in  the 
almshouses,  or  general  hospitals. 

In  recognition  of  “the  need  for  a study  of  the  whole 
complex  pattern  of  the  public  care  of  the  sick,”  the  1939 
General  Assembly  created  a Commission  on  the  Treat- 
ment and  Care  of  People  Afflicted  with  Physical  or 
Mental  Disabilities.  In  the  words  of  Section  2 of  Special 
Act  548  creating  the  commission,  it  was  to  “study  the 
problems  presented  by  the  physical  and  mental  disabili- 
ties of  the  people  of  the  state,  and  to  inquire  into  the 
subject  of  the  expenditures  made,  or,  in  the  opinion  of 
the  commission,  necessary  to  be  made,  by  the  state  for 
the  prevention  of  such  disabilities  and  the  care  of  the 
people  afflicted  thereby.” 

This  committee,  generally  known  as  “the  Barker 
Commission,”  was  originally  composed  of  Creighton 
Barker,  M.D.,  Executive  Secretary,  Connecticut  State 
Medical  Society,  Wilmar  M.  Allen,  M.D.,  Director, 
Hartford  Hospital,  Honorable  Kenneth  Wynne,  Judge 
of  the  Superior  Court,  New  Haven,  William  H.  Coon, 
M.D.,  1939  General  Assembly,  and  John  A.  Markham, 
Attorney,  of  Hartford.  As  finally  constituted,  the  com- 
mission was  composed  of  the  first  two  gentlemen, 
named  above,  Honorable  Joseph  B.  Downes,  of  Nor- 
wich, Ira  V.  Hiscock  Sc.D.  of  Yale  University,  and 
Lucius  F.  Robinson,  Jr.,  Attorney  of  Hartford.  Dr.  Coon 
became  the  Coordinating  Director. 
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The  Commission’s  report  submitted  an  imposing  num- 
ber of  thoroughly  considered  recommendations  under 
nine  headings,  second  of  which  was  concerned  with 
“The  Care  of  the  Chronically  Sick  and  Disabled.”  It 
urged  “that  provision  be  made  for  the  care  of  persons 
chronically  sick  or  disabled  with  cancer,  arthritis,  heart 
disease,  degenerative  disease  and  other  conditions,  and 
to  this  end”  recommended  “that  a commission  be  ap- 
pointed to  continue  the  study  of  this  problem  and  to 
submit  recommendations  for  the  necessary  program.” 

Though  it  advised  the  appointment  of  a commission 
to  make  a detailed  study  of  the  problem,  it  should  be 
acknowledged  (with  thanks,  by  the  writer,)  that  the 
Barker  Commission  did  much  more  than  make  a cursory 
appraisal  of  the  situation.  The  framework  for  further 
investigation  which  their  report  provides  indicates  a 
depth  of  knowledge  and  detailed  information  regarding 
the  situation  presented  by  chronic  illness. 

In  its  1941  biennial  report,  the  Public  Welfare  Coun- 
cil announced  that  one  of  the  major  concerns  of  its 
research  department  would  be  with  the  problem  of  the 
care  of  the  chronically  ill  in  Connecticut.  After  noting 
the  expenditure  by  the  state  of  $586,000  in  the  fiscal 
year  of  1941  for  the  care  of  patients  in  various  institu- 
tions and  homes,  a large  part  of  which  was  probably  due 
to  the  economic  and  physical  results  of  chronic  illness, 
the  Council  stated  that  “the  question  really  is  whether 
the  chronic  sick  may  best  be  cared  for  in  private  homes 
or  in  institutions.  The  ideal  institution  for  the  care  of 
chronic  diseases  should  be  primarily  a sort  of  home  for 
the  aged,  giving  low  cost  domiciliary,  medical  and 
nursing  care  over  relatively  long  periods  of  time.  Thus 
the  question  of  the  proper  care  of  the  chronic  sick  in 
Connecticut  is  really  either  a problem  of  a new  institu- 
tion or  of  service  to  those  cared  for  in  existing  facili- 
ties.” 

Thus,  with  this  brief  historical  survey,  the  subject  is 
brought  up  to  the  present  and  the  projected  work  of  the 
Research  Division  of  the  Public  Welfare  Council  under 
the  mandate  of  the  1943  General  Assembly. 

At  present,  the  Research  Division  consists  of  one 
person,  the  Director,  but  it  is  hoped  that  additional 
professional  personnel  may  be  added  as  soon  as  the  plan 
of  work  is  ready  for  adoption.  It  is  intended  to  prepare 
the  way  slowly,  but  thoroughly,  as  the  validity  and 
reliability  of  research  of  this  kind  is  dependent  upon  the 
thoroughness  with  which  the  problem  is  presented,  the 
relationships  drawn  between  the  results  of  the  research 
and  other  pertinent  and  significant  data. 

Government  is  concerned  with  chronic  illness  be- 
cause it  is  a social  problem  of  a sort  which  cannot  be 
handled  adequately  by  individuals  alone,  as  has  been 


amply  demonstrated  in  the  past  fifty  years  during 
which  the  problem  has  been  recognized.  The  state’s 
proper  concern  is  not  only  with  the  health  and  comfort 
of  its  chronically  ill  citizens  but  also  with  the  welfare 
and  interests  of  the  population  as  a whole.  It  is  now 
recognized  that  society  pays  a tremendous  hidden  cost 
in  the  dependency  and  incapacity  of  its  members.  In 
the  last  analysis  a society’s  standard  of  living  is  based 
upon  its  productiveness,  manually  or  mentally,  of 
useful  commodities.  It  is  axiomatic,  of  course,  that 
dependent  groups,  children,  aged  and  incapacitated, 
are  carried  on  the  economic  shoulders  of  the  working, 
productive  population.  The  facts  that  the  aged  popula- 
tion is  more  dependent  than  the  younger  age  groups,  is 
more  subject  to  illness  or  invalidism,  and  is  increasing 
in  proportion  to  the  state  population  should  give  one 
pause  to  consider;  and,  perhaps,  to  compare  the  costs 
of  a treatment  and  preventive  approach  to  the  problem 
with  the  present  direct  and  indirect  methods  of  shoul- 
dering an  unknown  and  uncontrolled  burden. 

According  to  the  1940  census,  8%  of  the  Connecti- 
cut population  is  aged  65  or  over.  Seventy  years  ago, 
only  5%  were  in  that  age  group.  One  rough  way  of 
expressing  this  situation  might  be  to  say  that  in  1870 
there  were  10.2  younger  people  in  the  productive  ages 
of  20  to  64  to  take  care  of  each  aged  person,  while  in 
1940,  this  care  is  shared  by  only  7.7  people. 

The  estimates  of  illness,  temporary  and  chronic,  in 
the  National  Health  Survey,  done  in  1935  and  ’36,  are 
probably  applicable  to  Connecticut.  According  to  the 
Survey  figures  355,000,  or  21%  of  Connecticut’s  popu- 
lation, suffers  some  chronic  illness  or  permanent  im- 
pairment at  any  one  time,  while  over  66,000,  or  4%  ,are 
invalided  or  totally  incapacitated  and  have  been  so  at 
least  a year.  However  impressive  these  figures  are  for 
the  total  state  population,  it  is  more  significant  to  break 
them  down  into  smaller  age  groups.  That  chronic 
illness  is  not  confined  to  the  aged  is  definitely  shown 
by  the  estimate  that  there  are  over  212,000  residents 
between  the  ages  of  25  and  64,  the  most  productive 
years  of  life,  who  are  suffering  from  chronic  illness. 
This  is  24%  or  almost  a fourth  of  the  total  population 
of  that  age  group.  Almost  12,000  persons,  or  1%  of  that 
group,  are  invalided,  possibly  permanently. 

It  is  estimated  that  almost  half  of  the  aged  popula- 
tion (62,000)  is  chronically  ill  and  40%  of  them  (52,000) 
are  totally  invalided  and  have  been  so  at  least  a year. 

These  figures  bring  home  the  fact  that  medical 
science  and  public  health  measures,  though  they  have 
achieved  a notable  lengthening  of  life,  have  yet  to 
eradicate  the  painful,  incapacitating,  and  expensive 
illnesses  that  prevent  this  increased  life  span  from 
being  a period  of  productivity,  health,  and  happiness. 
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It  is  not  within  the  Province  of  the  Public  Welfare 
Council  under  its  present  instructions  to  outline  a broad 
program  of  treatment  and  prevention  of  chronic  illness 
in  Connecticut.  It  is  limited  to  the  question  of  caring  for 
the  persons  so  afflicted.  The  question  of  prevention  is 
more  a medical  problem  although  it  includes  such 
social  and  economic  matters  as  proper  housing,  sanita- 
tion and  recreation. 

More  specifically,  the  problem  will  be  to  find  out 
how  many  dependent  chronically  ill  persons  there  are  in 
Connecticut,  the  severity  and  the  duration  of  their 
illnesses,  what  facilities  are  available  or  could  be  pro- 
vided for  treating,  alleviating  or  curing  their  disorders, 
the  costs  of  such  facilities,  and  other  pertinent  informa- 
tion. In  other  words,  the  aim  is  to  find  out  how  the  state 
can  provide  adequate  care  for  its  needy,  chronically  ill 
citizens  at  the  least  present  and  future  cost. 

The  Council  is  fortunate  in  having  the  guidance  and 
assistance  of  some  of  Connecticut’s  best  medical  au- 
thorities in  the  persons  of  the  State  Medical  Society’s 


Committee  composed  of  Wilmar  M.  Allen,  Director  of 
the  Hartford  Hospital;  Creighton  Barker,  Executive 
Secretary,  Connecticut  State  Medical  Society;  Eugen 
Kahn,  Professor  of  Psychiatry,  Yale  Medical  School 
and  Director  of  the  Psychiatry  Department,  New  Haven 
Hospital;  James  R.  Miller,  Obstetrician,  Hartford; 
George  M.  Smith,  New  Haven,  President,  Connecticut 
State  Medical  Society,  Director,  National  Cancer  Insti- 
tute, Washington,  D.  C.,  and  Charles  H.  Sprague,  Bridge- 
port, Chairman,  Veterans  Home  Commission. 

The  work  will  be  facilitated,  also,  by  the  cooperation 
of  the  Office  of  the  Commissioner  of  Welfare,  the  State 
Health  Department,  and  interested  welfare  and  social 
organizations  all  of  whom  have  shown  an  eagerness  to 
place  their  resources  at  the  disposal  of  the  Research 
Division.  Their  friendly  and  sincere  interest  has  made 
the  Director  feel  “at  home”  in  his  new  position  and 
confident  that  a sound  program  of  care  may  be  devel- 
oped for  the  benefit  of  Connecticut’s  chronically  ill 
citizens. 


CALL  FOR  PAPERS 

Members  of  the  Connecticut  State  Medical  Society  reading  papers  before  other 
organizations  are  requested  to  submit  their  papers  to  the  JOURNAL  for 
consideration  by  the  Board  of  Editors  for  publication.  Authors  preparing 
manuscripts  for  submission  to  Connecticut  Medicine  should  consult  Information 
for  Authors.  This  material  may  be  obtained  from  most  issues  of  Connecticut 
Medicine  or  from  the  Journal  office.  Adherence  to  the  instructions  will  prevent 
delays  both  in  acceptance  and  in  publication.  All  papers  on  computer  should  be 
submitted  on  floppy  disk  along  with  the  hardcopy. 

Please  send  them  to: 

Robert  U.  Massey,  M.D. 

Connecticut  Medicine 
1 60  St.  Ronan  Street 
New  Haven,  CT  0651 1 
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Of  Generalists  and  Specialists 
Changes  in  Medical  Management 

In  the  43  years  since  I graduated  medical  school  there  has  been  considerable 
change  in  how  we  manage  our  patients.  We  have  evolved  from  a system  based  on 
the  “generalist”  to  one  in  which  “specialists”  predominate. 

In  the  1950s  cataract  surgery  led  to  two  to  three  weeks  in  bed  with  sand  bags  on 
each  side  of  the  neck,  most  abdominal  surgery  required  the  same  period  in  the 
hospital  except  for  shorter  one-week  stays  for  hernias  or  appendectomies.  The 
standard  care  for  myocardial  infarction  was  21  days  at  bed  rest  and  another  seven 
dangling  and  walking  before  discharge.  We  used  anticoagulants  to  prevent  clotting 
from  the  prolonged  inactivity  which  was  ordered  in  part  because  of  the  risk  of 
bleeding  from  anticoagulants. 

The  laparoscope,  imaging  techniques,  radiation  therapy,  antibiotics,  immuniza- 
tion practices,  anesthesia  all  have  had  an  impact  on  hospital  stays,  diagnostic 
accuracy,  prevention,  and  treatment  of  diseases. 

Over  the  past  10  years  alone  we  have  eliminated  about  one  fifth  of  hospital  days 
in  Connecticut.  With  the  advent  of  more  innovative  plans  for  home  care  we  see  the 
length  of  stay  for  most  vaginal  births  drop  toward  24  hours  after  delivery,  72  hours  for  caesarian  sections.  In  short, 
anything  that  does  not  require  the  special  resources  of  a hospital  and  that  can  be  done  safely  at  home  is  rapidly 
replacing  inpatient  care. 

In  our  offices  we  have  also  experienced  major  changes.  A more  serious  approach  to  preventive  measures  has 
been  accompanied  by  a more  scientific  appraisal  of  what  makes  a difference  and  what  has  not  been  proven  to  be 
worth  the  effort  or  cost.  We  are  questioning  everything  from  diagnostic  tests  whose  results  would  not  influence 
our  therapeutic  choices  to  mass  screening  of  asymptomatic  patients  for  disorders  so  far  not  significantly  affected 
by  our  interventions. 

Now,  in  1994,  we  are  seeing  a dramatic  new  series  of  changes  redefining  the  role  of  medical  specialization  and 
generalization.  This  is  the  inevitable  outcome  of  the  hospital  becoming  the  site  of  only  those  “special”  services 
not  available  in  home  or  office. 

There  is  a growing  wisdom  among  patients  and  the  payors  for  medical  care  that  a central,  organizing  function 
is  required  to  coordinate  the  ways  and  places  we  receive  care.  As  physicians  we  certainly  do  not  believe  this 
function  should  be  left  to  computer  software,  nurse-technicians,  protocols  of  so-called  “expert”  panels,  or  the 
bureaucrats  of  government  or  insurance.  A better  answer  lies  in  our  own  specialties  of  family  practice,  general 
internal  medicine,  and  general  pediatrics. 

The  concept  of  some  specialists  that  they  are  best  qualified  to  give  “primary”  or  “general”  care  for  the  diseases 
they  treat  presupposes  that  patients  are  best  able  to  determine  which  specialty  they  “need”  and  to  coordinate 
multispecialty  care  if  they  “need”  more  than  one.  Other  physicians  disagree  and  believe  that  coordination  of  care 
is  best  done  by  the  generalist. 

Primary-care  physicians  are  forming  together  in  partnerships  or  “clinics  without  walls.”  They  will  accept  a 
variety  of  capitated  arrangements,  select  a limited  number  of  high  quality  specialty  consultants,  and  use  their 
referral  volume  to  obtain  discounts.  They  may  regain  ground  they  have  lost  in  some  hospitals,  most  certainly  will 
become  more  politically  active  on  medical  staffs  and  in  organized  medicine,  and  will  give  hospital  administrators 
a new  dynamic  to  think  about  in  the  next  few  years. 

Many  patients,  payors,  and  the  successful  specialists  will  more  than  likely  accept  these  changes.  Other 
specialists  will  have  to  reconsider  their  practice  locations  or  styles.  More  hospital  beds  will  close,  some  hospitals 
will  close,  and  economic  competition  will  continue  to  increase  in  intensity. 

Continued  on  page  104 
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What  is  your  reaction  to  all  of  this?  Am  I correct  in  forecasting  what  will  occur?  Is  this  happening  in  your 
practice  area?  In  the  end  will  our  patients  benefit  from  the  new  arrangements?  Intuitively,  organization  and 
coordination  of  the  care  of  a child  or  adult  over  time  seems  more  effective  than  shotgun  responses  to  individual 
events.  Many  patients  voluntarily  choose  this  method  now.  What  is  new  is  a more  systematic  and  economically- 
driven  approach  to  the  subject  that  is  going  on  in  at  least  seven  hospital  areas  I am  aware  of  at  this  time. 

Certainly  there  will  be  a struggle  over  these  issues.  “Specialists”  outnumber  “generalists”  by  three  to  one. 
Hospital  administrators  are  well  aware  of  this  ratio.  Many  third  parties  are  seeking  a ratio  of  at  least  one  to  one 
in  their  panels.  The  changes  being  considered  are  well  worth  our  serious  attention  in  the  months  to  come.  They 
would  take  us  back  40  years  to  emphasize  the  role  of  the  “generalist”  with  all  the  advantages  of  the  scientific 
advances  of  the  recent  past. 

Who  knows?  The  personal  consultation  may  regain  favor,  the  generalist  may  coordinate  all  the  care  of  the 
patient,  specialists  may  stop  referring  to  each  other,  and  we  may  see  a shift  in  the  ratio. 

Whatever  occurs  we  must  not  forget  what  it  is  all  about:  the  patient. 

Howard  J.  Wetstone,  M.D. 

President 
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Albert  Schweitzer’s  Simple  Philosophy 

ROBERT  U.  MASSEY,  M.D. 


For  my  philosophy  is  simple.  It  has  only  one  subject,  that  we  should  become  simpler  and 
better  human  beings,  that  we  should  become  more  humane  humans  than  we  are. 

— Albert  Schweitzer.  1 


MY  view  of  Albert  Schweitzer  when  I first  read 
about  him  in  the  mid  1940s  was  that  he  must  be 
the  greatest  man  in  the  world.  During  medical  school 
days  I had  a few  recordings  of  him  playing  Bach  on  the 
organ — one,  “Come  sweet  death”  ( Komm  ’ lieber  Tod ) 
I used  to  play  before  examinations.  After  the  war  was 
over  articles  about  him  appeared  in  Life,  the  New  York 
Times  Book  Review  section,  and  several  medical  jour- 
nals, and  I wondered  at  this  giant  who  was  a physician, 
missionary,  philosopher,  theologian,  authority  on 
Goethe,  a world  authority  on  organ  building,  and  a 
distinguished  organist  himself.  I even  found  my  chief 
resident  in  his  office  late  one  night  reading  The  Quest 
of  the  Historical  Jesus,  and  he  told  me  more  about  this 
remarkable  man  who  was,  and  still  is,  one  of  his  heroes. 

A few  physicians  friends  even  spent  time  with 
Schweitzer,  helping  out  with  the  care  of  patients  at  his 
hospital  in  Lambarene  in  French  Equatorial  Africa.  I 
always  regretted  that  the  closest  I had  managed  to  come 
to  that  experience  was  to  read  On  the  edge  of  the 
Primeval  Forest,  which  he  had  written  in  1 92 1 . Though 
the  hospital  is  still  there,  supported  by  an  international 
foundation,  and  continuing  the  work  that  he  began  in 
1913,  Dr.  Schweitzer  died  peacefully  after  abusy  day’s 
work  at  the  age  of  90  in  1965. 

“Reverence  for  Life,”  the  basis  for  his  ethical  thought, 
remains  very  much  alive.  This  phrase,  Ehrfurcht  vor 
dem  Leben,  came  to  Schweitzer  in  1915  during  one  of 
his  many  errands  of  mercy  up  the  Ogowe  River, 
“unforseen  and  unsought....  Now  I had  found  my  way 
to  the  idea  in  which  world-  and  life-affirmation  and 
ethics  are  contained  side  by  side!” 

ROBERT  U.  MASSEY,  M.D.,  Professor  Emeritus,  Division  of 
Humanistic  Studies,  Department  of  Community  Medicine  and  Health 
Care,  University  of  Connecticut  School  of  Medicine,  Farmington. 


Ethical  rules  in  medicine,  or  in  living  a life,  derive 
from  principles  that  we  have  more  of  less  accepted,  that 
in  turn  rest  upon  something  “inchoate,”  as  one  writer 
described  those  notions  of  right  and  wrong  buried 
somewhere  deep  in  our  psyches.  Lewis  Thomas  sug- 
gested that  we  may  have  been  determined  by  natural 
selection  to  cooperate  and  be  altruistic,  sharing  these 
characteristics  with  other  living  creatures.  Schweitzer 
wrote  that  he  had  been  “struggling  to  find  the  elemen- 
tary and  universal  conception  of  the  ethical  which  I had 
not  discovered  in  any  philosophy. ...Ethics  is  nothing 
else  than  reverence  for  life.” 

For  him  this  was  no  inchoate  notion  but,  rather  arose 
from  a deeply  religious  view  of  the  world:  “To  have 
reverence  in  the  face  of  life  is  to  be  in  the  grip  of  the 
eternal,  unoriginated,  forward-pushing  will,  which  is 
the  foundation  of  all  being.”  Much  of  this  he  wrote 
before  1923;  yet  as  late  as  1964,  in  his  90th  decade,  he 
continued  to  hold  fast  to  this  “universal  conception,” 
writing  that  “The  idea  of  Reverence  for  Life  contains 
everything  that  expresses  love,  submission,  compas- 
sion, the  sharing  of  joy,  and  common  striving  for  the 
good  of  all.” 

Medical  students  in  Europe  and  America  have  begun 
to  rediscover  the  depths  to  be  found  in  the  life  and 
writings  of  this  great  physician,  even  though  most  can 
never  follow  in  his  steps.  His  decision,  made  simply 
“one  morning  in  the  autumn  of  1904”  was  in  response 
to  a request  of  the  Paris  Missionary  Society  that 
concluded,  ‘“Men  and  women  who  can  reply  simply  to 
the  Master’s  call,  “Lord,  I am  coming,”  those  are  the 
people  whom  the  Church  needs.’  The  article  finished, 
I quietly  began  my  work.  My  search  was  over.” 

Schweitzer  then  went  on  to  earn  his  medical  degree, 

Continued  on  page  106 
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still  continuing  his  pastoral  work  and  completing  some 
of  his  most  important  theological  writing.  It  was  after 
this,  during  the  long  60-years  of  work  in  Lambarene, 
that  Schweitzer  developed  his  ethical  philosophy  of 
Reverence  for  Life  that  is  so  much  needed  by  the  world 
today,  and  which  is  once  more  appealing  to  medical 
students  and  physicians. 
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MEDICAL  NEWS  CAPSULES 


This  Month’s  Reading  in  Review 

TIMOTHY  B.  NORBECK 


• “Some  two  dozen  doctors  are  planning  to  run  for  the 
U.S.  Congress  in  1994:  19  GOP  doctors  are  running  for 
House  seats  and  at  least  two  may  run  for  the  Senate.  A 
‘handful’  of  Democratic  doctors  will  also  run  for  House 
seats.” 

Boston  Globe  (19  December  1993) 

• “Since  the  AIDS  epidemic  began  13  years  ago,  thou- 
sands of  people  with  the  disease  and  other  life-threatening 
or  chronic  diseases  have  been  systematically  excluded 
from  the  private  insurance  market.  An  estimated  27% 
living  with  AIDS  are  uninsured.  Another  45%  rely  on 
Medicaid  for  their  coverage  and  4%  get  coverage  through 
Medicare.  The  remaining  24%  live  in  daily  fear  that  their 
often  limited  private-insurance  coverage  will  either  disap- 
pear or  be  priced  beyond  their  reach.” 

HHS  Secretary  Donna  Shalala  in  the 
Philadelphia  Inquirer  (1  December  1993) 

• In  a significant  policy  change,  Clinton  administration 
officials  say  they  will  no  longer  prod  elderly  Medicare 
patients  to  join  HMOs....A  new  study  by  Mathematica 
Policy  Research  estimates  that  because  HMO  Medicare 
patients  were  “so  healthy,”  the  government  paid  5.7% 
more  for  Medicare  patients  in  HMOs  than  it  would  have 
paid  if  they  had  been  in  the  regular  Medicare  program. . . 
“Instead  of  saving  5%  as  intended,  HCFA  spends  5.7% 
more”  when  Medicare  beneficiaries  get  their  care  through 
HMOs. 

New  York  Times  (27  December  1993) 

• “Because  of  the  tendency  of  managed  care  plans  to 
attract  younger  and  healthier  employees,  cost  savings 
revealed  in  many  studies  may  be  attributable  to  employee 
health  status  rather  than  to  cost  containment.” 

United  States  General  Accounting  Office 
Report  on  Managed  Health  Care 
(October  1993) 

• “I  am  the  most  aggressive  governor  in  the  country  on  the 
need  for  universal  care,  but  I have  to  wait  for  the  federal 
government  to  act.  Colorado  Care  cannot  do  it  alone  or  we 

TIMOTHY  B.  NORBECK.  Executive  Director,  the  Connecticut 
State  Medical  Society. 


will  become  an  island  of  universal  care  coverage,  with  the 
states  around  us  sending  us  their  sickest  people.” 

Colorado  Governor  Roy  Romer  (D)  in  the 
Rocky  Mountain  News  (November  28,  1993) 

• Men  drink  over  75%  of  all  alcoholic  beverages  in  this 
country,  including  80%  of  the  beer. 

USA  Snapshots  (1  September  1993) 

• More  than  seven  out  of  1 0 employers  (13%)  believe  that 
the  health  care  alliances  developed  through  health  reform 
will  be  overly  bureaucratic  and  unsympathetic  to  employ- 
ers’ needs.. . .Half  of  the  respondents  said  that  reform  will 
diminish  the  quality  of  health  care  their  employees  re- 
ceive. 

Coopers  & Lybrand 

• The  number  of  Americans  aged  100  and  older  is  pro- 
jected to  grow  from  45,000  today  to  more  than  77,000  in 
2000  according  to  the  Census  Bureau. 

American  Demographics  (November  1993) 

• Top  Ten  Official  Causes  of  Death  in  the  U.S./Yr: 

1)  Heart  Disease  (720,000) 

2)  Cancer  (505,000) 

3)  Stroke  (144,000) 

4)  Unintentional  injuries  (92,000) 

5)  Chronic  lung  disease  (87,000) 

6)  Pneumonia  and  influenza  (80,000) 

7)  Diabetes  (48,000) 

8)  Suicide  (31,000) 

9)  Liver  disease  and  cirrhosis  (26,000) 

10)  AIDS  (25,000) 

National  Center  for  Health  Statistics 

• Only  in  America:  At  the  time  he  shot  and  killed  a man 
during  a drinking  binge,  Ratford  Cox  was  receiving  $170 
a week  in  workers’  compensation  for  a back  injury.  After 
being  sentenced  to  a life  term  without  possibility  of  parole, 
a judge  shut  off  his  weekly  tax-free  benefits.  Thanks  to  a 
recent  Oklahoma  Supreme  Court  decision,  however,  his 
weekly  payments  have  resumed — and  he  received  a 
$19,609.80  check  to  cover  the  past  payments  which  were 
withheld. 
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Endorsed  for  over  ten  years  by  the  Fairfield,  Hartford,  New  Haven,  and  New  London  County  Medical  Associations. 
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Letters  to  the  Editor 


Letters  to  the  Editor  are  considered  for  publication  (subject  to 
editing  and  abridgement),  provided  that  the  are  submitted  in 
duplicate,  signed  by  all  authors,  typewritten  in  double  spacing,  and 
do  not  exceed  1-1/2  pages  of  text  (excluding  references).  They 
should  not  duplicate  similar  material  being  submitted  or  published 
elsewhere.  Letters  referring  to  a recent  Journal  article  should  be 
received  within  six  weeks  of  the  article’s  publication. 


OUTCOME  MEASUREMENTS 
ARE  LONG  OVERDUE 

To  the  Editor:  I read  Dr.  Lowe’s  timely  editorial  with 
considerable  interest,  and  feel  the  following  comments  are 
warranted: 

Outcomes  measurement  is  a useful  tool  only  if  its 
limitations  are  understood  and  the  numbers  are  used  with 
circumspection.  Like  many  measurements  developed  by 
people  in  the  public  health  field,  the  whole  area  of  measur- 
ing outcomes  suffers  from  the  lack  of  clinical  knowledge 
of  the  developers.  Many  of  the  physicians  involved  have 
never  been  in  medical  practice  and  have  never  treated  a 
patient. 

The  review  program  in  general  surgery  at  the  Stamford 
Hospital  has  always  been  broad  and  thorough.  Before  I 
began  my  practice  in  1956,  and  since,  there  had  been 
weekly  meetings  of  a surgical  review  committee  at  which 
every  surgical  case  was  discussed  and  criticized.  Cases 
felt  to  have  been  poorly  managed  were  then  brought 
before  the  entire  surgical  staff  where  criticism  was  di- 
rected at  the  individual  surgeon.  Peer  pressure  was  effec- 
tive and  behavior  modification  did  occur! 

Twenty  or  more  years  ago  Gerry  Strauch  and  I,  in  the 
interest  of  improved  efficiency,  instituted  a new  system  of 
surgical  review  which,  with  minor  modifications,  is  still 
used  today.  In  essence,  for  the  30  or  so  most  common 
general  surgical  diagnoses  I set  up  criteria  for  broadly 
acceptable  management  and  expected  good  results.  Cook 
book  medicine. 

It’s  been  so  long  that  I have  difficulty  remembering  the 
parameters  we  set  out  to  measure,  but  using  appendicitis 
as  a simple  example:  Did  the  pathologic  findings  corrobo- 
rate the  diagnosis?  Did  the  patient  exhibit  an  elevated 
temperature,  nausea  and  vomiting,  white  count  over  1 1 ,000 
with  shift  to  the  left?  Was  there  right  lower  quadrant 
tenderness,  confirmed  by  a fever,  complications,  or  pro- 
longation of  the  postoperative  stay?  I’m  sure  there  were 
more. 

The  record  room  pulled  every  surgical  chart  for  the 
month  and  every  case  that  did  not  meet  established  crite- 
ria, or  for  which  there  were  no  criteria,  fell  through  the 
screen  and  was  reviewed  by  the  committee.  Cases  were 
criticized  when  necessary,  presented  at  surgical  staff 


meetings  and  morbidity  and  mortality  conferences,  and 
letters  requesting  information  and  justification  sent  to 
possibly  transgressing  surgeons. 

Experience  has  taught  me  that  outcomes  numbers, 
because  of  immense  clinical  differences  between  cases, 
frequently  lead  to  incorrect  or  inadequate  judgments,  and 
cannot  stand  alone  without  substantiating  clinical  evalua- 
tion. Like  most  numbers  games,  a useful  tool — but  only  if 
used  with  understanding. 

Outcomes  measurements  are  long  overdue  and  will 
come  into  widespread  use  in  the  near  future.  The  only 
defense  an  institution  and  its  staff  will  have  against  incor- 
rect conclusions  that  may  be  engendered  by  the  numbers 
game  will  be  their  demonstration  that  every  department 
has  in  place  a fair,  impartial,  and  all-encompassing  review 
mechanism,  and  the  data  such  a review  will  generate. 
Screening  criteria  are  the  keys  to  efficient  review. 

Stewart  A.  King,  M.D. 

Darien 


MALABSORPTION  OF  THYROID  HORMONE 

WITH  CHOLESTYRAMINE  ADMINISTRATION 

To  the  Editor:  A 63-year-old  woman  was  seen  as  a new 
patient.  In  1988  the  patient  had  a thyroid  scan  that  was 
interpreted  as  showing  a multinodular  goiter.  She  was 
taking  Synthroid  0.2  mg  daily.  She  was  also  taking  choles- 
tyramine for  hypercholesterolemia  and  chronic  diarrhea. 
On  this  regimen  the  the  patient’s  T,  uptake  was  20  (normal 
25-35%),  T4  total  was  4.3  (normal  4.8-12.9  fxg/dL),  free 
thyroxine  index  was  0.86  (normal  1 . 1 -4.5),  and  the  thyroid 
stimulating  hormone  (TSH)  was  62.9  (normal  0.35-5.5 
p,u/mL). 

The  synthroid  was  gradually  increased  to  0.3  mg  daily. 
The  TSH  remained  in  excess  of  40  p,u/mL  on  three 
different  samplings. 

The  cholestyramine  was  stopped  with  the  thought  that 
it  might  be  causing  malabsorption  of  the  synthroid.  When 
the  cholestyramine  was  stooped  the  patient  had  intractable 
diarrhea.  The  patient  refused  to  remain  off  the 
cholestyrmine.  The  patient  was  then  asked  to  take  the 
synthroid  0.3  mg  in  the  morning  and  the  cholestyramine  at 
night. 

On  this  regiment  the  T,  uptake  was  33%,  T4  17,  free 
thyroxine  index  TSH  .09.  Presently  the  patient  is  euthy- 
roid on  0. 1 mg  of  Synthroid  daily. 

This  case  represents  an  example  of  malabsorption  of 
thyroid  hormone  as  a result  of  concomitant  use  of  choles- 
tyramine. 

Ralph  Rosenberg,  M.D. 

Avon 
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"Those  to  whom 
good  things  happen 
in  their  lives  must  feel 
called  upon  to  give 
of  their  lives 
in  order  to  alleviate 
misen/." 


ALBERT  SCHWEITZER  AA  <1 
International  Symposium  I 

on  Global  Health  -JL  S JL 


Reverence  for  Life: 

Albert  Schweitzer 
and  Global  Health 
from  Lambarene  to 
the  21st  Century 

Topics 

Memories  of  Lambarene 
Empathy  in  Health  Care 
Women's  Health  Issues 
Medical  Care  of  the  Homeless 
Hospice  and  Palliative  Medicine 

Disease  Prevention  and 
Health  Promotion 

Children's  Health  Issues 

Infectious  Diseases 

The  Tobacco  Pandemic 

Medical  Outreach 

Health  and  the  Environment 

Biodiversity  and  Human  Health 

The  Nuclear  Threat 

Human  Health  and  the  Environment 

Global  Health  Care  Economics 

Health  Care  Delivery  in  the  U.S. 

Health  Care  Delivery  in  the 
Developing  World 

Economics  and  Ethics  of  Health  Care 

August  2-6, 1994 

New  Haven,  Connecticut 
U.S.A. 

I For  more  information,  contact: 

The  Albert  Schweitzer 
Institute  for  the  Humanities 
515  Sherman  Avenue 
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I U.S.A. 
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Arthur  W.  Frank,  PhD 
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Mark  J.  Plotkin,  PhD 

Conservation  International 
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Othon  Printz,  MD 
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CONNECTICUT  MEDICINE,  FEBRUARY  1994 


Durable  Medical  Equipment 


GERALD  I.  BLANK,  M.D. 


Claims  for  durable  medical  equipment  (DME)  have  been  a problem  for  Medicare  Carriers  and  equipment 
dealers  for  many  years.  Therefore,  the  Health  Care  Financing  Administration  decided  to  establish  four 
regional  carriers  for  durable  medical  equipment,  prosthetics,  orthotics,  and  supplies  (DMEPOS).  In  addition 
to  the  above  hardware  this  office  has  been  asked  to  administer  claims  for  oxygen,  parenteral  and  enteral 
nutrition,  home  dialysis,  as  well  as  a small  number  of  oral  cancer  drugs.  The  Travelers  has  been  asked  to 
establish  an  office  for  Region  A,  which  is  a 10-state  region  of  the  northeast  which  includes  Connecticut.  This 
office  is  in  Wilkes-Barre,  Pennsylvania,  and  has  already  started  to  accept  claims. 

There  are  two  reasons  why  physicians  should  be  aware  of  the  changes  in  Medicare  payment  operations. 
The  first  is  the  necessity  for  the  completion  of  “orders”  and  “Certificates  of  Medical  Necessity”  (CMNs). 
The  second  is  that  some  physicians  function  as  suppliers. 

The  completion  of  orders  and  CMNs  affects  most  physicians  in  active  practice.  Whenever  one  of  their 
patients  requires  equipment,  such  as  canes,  beds,  wheelchairs,  etc.,  and  order  must  be  completed  by  the 
physician.  This  order,  similar  to  a prescription,  states  what  equipment  is  needed  and  why  it  is  needed.  In  the 
case  of  complex  equipment  such  as  beds  and  wheelchairs  a CMN  will  be  necessary. 

I know  that  many  physicians  feel  that  this  task  is  an  onerous  chore  for  which  they  are  not  reimbursed.  Let 
me  explain  why  physicians  should  want  to  complete  these  forms.  The  most  obvious  reason  is  as  a service 
to  the  patient.  Your  patient  cannot  have  this  equipment  paid  for  unless  you  give  evidence  for  the  medical 
necessity  of  the  item  in  question.  Without  your  certification  of  medical  necessity  your  patients  will  have  to 
pay  for  it  themselves. 

The  second  and  less  obvious  reason  is  “control.”  The  medical  community  has  been  concerned  over  the 
constant  inroads  the  “paramedical”  community  has  made  in  the  authority  of  physicians  in  both  therapy  and 
diagnosis.  Larger  and  larger  pieces  of  these  areas  have  been  given  over  to  nurses,  anesthetists,  podiatrists, 
chiropractors,  discharge  planners,  social  workers,  etc.  This  erosion  usually  starts  when  the  physicians  are 
unwilling  or,  because  of  time  constraints,  unable  to  supply  a needed  service.  The  most  obvious  person  to 
make  a decision  about  the  medical  necessity  of  a DMEPOS  item  is  the  physician  involved  in  the  care  of  the 
patient.  If  physicians  are  not  willing  to  make  these  decisions  and  impart  their  thinking  to  the  carrier,  someone 
else  will  be  forced  to  make  them. 

The  third  reason,  becoming  daily  more  obvious,  is  financial.  “The  Health  Care  Pie”  is  only  so  large. 
Congress  has  decided  that  HCFA  expenditures  must  be  budget  neutral.  Every  dollar  that  is  unnecessarily 
used  to  pay  for  expensive  equipment  is  a dollar  no  longer  available  to  pay  for  medical  services.  These 
expenditures  directly  affect  the  conversion  factor  used  to  calculate  fees  paid  for  office  visits. 

Each  of  the  above  arguments  should  be  enough  to  stand  on  its  own.  The  three  together  certainly  should 
convince  the  severest  skeptic  that  physician  input  is  essential.  The  CMNs  are  designed  to  make  completion 
as  quick  and  simple  as  possible.  There  are  no  essay  questions ! The  answers  are  mostly  “Yes  or  No,”  or  simple 
one  word  answers.  There  are  rarely  more  than  six  questions  to  be  answered. 

Unfortunately,  some  suppliers  have  been  using  their  own  or  old  carrier  CMNs.  If  you  are  asked  to 
complete  a CMN  that  does  not  fit  the  above  description,  ask  if  this  is  the  DMERC  (Durable  Medical 
Equipment  Regional  Carrier)  CMN. 

Physicians  who  are  functioning  as  suppliers  must  obtain  a supplier  number  before  we  can  process  their 
claims.  To  obtain  this  number  they  must  complete  an  application  that  may  be  obtained  from  the  National 
Supplier  Clearinghouse  (1-800-851-3682). 

You  may  call  me  in  Hartford  at  (203)  277-9844  or  Dr.  Paul  Metzger  in  Pennsylvania  at  (717)  820-5703 
for  further  information.  Copies  of  the  Supplier  Manual  which  contains  all  the  medical  policy  can  be  obtained 
by  calling  1-800-842-2563. 
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1994  PDR®  Now  Available 
Updated  with  New  Drag  Information 
Ideal  for  Home  and  Office 


For  nearly  50  years  the  PHYSICIANS’  DESK  REFERENCE®  has  been  and  remains  the 
standard  authoritative  source  of  FDA-approved  pharmaceutical  information  for  health  care 
professionals.  It  is  the  market  leader  and  sets  the  standard  by  which  all  other  drug  references 
are  measured.  As  the  general  public  participates  increasingly  in  their  own  health  care,  the 
PDR®  has  been  entering  more  and  more  home  libraries.  And,  through  the  holiday  season, 
physicians,  nurses,  dentists,  medical  students  and  other  health  care  workers  are  purchasing  the 
PDR  and  presenting  it  as  “a  gift  of  health”  to  friends  and  families. 

The  1994  PHYSICIANS’  DESK  REFERENCE  (Medical  Economics  Data,  $59.95),  which 
is  available  in  bookstores  after  November  15,  1993,  updates  all  FDA-approved  prescribing 
information,  and  also  presents  the  latest  information  on  new  prescription  drugs  approved  and 
introduced  by  the  FDA  in  the  past  year.  Examples  include  Imitrex,  for  the  treatment  of 
migraine  attacks;  Ambien  tablets,  a new  class  of  non-benzodiazepine  agent  for  insomnia;  and 
Paxil,  a new  anti-depressant.  The  1994  Edition  also  contains  information  on  new  indications 
for  existing  drugs.  Estrace  has  been  ap- 
proved for  use  in  treating  osteoporosis; 

Marinol  has  a new  indication  for  AIDS 
Complix,  and  Cardizem  CD  for  angina. 

In  all,  the  new  edition — the  largest  ever — 
has  more  than  2,800  drug  listings.  It  has 
easy-to-use  indexes  that  list  drugs  by 
manufacturer,  generic  and  brand  names, 
and  type  of  use.  You  can  look  up  any 
prescription  drug  and  read  about  dosage, 
special  warnings  and  precautions,  when  to 
use  and  when  to  avoid,  side  effects,  over- 
dosage, drug  interactions,  use  in  pregnancy, 
and  more.  Also  included  are  diagnostic 
product  listings  and  a directory  of  poison 
control  centers  with  toll  free  numbers. 

To  place  a credit  card  order,  call  toll-free: 

1-800-232-7379. 


From  the  Executive  Director’s  Office 


CALL 

SEMI-ANNUAL  MEETING  OF  THE  HOUSE  OF  DELEGATES 

The  1994  Annual  Meeting  of  the  House  of  Delegates  will  be  held  at  the  Ramada  Inn,  275  Research  Parkway, 
Meriden.  The  meeting  will  be  held  on  Wednesday,  May  11. 

Howard  J.  Wetstone,  M.D.,  President 
Michael  M.  Deren,  M.D.,  Speaker  of  the  House 
Marjorie  G.  Petro,  M.D.,  Secretary 

11:30  A.M.  Luncheon  and  Registration  of  Delegates 
12:30  P.M  Call  to  Order 

Guest  Speaker:  Palma  E.  Formica,  M.D.,  New  Jersey 

Trustee  of  the  American  Medical  Association 


INTRODUCTION  OF  RESOLUTIONS 

Article  V,  Section  12,  Par.  3 of  the  Bylaws  of  the  Society  provides  that: 

Resolutions  may  be  introduced  by  any  Active,  Life  Member,  Student  Member  or  Postgraduate  Physician  Member  of  The  Society,  in 
compliance  with  the  following  provisions. 

a.  All  resolutions,  reports  and  similar  items  of  business  submitted  in  writing  and  received  at  the  office  of  the  Executive  Director  not  later 
than  thirty  days  before  the  date  scheduled  for  that  meeting  shall  be  considered  as  regular  business  of  the  House  of  Delegates. 

b.  Component  county  associations  or  the  Student  Member  or  Postgraduate  Physician  Member  Associations  whose  meetings  are  held 
later  than  thirty-five  days  prior  to  the  date  of  the  House  of  Delegates  shall  be  allowed  five  days  after  the  close  of  such  meeting  in  which 
to  submit  resolutions,  reports  and  similar  items  of  business  to  the  Executive  Director’s  office  and  still  have  such  material  considered 
as  regular  business.  In  no  event,  however,  may  such  resolutions,  etc.,  be  considered  regular  business  if  they  are  received  later  than 
fifteen  days  prior  to  the  date  of  the  meeting. 

c.  Reports,  recommendations,  resolutions  or  other  new  business  may  be  presented  to  the  House  of  Delegates  by  the  Council  of  the  Society 
at  any  time  and  shall  be  considered  as  regular  business. 

d.  Any  business  which  does  not  qualify  as  regular  business  in  accordance  with  the  foregoing  provisions  may  be  accepted  for 
consideration  by  a majority  vote  of  the  delegates  present  and  shall  be  referred  at  once  by  the  Speaker  to  a reference  committee.  When 
business  is  introduced  under  the  provisions  of  this  paragraph  the  vote  shall  be  taken  without  debate,  except  that  the  introducer  shall 
be  allowed  not  more  than  two  minutes  to  explain  why  it  should  be  considered  as  regular  business. 


COUNCIL  MEETING 

Thursday,  3 February  1994 
Hartford  Medical  Society  Library  and  Museum 
Hartford,  CT 


Attendance 

Present  in  addition  to  the  Chairman,  were  Drs. 
Ahamed,  Bigos,  Blum,  Brooks,  Deren,  Fischbein, 
Franklin,  Geary,  Hollister,  Kamens,  Keating, 
McDonnell,  Redmond,  Sadowski,  Sosa,  Tesoro, 
Timmerman,  Wetstone,  Wolfson,  Zanker. 

Also  present  were:  Mr.  Norbeck,  Ms.  Lindquist,  Mr. 
Brunell,  Mr.  Sullivan,  Mr.  Garofalo,  Ms.  Connolly, 
Mr.  Staples  (all  CSMS  staff),  Ms.  Snider  and  Mr. 
Schumann,  (NLCMA)  Mr.  Coffey,  (HCMA),  Mr. 
Freberg,  (NHCMA),  Mr.  McNamara,  (COMA),  Ms. 


Coleman  (WCMA),  Pattie  LeShane  from  Sullivan  & 
LeShane. 

Absent  were:  Drs.  Beck,  Bobruff,  Cottle,  Eslami, 
Freedman,  Herzog,  Lesnik,  Meridy,  Parke,  Petro, 
Scarpa,  Schwarz,  Van  Nostrand. 

Reports  of  Related  Organizations 

CPRO:  Dr.  Kamens  reported  on  the  acute  myocar- 
dial infarction  project,  which  was  the  outgrowth  of  the 
hospital  data  set  on  mortalities  in  the  State  of  Connecti- 
cut. This  is  all  part  of  a national  program  and  the  local 
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project  in  Connecticut  is  now  extended  to  15  hospitals. 
There  are  15  physicians  on  the  task  force  that  overlooks 
the  project,  all  of  them  in  practice  in  Connecticut,  and 
divided  among  primary  care,  whether  family  practice, 
internal  medicine,  etc.  and  those  in  cardiology.  The 
status  at  the  present  time  is  that  the  original  findings  are 
being  looked  at  by  the  hospitals  themselves.  They  are 
doing  abstracting  of  data  which  will  then  be  completed 
for  analysis  within  a month  or  so.  There  will  be  feed- 
back to  the  hospitals  on  the  outcomes  of  those  studies. 
There  is  a pneumonia  project  that  has  just  been  started, 
which  is  a community  study,  with  a panel  of  17  physi- 
cians, also  all  in  practice.  They  will  be  getting  together 
during  the  month  of  February  to  lay  out  criteria. 
Mammography  has  been  studied  in  small  area  analysis 
form  in  the  State  of  Connecticut  with  a finding  of 
under-utilization.  A coalition  is  now  being  formed 
which  will  involve  community  people  in  addition  to 
physicians  to  disseminate  information  among  the  ben- 
eficiaries of  Medicare  to  encourage  the  patients  and 
physicians  to  look  at  the  protocols  of  the  American 
Cancer  Society.  Early  detection  being  related  to  out- 
come, it  is  hoped  that  the  direction  being  taken  is  that  of 
early  detection. 

At  the  most  recent  meeting  of  the  Health  Care  Fi- 
nance Administration  the  direction  of  review  has  been 
completely  changed.  The  only  being  looked  at  right 
now  that  would  be  of  any  significance  in  terms  of 
physician-PRO  reaction  would  be  those  that  are  gross 
and  flagrant.  Anything  else  other  than  that  is  being 
patterned  out  and  will  be  given  to  the  hospitals  and  to 
the  physicians  for  them  to  look  at  as  part  of  their  own 
quality  improvement  projects.  Another  project  men- 
tioned was  a Share  Consortium,  which  CPRO  was 
asked  to  sit  at,  which  is  a statewide  health  group  or  the 
availability  of  information,  chart  view,  and  data  gather- 
ing. 

Committee  on  Physician  Health: 

Dr.  Neil  Grey,  Chairman  of  the  CSMS  Committee 
on  Physician  Health,  joined  the  Council  to  discuss 
recent  events  concerning  the  Department  of  Public 
Health  and  Addiction  Services  (DOPHAS)  addiction 
services  and  stated  that  this  was  for  information,  not  for 
action.  He  reported  that  recently  the  department  had 
added  new  and  very  strict  language  to  the  consent 
agreement,  which  are  the  documents  that  physicians 
who  work  with  the  committee  sign.  They  are  confiden- 
tial and  carefully  lay  out  what  the  physician  needs  to  do 
to  be  able  to  practice.  The  new  language  is  “The  parties 
stipulate  that  any  violation  of  the  terms  of  the  rehabili- 
tation program  or  of  this  Consent  Agreement  consti- 
tutes an  emergency  and  a clear  and  immediate  danger  to 
the  public  health  and  safety  as  defined  by  Connecticut 
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General  Statutes  Sections  4- 182(c)  and  19a- 17(c)  re- 
spectively.” Basically,  the  physician  who  signs  this  is 
waiving  his  right  that  makes  it  incumbent  upon  the 
Department  of  Health  to  prove  that  there  is  a violation. 
The  Department  of  Health  is  proposing  language  that 
asks  the  physician  to  waive  statutory  and  due  process 
rights.  This  would  allow  the  state  to  suspend  the 
physician’s  license  without  notice  to  the  physician  and 
without  the  physician  being  given  the  opportunity  to 
respond.  Most  important  is  that  it  eliminates  the  re- 
quirement that  the  Department  of  Health  prove  to  the 
Medical  Examining  Board  that  the  physician  presents  a 
“clear  and  immediate  danger  to  the  public  health  and 
safety.”  They  no  longer  would  have  the  burden  of  that 
proof. 

This  waiver  has  the  effect  of  circumventing  the 
legislation  enacted  by  the  Legislature,  which  is  de- 
signed to  protect  the  public  health  and  safety  and  also 
preserve  the  fundamental  right  of  due  process  and 
fairness  that  a physician  is  entitled  to  before  any  action 
regarding  his  or  her  license  is  taken.  This  now  appears 
to  be  at  an  impasse,  because  he  has  spoken  with  people 
in  the  Department  of  Health  and  they  do  not  seem  to  be 
willing  to  budge  on  this  issue.  The  Committee  on 
Physician  Health  does  not  feel  that  this  is  a necessary 
position  for  them  to  take,  they  can  already  ask  the 
Medical  Board  for  a prompt  summary  suspension  and  it 
is  felt  that  an  incident  that  would  trigger  this  kind  of 
request  should  be  so  grievous  that  it  would  stand  on  its 
own  merit  and  they  would  not  have  to  go  back  and  look 
at  what  a physician  may  have  done  two  years  ago. 

The  position  of  the  state  committee  as  well  as  the 
committees  in  Fairfield,  New  Haven,  and  Hartford 
counties  is  that  we  cannot  recommend  that  a physician 
in  their  programs  sign  a document  with  this  language. 
He  stated  that  they  are  trying  to  resolve  this  problem 
with  the  department,  but  so  far  there  appears  to  be  no 
resolution,  they  really  are  standing  firm  on  this  lan- 
guage. He  further  stated  that  if  there  is  no  resolution, 
the  physician  health  program  in  the  State  of  Connecti- 
cut would  no  longer  exist.  This  would  have  an  adverse 
effect  on  public  safety  as  well  as  physician  health.  The 
adverse  effect  on  public  safety  would  be  that,  since 
1985,  the  state  committee  received  200  reports  and  they 
would  vanish  within  a year  once  word  of  this  language 
got  around.  A third  of  those  reports  turn  out  to  have  no 
substance,  no  merit,  and  the  department  is  notified  that 
they  have  looked  into  the  matter  and  the  physician’s 
name  is  not  released  and  the  case  closed.  The  other 
twothirds  usually  wind  up  with  consent  agreements,  get 
better  and  continue  to  practice  without  severe  eco- 
nomic penalty  or  if  they  are  really  too  sick,  they  have 
some  kind  of  action  taken  on  their  license  by  the 

CONNECTICUT  MEDICINE,  FEBRUARY  1994 


Medical  Examining  Board.  The  physician  health  part 
that  would  be  hurt  without  the  committee’s  activities 
would  be  that  sick  physicians  would  not  have  the 
opportunity  to  get  better,  and  there  would  be  more 
cover-ups  and  less  reporting  and  all  the  progress  made 
in  this  area  would  be  lost.  The  dissolution  of  the  physi- 
cian health  program  would  lead  to  decrease  in  reporting 
and  a decrease  in  getting  physicians  into  appropriate 
rehabilitation  programs  at  an  early  stage.  He  stated  that 
they  really  do  not  wish  to  dissolve  the  program,  but  if 
they  cannot  come  to  any  resolution  with  the  Depart- 
ment of  Health,  they  would  be  forced  to  go  out  of 
business. 

Following  discussion,  it  was  VOTED,  that  the  Chair- 
man of  the  Committee  on  Physician  Health  be  empow- 
ered to  take  whatever  steps  necessary  to  contact  the 
appropriate  people  on  this  issue  and  express  the  Society’ s 
concern  regarding  the  physician  health  program. 

M.D.  Health  Plan:  Dr.  Vincent  Catrini  and  Mr. 
Douglas  Hayward  joined  the  Council  to  give  an  update 
on  M.D.  Health  Plan.  Dr.  Catrini  reported  that  three 
programs  have  been  initiated  to  improve  the  physi- 
cians’ ability  to  provide  medicine  with  less  hassle  and 
more  information.  The  first  one  is  a drug  utilization 
review  program,  this  is  centered  through  a pharmacy 
therapeutic  committee  within  M.D.  Health  Plan  and  is 
an  information  type  program  that  gives  physicians 
information  relative  to  drug  usage  costs  and  appropri- 
ateness in  certain  types  of  conditions.  Also  included  is 
information  concerning  duplicate  prescriptions  being 
obtained  by  patients.  The  second  program  is  relaxation 
of  some  of  the  hassle  that  comes  out  of  managed  care. 
There  will  no  longer  be  pre-certification  for  surgical 
outpatient  services,  with  some  exceptions  like  cosmetic 
procedures.  The  third  program  was  for  the  practicing 
primary  care  physicians,  initiating  a system  for  report- 
ing utilization  patterns  of  care.  Some  of  this  data  may 
have  already  been  disseminated.  It  has  been  noticed 
that  in  some  groups  and  individual  practice,  there  has 
been  established  a very  cost  effective  type  of  practice  of 
medicine,  with  a look  at  the  same  time  at  the  quality  of 
practice.  Those  physicians  who  fall  into  the  upper 
portion  of  the  curve  will  no  longer  have  to  pre-certify, 
submit  office  reports  for  certain  types  of  procedures, 
and  do  a lot  of  things  that  are  common  in  99%  of  the 
HMOs  in  the  state.  Essentially  they  will  have  a hassle 
free  program  for  the  next  six  months.  He  reported  that 
there  will  be  a retrospective  review  and  if  the  physician 
involved  again  falls  into  the  favorable  group,  he  will 
continue  there  permanently.  This  is  an  effort  to  do  what 
M.D.  Health  Plan  was  created  to  do,  to  really  represent 
the  physicians’  approach  and  view  point  in  managed 
care. 


Report  from  Representatives  of  the 
Connecticut  Hospital  Association 
on  Health  Care  Reform  in  Connecticut 

Dennis  May,  President  of  the  Connecticut  Hospital 
Association  and  Richard  Pugh,  President  of  the  New 
Milford  Hospital  and  past  Chairman  of  the  Board  of 
CHA  joined  the  Council  to  make  a presentation  on  the 
plan  they  had  developed  for  health-care  reform.  Mr. 
May  reported  that  last  year  there  did  not  appear  to  be 
much  legislative  interest  in  Connecticut  health  care 
reform.  Most  legislators  were  looking  to  Congress  to 
act  to  get  a better  sense  of  what  the  Clinton  Administra- 
tion was  going  to  propose;  however,  they  also  said  that 
the  1994  session  was  going  to  be  a year  when  some 
substantial  health-care  reform  should  be  enacted.  A lot 
of  legislators  believe  that  if  they  enact  a health-care 
reform  proposal  before  Washington  does,  it  will  grand- 
father in  the  Connecticut  plan  and  we  will  have  a 
greater  opportunity  to  deliver  our  own  reform  solution 
in  Connecticut  if  we  act  before  Congress.  Rumors  have 
it  that  it  will  probably  be  late  summer  or  fall  before 
Congress  enacts  anything,  and,  if  this  conclusion  is 
correct,  he  stated  CHA  will  have  their  reform  proposal 
in  place  and  enacted  and  signed  by  the  governor  before 
any  federal  proposal  is  in  place.  He  reported  that  a 
committee  was  created  last  year  to  develop  a health  care 
reform  proposal  that  they  could  be  proud  of  and  hired 
outside  consultants  to  guide  them.  The  CHA  bill,  should 
it  be  passed,  would  be  dependent  on  some  federal  law 
which  would  allow  states  to  have  some  substantial 
flexibility  in  having  their  own  plans.  However,  if  the 
CHA  bill  is  passed  and  Congress  comes  out  with  a 
national  program,  it  would  allow  little  flexibility  for  the 
states.  He  reported  that  the  Commission  on  Hospitals 
was  coming  out  with  a plan  which  would  be  highly 
regulatory,  it  will  increase  regulation  of  hospitals  and 
physicians’  fees,  so  from  the  left  we  will  see  developing 
in  the  legislature  this  year  a very  highly  regulatory 
model,  from  the  right  the  insurance  companies  and 
CBIA  probably  looking  for  total  deregulation  of  the 
health-care  field.  The  CHA  bill  is  somewhere  in  the 
middle,  there  is  some  cost  containment  in  it  that  would 
be  acceptable  to  the  legislature  and  more  important  is 
that  it  has  a delivery  system  driven  by  physicians  and 
hospitals.  Mr.  May  then  proceeded  to  show  a series  of 
overheads  outlining  CHAs  goals  for  health-care  re- 
form. He  stated  that  the  central  theme  was  the  develop- 
ment of  ( 1 ) a delivery  system  reform  which  supports  the 
creation  of  provider-driven  integrated  delivery  net- 
works; and  (2)  transition  from  price  competition  to 
competition  based  on  service  and  quality.  He  then 
proceeded  to  discuss  CHA’s  principles  of  health-care 
reform,  features  of  the  CHA  reform  strategy,  CHA’s 
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approach  to  reform,  integrated  delivery  network,  and 
criteria  for  health  plans.  Mr.  May  discussed  all  of  these 
items  in  great  detail. 

In  summary,  Mr.  May  stated  that  he  believed  their 
approach  is  the  best  one  for  hospitals  and  physicians  for 
the  following  reasons:  (1)  it  will  offer  a greater  oppor- 
tunity to  manage  our  own  future,  it  is  community  and 
provider  driven,  and  with  mature  competitive  systems, 
it  is  profit  and  price  driven,  (2)  it  offers  the  best  hope  for 
maintaining  high  quality  care,  (3)  it  offers  the  patients 
the  best  opportunity  for  freedom  of  choice  of  individual 
physicians  and  hospitals,  quite  clearly  he  stated  that 
opportunity  is  being  eliminated  by  managed  care,  and 

(4)  the  cost  saving  generated  by  the  plan.  He  stated  that 
he  was  a strong  believer  that  capitation  over  time  can 
contain  costs  because  it  gives  all  hospitals  and  physi- 
cians incentives  to  take  care  of  people  when  they  are 
well,  not  when  they  are  sick,  and  that,  if  he  was  correct 
and  cost  savings  can  be  generated  from  it,  these  costs 
savings  can  be  retained  by  the  provider  community 
rather  than  be  retained  by  insurance  companies  and 
stockholders  of  insurance  companies.  He  stated  that  the 
CHA  plan  has  captured  the  attention  of  many  legisla- 
tors and  that  if  something  isn’t  done  in  1994,  the 
opportunity  will  have  been  lost. 

Mr.  Pugh  stated  that  the  CHA  plan  was  seven  months 
in  the  making  and  he  believed  that  this  plan  puts  the 
hospitals  and  physicians  back  in  the  driver’s  seat.  The 
insurance  companies  right  now  have  the  upper  hand  and 
this  is  an  opportunity  to  take  the  initiative  to  get  back 
where  we  belong.  No  one  understands  health  better  than 
physicians  and  hospitals. 

There  was  a question  and  answer  period  and  follow- 
ing discussion  by  the  Council,  it  was  VOTED  that 
CSMS  could  not  accept  the  CHA  plan  as  presented  and 
to  inform  CHA  that  CSMS  has  a plan  and  would  like  the 
CSMS  Health  Care  Task  Force  to  make  a presentation 
to  the  CHA  Board  and  work  toward  a common  goal. 

Physician  Assisted  Suicide 

During  the  Council  meeting  a request  was  received 
from  Channel  3 as  to  the  CSMS  position  on  physician 
assisted  suicide.  It  was  VOTED  to  inform  them  that 
CSMS  supports  the  AMA  position  which  opposes  phy- 
sician assisted  suicide. 

Report  of  the  President 

Dr.  Wetstone  thanked  Dr.  Zanker,  who  acted  in  his 
behalf  at  the  Media  Training  Session/Dinner,  which  he 
understood  to  be  successful. 

Dr.  Wetstone  reported  that  February  9th  is  the  open- 
ing session  of  the  legislature,  and  the  closing  date  is 
May  4th  and  we  will  track  the  legislation  being  enacted 
very  carefully. 
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Report  of  the  Executive  Director 

He  reported  on  significant  developments  that  might 
impact  on  health  care  reform  nationally  and  in  states, 
and  very  possibly  serve  to  scuttle  those  who  seek  major 
sweeping  changes  in  the  health  care  system. 

(1)  It  has  been  reported  that  House  Ways  and  Means 
Chairman  Rostenkowski  will  be  indicted  in  the 
next  few  weeks.  He  will  be  in  a primary  on  March 
15,  one  of  the  candidates  received  43%  of  the  votes 
in  1992.  In  early  polling  it  was  indicated  that  only 
2 1 % thought  Rostenkowski  deserved  to  re-elected. 

(2)  Senate  Finance  Committee  Chairman,  Daniel 
Moyniham  said  on  national  TV  three  weeks  ago 
that  “we  don’t  have  a health  care  crisis  in  America.” 
He  modified  that  statement  last  week  saying  “I 
regret  having  said  there  is  no  health  care  crisis  in 
America  — American  medicine  is  the  best  medi- 
cine on  earth,  but  our  insurance  system  is  klutsy 
and  complex  and  inadequate  and  incomplete.  There 
is  an  insurance  crisis.” 

(3)  Alan  Enthoven,  originator  of  managed  competi- 
tion, and  who  is  listened  to  by  the  media,  spoke  at 
the  American  Insurance  Association  two  weeks 
ago  and  said  that  price  controls  do  not  and  would 
not  work,  and  therefore  the  first  thing  Congress 
should  do  is  to  delete  pages  1 through  1,342  of 
Clinton’ s 1 ,342  page  bill.  Also  that  it  would  put  the 
federal  budget  at  risk  and  will  result  in  huge  tax 
increases,  as  high  as  12%  of  salary. 

(4)  The  Washington  Business  Roundtable,  which  in- 
cludes big  employers  such  as  AT&T,  IBM  and 
Pepsico  among  the  200  members,  did  not  endorse 
Clinton’s  plan  as  the  administration  had  hoped. 
Before  CEOs  voted  , Hillary  Rodham  Clinton  and 
other  high  ranking  officers  in  the  administration 
lobbied  the  Roundtable  not  to  endorse  the  Cooper 
plan,  but  the  Roundtable  did  just  that.  This  was 
devastating  news  to  President  Clinton  and  those 
who  favor  sweeping  reform  of  the  system. 

(5)  The  Clinton  plan  exempts  local,  state  and  federally 
elected  officials,  and  the  AMA  House  of  Delegates 
voted  not  to  endorse  any  plan  which  did  not  include 
those  groups.  He  reported  that  he  spoke  Tuesday 
night  in  Branford  to  the  United  We  Stand  American 
Group  and  they  really  felt  strongly  about  this  issue. 
It  is  an  issue  that  is  of  the  upmost  importance  to  the 
public. 

(6)  Mandatory  health  alliances  are  not  a given,  either. 
President  Clinton  told  National  Governors’  Asso- 
ciation that  he  was  willing  to  compromise  on  the 
alliances  and  a global  budget.  Senator  Jay 
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Rockefeller,  Clinton’s  staunchest  health  reform 
ally  said  that  the  president  compromised  “too  much 
and  too  soon.” 

(7)  Between  15  March  and  15  April,  traditionally  when 
Americans  are  most  angry  about  taxes,  Republi- 
cans plan  to  launch  a national  ad  campaign  basi- 
cally saying  “If  you  like  your  taxes  now,  wait  until 
you  see  the  Clinton  Health  Plan.” 

(8)  With  public  education  attitudes  will  probably 
change.  For  example,  the  public  mean  score  on 
how  many  Americans  are  uninsured  is  35%,  when 
the  actual  figure  is  15%,  and  most  people  mistak- 
enly believe  that  the  elderly  and  poor  are  without 
insurance. 

The  Executive  Director  had  an  opportunity  to  speak 
at  the  Waterbury  Medical  Association  on  Monday,  19 
January,  to  the  Perot  Group  on  Tuesday  night,  and  on 
Thursday  at  a breakfast  meeting  at  St.  Francis  Hospital. 
He  then  went  to  a fund  raiser  for  Senator  Ken  Pryzby, 
who  is  in  an  ugly  primary  battle  with  former  Represen- 
tative and  Commissioner  on  Aging,  Edith  Prague. 


Appointment  to  HMSS  Reference  Committees 

A request  was  received  from  the  AMA  seeking  nomi- 
nations for  appointment  to  serve  on  reference  commit- 
tees and  other  committees  during  the  9-13  June  meeting 
of  the  AMA-Hospital  Medical  Staff  Section.  It  was 
VOTED  to  submit  the  name  of  Michael  M.  Deren, 
M.D.,  New  London. 

Meetings  of  the  House  of  Delegates 

The  Council  approved  the  following  dates  for  the 
Annual  and  Semi-Annual  Meeting  of  the  House  of 
Delegates: 

Annual  Meeting — Wednesday,  11  May,  1994 

Semi-Annual  Meeting — Wednesday,  16  Nov.,  1994 

Wednesday,  6 April,  1994 

Date  of  Next  Council  Meeting 

Wednesday,  6 April  1994 

NB.:  The  foregoing  is  a summary  of  the  proceeding 
and  actions  of  the  Council  on  3 February  1994.  De- 
tailed minutes  of  the  meetings  are  on  file  at  160  St. 
Ronan  Street,  New  Haven,  for  the  perusal  by  any  inter- 
ested members  of  the  Society. 
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A child  cries  for 
food.  We  doctors 
must  answer. 


World  hunger  is  an 
ever-present  scourge  that  claims 
35,000  lives  each  day. 


Physicians  Against  World  Hunger  (PAWH)  is  a 
non-profit,  tax-exempt  organization,  founded 
by  physicians  to  defend  the  basic  human  right 
to  food.  In  partnership  with  well  recognized 
and  reputable  organizations  PAWH  supports 
hunger  projects  throughout  the  world. 


Together  physicians  must  bring  an  end  to  world 
hunger.  We  are  sworn  to  protect  human  life. 
When  people  dying  of  hunger  cry  out  for  help, 
we  must  respond.  — Please  join  us. 


Physicians  Against  World  Hunger 

#2  Stowe  Road , Peekskill,  NY  1 0566  (9 1 4)  737-8570 


□ YES  I wish  to  join  PAWH  in  the  struggle  to  end  world  hunger — enclosed  is  my  contribution. 





□ $50  ^$100 

□ $250 

□ $500 

□ Other 

NAME  PLEASE  PRINT 

ADDRESS 

CITY 

STATE 

ZIP 

SIGNATURE 

Please  forward  your  tax  deductible  contribution  to  Physicians  Against  World  Hunger  # 2 Stowe  Road,  Peekskill , NY  1 0566 
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Until  the  Cure:  Caring  for  Women  with  HIV. 

By  Ann  Kurth,  ed.,  313  pp.,  New  Haven,  Conn., 

Yale  University  Press,  1993.  ISBN  0-300-0583-7, 
paper,  $16.00;  0-300-0583-3,  cloth,  $40.00. 

Ann  Kurth  has  pulled  together  a very  impressive  set  of 
essays  on  women  and  HIV  disease,  including  chapters  on 
health  care,  gynecological  considerations,  reproductive 
health,  obsterical  management,  neuropsychiatric  aspects, 
clinical  trials,  community  advocacy,  ethics,  legal  issues, 
epidemiology  and  natural  history,  women  as  care-givers 
in  the  United  States  and  in  the  developing  world,  working 
with  communities  of  women  at  risk,  organizing  the  deliv- 
ery of  services,  and  prevention.  One  of  the  most  compel- 
ling features  of  this  book  is  that  the  authors  are  credentialed 
not  only  professionally  but  by  having  worked  in  most 
cases  within  the  communities  of  women  at  risk  and  they 
are,  almost  all,  themselves  women:  informed,  knowledge- 
able, and  sensitive  women. 

It  is  coming  to  be  known  and  acknowledged  that  women 
currently  make  up  about  14%  of  persons  in  the  U.S.  who 
are  newly  diagnosed  with  AIDS.  A substantial  majority  of 
these  women  are  African-American  or  Latinas.  At  least 
70%  of  women  with  AIDS  in  the  U.S.  are  connected  to 
illicit  drug  use — as  users  themselves  or  as  sex  partners  of 
users.  Most  of  these  women  are  poor,  unemployed  in 
traditional  jobs,  live  in  disrupted  communities,  and  are 
part  of  family  constellations  and  of  communities  that  are 
assailed  by  HIV  disease.  About  half,  currently,  may  have 
been  infected  by  heterosexual  transmission.  Poor,  inner 
city,  minority  women,  especially  those  with  lives  that 
have  been  shaped  in  part  by  drug  use,  have  poor  access  to 
health  care,  to  quality  health  care,  to  prevention  programs, 
to  clinical  trials,  and  to  user-friendly  social  services. 
Medical  scientists,  epidemiologists,  medical  clinicians, 
and  social  scientists  have  not  focussed  on  or  elucidated  the 
special  characteristics  of  HIV  disease  in  women.  All  of 
these  matters  are  introduced  and  most  of  them  are  well 
discussed.  Even  within  the  totality  of  women  with  HIV 
disease,  however,  great  diversity  exists  and  that  diversity, 
though  alluded  to,  is  poorly  explored.  We  find  little  about 
adolescent  women,  prisoners,  women  who  have  sex  with 
women,  the  affluent,  the  white,  and  those  who  don’t  live 
in  inner  city  disrupted  environments.  We  don’t  find  sig- 
nificant exploration  of  the  differing  settings  of  Haitian, 
Puerto  Rican,  or  other  women  of  Caribbean  origin  (who 
may  not  speak  English),  of  migrant  farm  workers  and  their 
families,  of  sex  workers,  of  those  who  do  not  live  in  the 
Northeast  or  in  San  Francisco,  of  cultural  variants  among 
different  “hispanic”  origins,  of  the  homeless,  or  of  native 


Americans.  Though  50%  of  women  with  AIDS  appear  to 
be  infected  heterosexually  we  do  not  find  substantial 
analysis  or  comment  on  those  with  male  spouses  or  sex 
partners  who  are  not  injection  drug  users  (men  with 
hemophilia,  men  infected  by  blood  transfusion,  bisexual 
men,  or  even  heterosexual  men  in  general).  Almost  all  of 
the  authors  warn  us,  appropriately,  not  to  see  women  only 
as  sectors  of  disease  related  to  male  partners  or  to  their 
children.  We  need  to  see  them  as  independent  individuals 
with  personal  identities  and  needs.  Of  course,  that  is  true, 
but  they  are  often  infected  by  men  and  they  may  frequently 
infect  men.  While  we  may  hope  to  empower  women  to 
take  charge  of  their  lives  and  their  health,  we  must  recog- 
nize how  hard  it  will  be  for  them  to  do  so  while  preserving 
their  families,  their  sexual,  affectional,  and  financial  needs 
as  well  as  their  opportunity  to  bear  children.  Some  of  these 
issues  are  discussed;  some  are  very  well  addressed.  But 
almost  nothing  is  said  of  how  successful  programs  of 
prevention  (including  drug-use  prevention  for  men  and 
women)  and  treatment  (including  drug  treatment  options 
for  men  and  women)  will  surely  have  to  encompass  the 
women’s  communities  of  men-at-risk.  This  book  was  not 
designed,  of  course,  to  address  the  needs  of  heterosexual 
men-at-risk  and  how  their  lives  effect  women.  Some  may 
believe  and  some  will  say  that  we  have  addressed  men’s 
needs  adequately  elsewhere.  That  may  be  partly  true  of 
white,  middle-class  men,  but  of  all  the  faces  of  AIDS  we 
have  most  avoided  exploring  have  been  those  of  hetero- 
sexual men.  We  will  not  resolve  the  issues  of  women-at- 
risk,  of  the  effects  of  poverty,  empowerment,  unemploy- 
ment, drug  use,  and  loss  of  hope  unless  we  address  the 
broader  and  even  more  overwhelming  challenges  of  de- 
cent health  care  for  all  of  us  and  the  inclusion  of  stigma- 
tized communities  of  women  and  men  in  the  American 
agenda. 

I should  like  especially  to  laud  Carol  Levine  for  her 
enlightening  discussion  of  ethical  issues  and  her  articula- 
tion (all  too  brief)  of  the  concept  that  we  have  almost 
always  defined  ethical  issues  from  the  medical  or  ethicist 
viewpoint.  We  have  rarely  sought  to  know  what  ethical 
issues  would  be  highlighted  by  the  women  with  HIV 
disease,  themselves.  Carovano  and  Schietinger’s  chapter 
on  women  in  the  developing  world,  Simpson  and 
Williams’s  chapter  on  care-giving,  and  Wagner  and 
Cohen’s  chapter  on  prevention  programs  are  also  out- 
standing. 

This  book  is  important  to  all  of  those  participating  in 
HIV  care  and  prevention,  and  to  everyone  involved  in 
health  care  and  drug  treatment  policy  and  implementation. 
More  specialized,  future  explorations  will  now  be  facili- 
tated. 

Alvin  Novick,  M.D. 

Professor  of  Biology,  Yale  University 
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Calyx  Corporation  offers  powerful 
software  solutions  and  services  de- 
signed to  respond  to  the  challenges  and 
changing  regulations  facing  today’s 
healthcare  industry.  For  more  than  ten 
years,  the  Calyx  MDX  Medical  Prac- 
tice Management  System  has  been  pro- 
viding solutions  to  more  than  3,000 
practices  nationwide.  At  Calyx,  we  see 
beyond  the  needs  of  today  by  providing 
comprehensive  answers  for  tomorrow. 


total  management  system 


Our  professional  staff  of  industry 
experts  created  MDX  as  a total  prac- 
tice-management system  for  all  your 
accounts  receivable,  insurance  submis- 
sion, and  patient-billing  requirements. 
Because  your  practice  is  unique,  Calyx 
designed  MDX  with  flexible  modules 
and  options  which  allow  you  to  config- 
ure the  office  environment  best  suited 
to  your  practice.  The  solo  practitioner 
as  well  as  multisite  clinics  have  found 
MDX  easy  to  learn,  easy  to  use,  and 
easy  to  produce  results. 


the  power  of  UNIX 


The  MDX  system  puts  the  power  of  the 
UNIX/Xenix  operating  system  to  work 
for  you.  Using  UNIX  as  the  driving 
force,  multiusers  have  the  ability  to  run 
a multitude  of  tasks  at  once.  With  MDX 
and  UNIX,  you  have  the  control  to  move 
quickly  between  tasks  with  a single  key- 
stroke. 


Calyx  advanced  features 


user-defined  defaults 

Calyx  pioneered  the  application  of  user- 
defined  defaults  in  MDX.  This  allows 
each  user  to  manage  the  order  in  which 
data  is  to  be  entered,  on  a screen-by- 
screen basis.  Tables  store  frequently  used 
information,  eliminating  unnecessary 
rekeying. 

on-screen  help 

Whether  you  are  a new  user  or  one  who 
needs  a little  coaching,  your  time  won’t 
be  spent  paging  through  the  manual. 
Calyx  was  the  first  developer  to  provide 
on-screen  help  for  each  and  every  field 
in  the  MDX  system. 

on-demand  aging 

Collections  have  been  enhanced  by 
adding  the  ability  to  access  necessary 
information  with  a single  keystroke. 
Touching  the  user-defined  “hot  key” 
will  result  in  a display  of  an  aged  ac- 
counts receivable-record  for  the  current 
responsible  party. 


HCFA  mandate 

MDX  provides  the  most  cost-effective 
solution  to  the  Medicare  submission  pro- 
cess with  its  compliance  to  the  new 
HCFA  1500  Insurance  Claim  Form  and 
the  National  Standard  Format  for  Elec- 
tronic Claims. 

expanded  clinical  records 

This  module  features  user-defined  clini- 
cal records  that  document  patient  his- 
tory. Coupled  with  the  MDX  Report 
Designer,  you  can  not  only  store  your 
information  but  also  customize  features 
specific  to  your  practice  that  will  assist 
you  in  the  financial  analysis  of  your  busi- 
ness, as  well  as  help  you  recognize 
healthcare  trends. 


Calyx  solutions 


■ With  the  modular  flexibility  of  MDX, 
invest  in  exactly  what  you  need  today 
and  add  to  your  system  when  your  needs 
change. 

■ Maximize  your  investment  immedi- 
ately with  Calyx’s  outstanding  educa- 
tion and  support  capabilities. 

■ Through  one  of  the  industry’s  best 
research  and  development  departments, 
Calyx  maintains  your  investment  by  pro- 
viding updates  and  enhancements  con- 
tinually. 

■ Our  nationwide  network  of  qualified 
resellers  are  trained  and  certified  to  en- 
sure the  best  local  service.  Call  for  the 
name  of  the  reseller  nearest  you. 

■ At  Calyx,  a division  of  the  Flagship 
Group,  our  commitment  is  to  quality, 
value,  and  service. 


CAD 


HOLLE  & ASSOCIATES,  INC. 
36  Salem  Marketplace 
Salem,  CT  06420 

1-800-281-8314 


MDX  Financial  Package 

□ financial  analysis,  A/R  tracking 

□ budget/payment  plan  billing 
O insurance  benefits  estimation 

□ cash  management/deposit  slips 

□ cycle/insurance-first/family 
billing 

□ electronic  claims  submission 

□ patient  recall/follow-up 

□ multiple  accounts  per  patient 

□ carrier  reimbursement  analysis 

□ zip  code  analysis 

□ true  demand,  on-screen  aging 

Options 

O encounter  form  printing 

□ online  patient  scheduling 

□ practice  correspondence/ 
marketing 

□ comprehensive  clinical  records 

□ demand  billing 

□ report  designer 
O WordPerfect  interface 

□ copy  and  paste  capability 
from/to  MDX  to/from  other 
applications 

□ integrated  GL,  AP,  and  payroll 
packages 

Advanced  Features 

O true  multiuser/multitasking 

□ insurance  claim  tracking/aging 

□ “group  posting”  billing 

□ menu  “jump”  function 

□ online  manual/help  system 

□ multiple  fee  schedules 

□ user-defined  defaults 

□ customized  patient  statements 

□ automatic  filing  to  secondaries 

□ table  lookup/managing  tables 
“on  the  fly” 

Technical  Services 

□ online  diagnostics 

□ data  conversions 

□ custom  programming 

Education 

□ advanced  instruction 

□ classroom  training 

□ installation  instructions 

□ onsite  training 

□ regional  seminars 

Management  Consulting 

□ practice  evaluation 

□ practice  consulting 

Support 

□ Our  industry-leading  technical 
support  staff  helps  you  maxi- 
mize your  investment  by  provid- 
ing thorough,  ongoing,  and  re- 
sponsive support  of  our  software 
product. 
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The  MDX  Practice  Management  Solution 
“To  see  beyond  the  needs  of  today . 


MDX  Package  and  Options 
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Around  the  State 


M.D.  Health  Plan  Announces  Results  of 
Connecticut  State  Health  Care  Contract 

The  State  of  Connecticut,  in  an  attempt  to  transfer  its 
entire  employee  population  into  managed  care,  solicited 
bids  from  HMOs  and  insurance  carriers.  M.D.  Health 
Plan,  one  of  the  successful  bidders,  enrolled  approxi- 
mately 30%  of  eligible  employees  and  dependents  an- 
nounced Douglas  A.  Hayward,  President  and  CEO. 

The  HMO  has  enrolled  over  47,000  Connecticut  state 
employees,  dependents  and  retirees.  This  additional  mem- 
bership increases  MDHP’s  enrollment  to  over  115,000. 
MDHP  shares  the  contract  with  Blue  Cross/Blue  Shield  of 
Connecticut  and  Kaiser  Permanente.  MDHP  is  now  the 
State’s  second  largest  HMO. 

“We  are  delighted  to  have  been  selected  by  so  many 
State  employees  and  their  families.”  said  Hayward.”  This 
is  a strong  showing  for  M.D.  Health  Plan,”  said  State 
Comptroller  William  E.  Curry,  Jr.,  whose  office  adminis- 
tered the  enrollment  process. 

M.D.  Health  Plan  offers  a range  of  comprehensive 
health  care  benefit  plans  to  Connecticut  employers  with 
employees  ranging  from  1 to  100,000.  These  plans  include 
the  basic  HMO,  open-ended  combination  with  traditional 
indemnity  and  self-funded  programs.  The  State  employee 
group  will  be  operated  as  a third  party  administrator  (TPA) 
self-funded  benefit  plan. 

Chairman  of  the  all-physician  Board  is  Vincent  J. 
Catrini,  M.D.  President  and  CEO  Douglas  A.  Hayward  is 
located  at  Crossroads  Office  Park,  6 Devine  Street,  North 
Haven,  and  can  be  reached  at  1-800-345-9Z72. 


Hayward  Joins 

University  of  Hartford  Advisory  Board 

Douglas  A.  Hayward,  president  and  CEO  of  M.D. 
Health  Plan,  Inc.,  the  State’s  second  largest  HMO,  has 
been  appointed  to  the  Executive  MBA  Advisory  Board  of 
the  University  of  Hartford,  Barney  School  of  Business  and 
Public  Administration. 

The  Barney  School  of  Business  and  Public  Administra- 
tion, now  entering  its  1 0th  year  of  operation,  has  the  oldest 
executive  MBA  program  in  the  State  of  Connecticut. 


“Douglas  Hayward,  an  authority  on  today’s  managed 
health  care  issues,  will  bring  a wealth  of  hands-on  experi- 
ence continuing  our  tradition  of  innovative  programs  for 
our  current  students  and  alumni,”  said  James  W.  Fairfield- 
Sonn,  Director  of  the  Executive  MBA  Program. 

Douglas  Hayward  is  a Fellow  of  the  HMO  Management 
Fellowship  Program  of  Georgetown  University  School  of 
Medicine,  holds  a Master  of  Health  Services  Administra- 
tion (1976)  from  the  University  of  Michigan  and  a B.A.  in 
Urban  Planning  and  Management  from  the  same  college 
(1973).  Before  coming  to  Connecticut,  he  was  Executive 
Vice  President  of  the  Institute  for  Preventive  Medicine  in 
Vallejo,  California.  He  is  past  President  of  the  Connecti- 
cut HMO  Association  (1992),  First  Vice  President  of  the 
California  Association  of  HMOs,  a member  of  the  GHAA. 
(Group  Health  Association  of  America)  and  the  American 
Medical  Care  Review  Association.  He  has  recently  been 
appointed  to  the  Board  of  Directors  of  the  Health 
Reinsurance  Association  (Connecticut). 

Douglas  Hayward  is  located  at  M.D.  Health  Plan,  Inc., 
Crossroads  Corporate  Park,  6 Devine  Street,  North  Ha- 
ven, CT.  Phone  (203)  776-5759. 


Studies  to  Reverse  Stroke  Underway  at 
Yale  School  of  Medicine 

Two  studies  underway  at  Yale  University  School  of 
Medicine  aim  to  help  prevent,  treat,  and  even  reverse  acute 
stroke  with  new  medications. 

Conducted  through  the  new  Y ale  Cerebrovascular  Cen- 
ter, these  studies  allow  stroke  patients  to  have  the  earliest 
treatment  in  addition  to  a multidisciplinary  approach. 
“Currently,  stroke  treatment  includes  medication,  reha- 
bilitation and  methods  to  try  to  prevent  further  complica- 
tions and  recurrence,”  explains  Pierre  B.  Fayad,  M.D., 
assistant  professor  of  neurology,  “still,  we  have  no  means 
to  reverse  a stroke.  If  these  medications  are  effective,  they 
may  revolutionize  the  way  we  treat  stroke.” 

One  medication  being  tested  dissolves  clots  that  block 
blood  vessels.  In  this  study,  physicians  are  looking  at 
every  step  in  the  cell  deterioration  process  to  block  and 
reverse  the  stroke.  To  date,  this  new  medication  has 
caused  less  bleeding  complications  than  the  most  widely 
used  medication  for  stroke. 

The  second  medication  is  an  NMDA  receptor  blocker. 
NMD  A receptors  are  activated  during  a stroke  and  speedup 
the  entry  of  calcium  in  cells  which  causes  the  death  of 
cells.  According  to  Dr.  Fayad,  NMDA  receptor  blockers 
tested  in  animals  showed  evidence  that  the  medication 
limited  the  degree  of  the  stroke. 
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“Strokes  that  affect  certain  parts  of  the  brain  leave 
victims  unaware  of  having  a stroke.  They  may  think  that 
they  have  slept  on  an  arm  the  wrong  way,”  says  Dr.  Fayad. 
“As  a result,  some-people  wait  too  long  before  seeking 
treatment.” 

Patients  who  are  willing  to  participate  in  these  and  other 
ongoing  studies  must  be  seen  within  the  first  several  hours 
after  the  stroke.  For  further  information,  contact  (203) 
785-3351. 


Clinical  Study  Begins  on  Lyme  Disease  Vaccine 

Volunteers  sought  for  participation  in  clinical  study 

Researchers  at  Yale  University  School  of  Medicine  are 
seeking  volunteers  to  participate  in  a study  of  an  experi- 
mental vaccine  being  developed  to  prevent  Lyme  disease. 

Researchers  conducting  the  clinical  trial,  which  will 
begin  in  early  March,  will  enroll  volunteers  residing  in  the 
Lyme-prone  areas  of  Middlesex  or  New  London  counties, 
as  well  as  the  towns  of  Guilford,  Madison  or  North 
Branford,  as  part  of  a large  national  study  to  evaluate  the 
vaccine’s  effectiveness  in  preventing  Lyme  disease. 

“Testing  this  vaccine  is  a major  development  in  our 
efforts  to  protect  people  from  the  potentially  serious 
consequences  of  Lyme  disease,”  says  Stephen  E. 
Malawista,  M.D.,  who  led  the  Yale  University  group  that 
discovered  Lyme  disease  in  1975.  “This  vaccine  project  is 
particularly  important  to  the  people  of  eastern  Connecti- 
cut and  along  the  Shoreline,  where  the  incidence  of  Lyme 
disease  is  very  high.” 

In  directing  this  study,  Dr.  Malawista,  professor  of 
medicine,  brings  to  bear  his  years  of  basic  and  clinical 
research  on  Lyme  disease,  named  for  the  Connecticut 
town  where  he  and  his  colleagues  first  identified  the 
disease.  The  study’s  codirector  is  Janine  Evans,  M.D., 
assistant  professor  of  medicine  (rheumatology). 

Healthy  volunteers  who  are  age  1 8 or  older  are  being 
sought  to  participate  in  the  clinical  trial  of  the  Lyme 
vaccine.  Persons  who  have  had  Lyme  disease  in  the  past 
may  participate,  provided  that  they  have  not  been  ill 
within  the  last  two  months.  Beginning  15  Febrarury  any- 
one interested  in  participating  may  contact  the  Yale  Lyme 
vaccine  trial  office  at  (203)  737-5555. 

Because  vaccine  supplies  are  limited,  the  Yale  testing  is 
offered  on  a first-come,  first-served  basis.  This  study  will 
be  conducted  in  a Clinton  physician’s  office  and  at  the 
medical  school’s  General  Clinical  Research  Center. 


Lyme  disease  is  the  most  common  tick-borne  disease  in 
the  United  States,  and  is  transmitted  by  the  bite  of  an 
infected  deer  tick.  Since  its  discovery,  several  thousand 
cases  have  been  reported  in  Connecticut. 

Many  experts  consider  Lyme  disease  to  be  difficult  to 
diagnose  and  treat.  While  the  first  symptoms  of  Lyme 
disease  generally  are  mild  and  the  infection  is  easily 
treated  in  its  initial  stages,  early  symptoms  are  often 
overlooked.  If  left  untreated,  Lyme  disease  may  result  in 
chronic  joint,  nerve  or  heart  problems  in  humans. 

This  Lyme  vaccine  was  developed  using  recombinant 
technology.  In  this  process,  a protein  from  the  Lyme- 
causing  organism  that  is  thought  to  stimulate  the  immune 
system  to  mount  a defense  against  infection  is  replicated 
using  modem  genetic  engineering  techniques.  Because 
the  vaccine  does  not  contain  any  disease-causing  organ- 
isms, the  vaccine  cannot  cause  Lyme  disease.  In  the 
vaccine’s  preclinical  studies,  cross-protection  was  shown 
against  the  major  infectious  strains  of  the  Lyme  disease- 
causing  spirochete  found  in  certain  areas  in  the  United 
States. 


Yale  Surgeon  Tests  His  Hands  at  Sculpture 

At  70,  while  most  physicians  are  planning  for  retire- 
ment, Dr.  Wayne  O.  South  wick,  professor  emeritus  of 
orthopaedics  and  rehabilitation  at  Yale  University  School 
of  Medicine,  is  considering  a new  career:  sculpture.  To  an 
extent,  Dr.  Southwick’s  medical  background  intensified 
his  interest  in  sculpture.  He  credits  his  courses  in  anatomy, 
married  with  his  love  of  art,  for  his  fascination  with 
sculptures  of  the  human  form. 

Dr.  Southwick  recently  donated  one  of  his  sculptures  to 
the  Yale  Sports  Medicine  Center  to  help  diminish  the 
“somewhat  static,  boring  statues  that  usually  surround 
universities.” 

“An  American  Dream,”  Dr.  Southwick’s  proudest  ar- 
tistic accomplishment,  is  temporarily  located  on  Cedar 
Street.  The  life-size  portrait  of  a man  and  woman  playing 
basketball  expresses  the  coed  and  interracial  relations 
prevalent  in  the  sport’s  world.  “I  wanted  to  do  a piece  to 
represent  equality  of  minorities  and  subtly  show  that 
sports  are  non-racially  oriented,”  explains  Dr.  Southwick. 

After  making  a 20-inch  model  of  “An  American  Dream,” 
Dr.  Southwick  was  given  the  go-ahead  by  his  Sports 
Medicine  Center  colleagues  to  make  a life-size  replica. 
The  statue,  which  stands  1 0 feet  tall  and  weighs  more  than 
800  pounds,  is  the  physician’s  first  attempt  at  a sculpture 
of  that  proportion. 
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To  help  in  his  endeavor,  Dr.  Southwick  enlisted  his 
tutor,  Bruno  Lucdhesi.  “Bruno  suggested  I work  in  Italy,” 
states  Dr.  Southwick.  “Italy  has  the  space  and  facilities  to 
construct  a statue  of  this  size  I proposed.”  After  designing 
a steel  skeleton  of  the  statue,  the  physician  modelled  clay 
around  the  frame.  Dr.  Southwick  spent  nearly  two  months 
at  the  Peitrasanta,  Italy,  foundry  working  on  the  sculpture 
before  it  was  cast  in  bronze  and  air-lifted  to  Connecticut. 

A resident  of  Old  Lyme,  Dr.  Southwick  became  inter- 
ested in  sculpture  in  the  early  1970s  through  an  artist 
neighbor.  Later,  he  studied  at  the  Lyme  Academy  of  Fine 
Arts. 

Dr.  Southwick  says  he  is  absolutely  “overwhelmed  and 
thrilled”  by  the  attention  his  sculpture  has  garnered,  and 
he  hopes  to  include  more  artwork  in  his  future.  “Maybe 
when  I completely  retire  from  medicine,  I’ll  enter  my- 
work  in  art  shows,  but  I’m  still  recuperating  from  ‘An 
American  Dream.’” 


YouH  love  working  with  our 
locum  tenens  physicians  and 
allied  health  care  professionals. 

WE  GUARANTEE  IT. 


CompHealth  has  thoroughly  credentialed 
physicians  and  allied  health  care 
providers  from  more  than  40  fields  of 
specialization  available  to  provide  locum 
tenens,  or  temporary,  staffing  assistance 
when  and  where  you  need  it. 

Plus,  we  have  the  standards  and 
experience  to  guarantee  your  satisfaction 
each  time  we  place  a member  of  our 
medical  staff  in  your  practice  or  facility. 
It’s  the  closest  thing  you  11  find  to  a risk- 
free way  to  cover  for  absent  staff 
members,  “try  out”  a potential  new 
recruit,  or  take  care  of  your  patients  while 
you  search  for  a new  full-time  associate. 
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Saturday,  June  11, 1994 

SCREENING  FOR  GYNECOLOGIC  MALIGNANCIES: 

Current  Practice  and  Controversies 

A review  of  current  of  techniques  for  the  diagnosis  of  gynecological  malignancies  for  physicians  and 
other  health  care  professionals  who  are  responsible  for  the  primary  care  of  women. 

Sponsored  by  Yale  University  of  Medicine 

Departments  of  Obstetrics  & Gynecology  and  Diagnostic  Radiology 

Course  Directors 

Peter  E.  Schwartz,  M.D.  Kenneth  J.W.  Taylor,  M.D.,  Ph.D. 

Professor,  Obstetrics  & Gynecology  Professor,  Diagnostic  Radiology 

8:30  a.m.  to  4:30  p.m. 

Yale  Art  Gallery  Lecture  Hall 
1 1 1 1 Chapel  Street 
New  Haven,  Connecticut 

For  further  information  and  registration  contact  the  Office  of  Postgraduate  and  Continuing  Medical 
Education,  Yale  University  School  of  Medicine,  333  Cedar  Street,  P.O.  Box  208052,  new  Haven,  CT 
06520-8052;  tel.  (203)  785-4578;;  fax  (203)  785-3083. 


VOLUME  58,  NO.  2 


123 


PHYSICIAN 
FOLLOW  THROUGH 


State 


Mail  to: 

NCPIE 

666  Eleventh  Street,  NW 
Suite  810 

Washington,  DC  20001 


Name 


Address 


It’s  the  professional  edge 
in  patient  satisfaction  and 
medicine  compliance. 


Prescribing  the  right  medicine 
isn’t  enough.  It’s  important  to 
follow  through  and  explain 
how  and  when  to  take  it, 
precautions  and  side  effects. 


The  National  Council  on 
Patient  Information  and 
Education  (NCPIE)  has  free 
materials  to  help  you  talk 
about  prescriptions. 


□ 


Yes!  Please  send  me  free  information  on  patient 
medicine  counseling.  (Please  Print) 


CSMS  PHYSICIAN  PLACEMENT  SERVICE 


The  Society  maintains  the  Physician  Placement  Service  as  a free  service  to  the  medical  profession,  hospitals, 
and  communities  in  Connecticut. 

Opportunities  should  be  typed,  double-spaced  copy  on  letterhead  and  submitted  to  CSMS,  Physician 
Placement  Service,  160  St.  Ronan  Street,  New  Haven,  CT  06511  (203)  865-0587  or  fax  to  (203)  865-4997.  These 
will  be  published  as  space  permits  and  will  be  distributed  to  physicians  making  inquiries  of  such  opportunities. 

Physicians  wishing  to  locate  in  Connecticut  may  call  the  office  requesting  opportunities  in  their  specialty.  Also, 
candidates  are  invited  to  submit  a resume  to  be  kept  on  file  with  the  Society.  An  announcement  of  a physician's 
availability  will  be  published  in  two  issues  of  Connecticut  Medicine  as  space  permits. 

Listing  of  physicians  in  the  Placement  Service  does  not  in  any  way  represent  certification  by  the  Society. 
Investigation  of  credentials  and  experience  is  the  responsibility  of  those  seeking  applicants  for  positions. 

Announcements  on  the  Physician  Placement  Service  page  under  Classified  Advertising  are  charged  at  the 
regular  Classified  Advertising  rate. 


OPPORTUNITIES  FOR  PRACTICE 


AMBULATORY  CARE 

Offering  the  best  of  both  worlds,  for  Full-time  physician. 
Happiness  in  your  professional  life  - time  for  your  private 
life.  Busy  ambulatory  care  center.  Wonderful  staff,  good 
patient  population.  Great  hours,  benefits  and  competitive 
salary  with  profit  sharing.  If  you  are  a good  primary  care 
doctor,  we  are  interested  in  you.  Contact  Dr.  Thomas 
Kandell/Dr.  Ronald  Falit/Med-Help  Medical  Center,  P.O. 
Box  1120,  Bristol,  CT  06010.  (203)  584-8900. 


Fairfield  county:  Busy  urgent-care  facility  seeks  BC/BE 
full  time  physician.  Competitive  salary  and  benefit  pack- 
age. Pleasant  staff,  nice  patient  population.  Experience  in 
general  medicine,  occupational  medicine  and  minor  sur- 
gery required.  Send  CV  to  LB  P.O.  Box  9473,  New  Haven, 
CT  06534. 


CONSULTING  PHYSICIAN 

Part  time  position  (approx.  3 hours/week)  in  make  it  work 
program  (EAP);  effective  mid-March/ April  1;  Licensed 
M.D.;  Occupational  Health  Experience  desirable;  must 
have  own  malpractice  insurance,  or  be  able  to  obtain  same; 
oversee  part  time  registered  nurse  working  in  company 
medical  clinic;  see  employees  in  same  clinic;  consult  with 
client  company  on  medical  issues.  Please  contact:  Ron 
Rising,  Program  Director,  Make  It  Work,  The  Village  for 
Families  & Children,  Inc.,  Ill  Charter  Oak  Avenue,  Hart- 
ford, CT  06106.  AA/EOE. 


FAMILY  PRACTICE 

Unique  practice  opportunity.  Outstanding  combination 
of  professional  and  personal  rewards.  Thirteen  year  pri- 
vate Family  Practice  providing  continuing  ambulatory 
family  care.  No  hospital  responsibility.  Beautiful  living 
and  working  environment  on  the  Connecticut  shoreline. 
Two  board  certified  Family  Practitioners  welcoming 
applications  from  FP  or  IM  certified.  Please  reply  to: 
Alan  M.  Weiss,  M.D.,  652  Boston  Post  Road,  Guilford, 
CT  06437. 

Seeking  physician  for  non-surgical  position  of  private 
practice  in  Chesapeake,  Va.  Scopoe  of  position  will 
include  4 hours  per  week  devoted  to  private  practice  care 
in  physician’s  office  and  36  hours  per  week  providing 
preventive  and  chronic  care  services  in  community  out- 
patient - chronic  care  (no  acute  illness  care),  with  exten- 
sive interface  with  other  private  physicians  who  provide 
free  diagnostic/consultative  services  for  this  patient  popu- 
lation. Benefits  package  and  malpractice  coverage  pro- 
vided. OPTION  available  to  perform  additional  paid 
after-hours  service  for  private  practice  (i.e.  night  calls, 
weekend  coverage,  evening  ER  and  hospital  inpatient 
care).  Salary  range  for  40  hours  a week  component  is 
$68,000  - $70,000.  Optional  coverage  pay  negotiable. 
Applications  and  inquiries  should  be  directed  to:  Dr. 
Michael  Creef,  South  Norfolk  Family  & Urgent  Care, 
1201  Jackson  Avenue,  Chesapeake,  VA  23324;  Tele- 
phone: (804)  543-7222. 

INTERNAL  MEDICINE 

Currently  seeking  full-time/part-time  (IM/FP)  BC/BE 
physician  with  focus  on  women’s  issues  to  join  a multi- 
service medical  facility  providing  outpatient  preventive 
medicine  and  primary  care  exclusively  to  women.  The 
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medical  practice  is  complimented  by  a nurse  practitioner 
in  adult  medicine  and  gynecology,  a nutritionist  with 
individual  weight  loss  and  cholesterol  reduction  pro- 
grams, 3 psychotherapists,  ACR  accredited  mammography, 
ultrasound,  in-house  laboratory,  and  asthma  and  allergy 
specialist.  Women’s  Care  is  proud  of  its  comprehensive 
approach  to  medical  care  and  health  care  maintenance  and 
welcomes  you  to  join  our  team  of  health  care  professionals 
committed  to  women’s  issues  and  education.  For  more 
information,  contact:  Caryn  Nesbitt,  M.D.,  Medical  Di- 
rector, 85  Poheganut  Drive,  Groton,  CT  06340.  Tele- 
phone: (203)  448-6303. 

General  Internist  with  or  without  subspecialty,  wanted  for 
July  1994  to  join  Internal  Medicine  group  practice  in  semi- 
rural  Windham  County,  CT,  with  a service  population  of 
100,000.  Ideal  environment  for  raising  a family  and  lo- 
cated within  an  hour  of  three  University  of  Medical 
Centers.  Initial  salary  with  progression  to  full  partnership, 
send  CV  and  particulars  to  Paul  J.  Matty,  M.D.,  Medical 
Center  of  Northeast  Connecticut,  612  Hartford  Pike, 
Dayville,  CT  06241. 

Well  established,  b usy,  walk-in  center  in  Enfield  Open  8 
A.M.  to  9 P.M.  daily,  needs  physicians  for  full/part  time 
hours.  Strong  intemal/family  practice  background  pre- 
ferred. Reply  to  Susan  Lindquist,  M.D.  (203)  745-1517  or 
send  CV  to  Enfield  Ambulatory  Care  Center,  15  Palomba 
Drive,  Enfield,  CT  06082. 

MEDICAL  DIRECTOR 

Exciting  opportunities  for  a Medical  Director  and  Staff 
Physician  needed  for  rapidly  growing  occupational  medi- 
cine and  walk-in  clinic.  Hospital  owned  and  operated  with 
excellent  facility  in  established  location  close  to  the  CT 
shoreline  area,  Hartford  and  New  Haven.  Approximate 
50-50  split  in  walk-in  care  and  OM.  Due  to  rapid  growth 
in  our  OM  program,  physicians  with  experience  and 
interest  in  this  area  are  preferred.  Excellent  salary,  com- 
prehensive benefits,  36  hour  base  work  week  with  option 
for  additional  shifts.  CVs  to:  W.  Gordon  Van  Nes,  M.D. 
FACEP,  Chairman  Dept,  of  Emergency  Services, 
Middlesex  Hospital,  28  Crescent  Street,  Middletwon,  CT 
06457.  Telephone:  (203)  344-6691. 

PEDIATRICS 

Exceptional  opportunity  to  join  a pediatric  practice  of  four 
Board  Certified  pediatricians.  Located  in  shoreline  com- 
munity, 5 miles  from  Yale-New  Haven  Medical  Center, 
our  chief  hospital  affiliation.  Salary  $1 10,000.00/year. 
Malpractice  Insurance  included.  Buy-in  option  also  avail- 
able. Call:  1-203-248-4846,  any  evening  after  8:00  P.M. 


PSYCHIATRY 

Part  time  private  practice  opportunity  for  a female  psy- 
chiatrist, to  join  a group,  available  immediately.  Adoles- 
cent experience  a plus.  Please  respond  to:  CSMS  c/o  PS/ 
MN. 


PHYSICIANS  WISHING  TO  PRACTICE  IN 
THE  STATE  OF  CONNECTICUT 

ANESTHESIOLOGY 

Board-Certified  Anesthesiologist  looking  for  Locum- 
tenens  work  in  CT  or  Mass,  on  weekends,  holidays  or 
selected  weeks.  Thirty-five  year  old,  M.D.,  A.M.G.,  pro- 
ficient with  all  types  of  general  and  regional  Anesthesia, 
Acute  and  Chronic  Pain  Management,  Invasive  Monitor- 
ing. Excellent  references.  Versatile.  Contact  1-203-621- 
0429  or  digital  beeper  1-800-612-7073.  Independant  of 
any  agency. 

GASTROENTEROLOGY 

Available  July  1994.  Age  32.  Licensed  in  New  York. 
Passed  National  Boards.  American  Board  Certified.  M.D. 
at  University  of  Vermont  College  of  Medicine.  Internship 
and  Residency  at  Beth  Israel  Medical  Center  in  New  York. 
Would  like  to  join  a solo,  group  or  associate  practice  in  a 
medium  size  community  in  Connecticut.  Would  consider 
to  practice  some  Internal  Medicine  as  well  as  Gastroenter- 
ology. Skilled  in  performing  endoscopic  procedures, 
motility  and  pH  studies,  in  addition  to  an  interest  in 
hepatology.  Please  respond  to:  CSMS  c/o  GA/DH. 

OB/GYN 

Available  at  once.  Age  43.  Board  certified  in  Obstetrics 
and  Gynecology.  M.D.  at  University  of  Oklahoma,  resi- 
dency at  San  Diego  Naval  Hospital.  Extra  training  in 
ultrasound;  experienced  in  outpatient  procedures  includ- 
ing colposcopy,  LEEP,  hysteroscopy.  Have  practiced  in 
military  and  in  private  group  setting;  have  also  been 
involved  in  training  of  family  practitioners  and  nurse- 
midwives.  Would  like  to  join  group,  full  or  part  time. 
Please  respond  to:  Janet  H.  Buck,  M.D.,  76  Spring  Rock 
Road,  East  Lyme,  CT  06333;  (203)  739-2407. 

RADIOLOGY 

Semi-retired,  Board  Certified  General  Radiology.  Also, 
Nuclear  Medicine  Certification.  Available  for  hour,  day 
or  weekly  coverage.  Licensed  in  six  states.  Practiced  in 
Connecticut  for  38  years.  Call  (203)  434-1617. 
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PAID  CLASSIFIED  ADVERTISING 


All  PAID  classified  advertising  orders,  correspondence,  and  payments  should  be  directed  to:  CONNECTICUT 
MEDICINE,  Classified  Department,  160  St.  Ronan  Street,  New  Haven,  CT  06511,  Tel.  (203)  865-0587.  The 
Classified  rates  are  as  follows:  $60.00  for  25  words  or  less;  plus  $1.00  each  additional  word.  For  confidential 
answers,  the  cost  is  $3.00  per  insertion,  sent  in  care  of  CONNECTICUT  MEDICINE.  Ad  copy  must  be  typewritten, 
double  spaced,  with  payment,  and  delivered  no  later  than  the  first  day  of  the  month  preceding  the  month  of  issue. 


MEDICAL  PROVIDERS— DOCTORS 

Do  you  feel  the  stress  of  “Medicare”  and  Medicaid?  I have  the  solution  to  your  Recievables  Problem. 
Paul  LaRose  / (203)  484-2913. 


^“PHYSICIAN’S  ASSISTANT” 

V Your  Personal  Medical  Librarian 

^Professional  Medical  Online  Solutions 
for  Patient  Care,  Training,  and  Research 

Particularly  appropriate  if  you  are  keeping  up 
with  scholarship  in  your  field.  Tracking  new 
treatment  methods.  Presenting  expert  testimony. 
Researching  a difficult  clinical  problem. 
Developing  a course  curricula.  Preparing  a talk 
or  speech.  Writing  an  article  or  presentation. 
You’ll  find  citations  and  full  text  to  many  types  of 
published  articles.  Original  research.  Literature 
reviews.  Reports  of  surveys.  Book  chapters. 
Case  studies.  Clinical  trials.  Theoretical  discussions. 

Published  conference  reports.  Bibliographies. 
Descriptions  of  tests  and  apparatus.  Comments  and 
replies.  Reprints.  Office  practice. 

Paula  Daitzman,  M.S.,  M.L.S. 

19  Blackberry  Drive  East, 

Stamford,  Connecticut  06903 
Telephone  (203)-322-6421 
FAX  (203)-968-0490 
VRequest  your  information 
package  today 
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Information  for  Authors 


Manuscripts 

Manuscripts  should  be  submitted  to  Robert  U.  Massey, 
M.D.,  Editor,  CONNECTICUT  MEDICINE,  160  St.  Ronan 
St.,  New  Haven,  CT  06511,  in  original  and  one  duplicate 
copy.  The  author  should  retain  another  copy  for  his  records.  A 
covering  letter  should  identify  the  person  (with  the  address  and 
telephone  number)  responsible  for  negotiations  concerning  the 
manuscript;  the  letter  should  make  it  clear  that  the  final  manu- 
script has  been  seen  and  approved  by  the  authors. 

Author  Responsibility 

The  author  is  responsible  for  all  statement,  including  changes 
made  by  the  copy  editor.  Manuscripts  are  received  with  the 
explicit  understanding  that  they  are  not  simultaneously  under 
consideration  by  any  other  publication.  All  manuscripts  are 
acknowledged  upon  receipt  and  are  followed  up  by  notification 
of  either  acceptance,  revision,  or  rejection.  Although  rejected 
manuscripts  are  returned  the  author,  the  Journal  is  not  respon- 
sible for  loss.  Accepted  manuscripts  become  the  permanent 
property  of  the  Journal  and  may  not  be  published  elsewhere 
without  permission  from  both  the  author  and  the  Journal. 

Copyright.  Material  that  is  published  in  CONNECTICUT 
MEDICINE  is  protected  by  copyright.  In  view  of  The  Copy- 
right Revision  Act  of 1976,  effective  January  1, 1978,  authors 
of  articles  accepted  for  publication  will  be  required  to  sign  a 
statement  containing  the  following  language:  “In  considera- 
tion of  the  Connecticut  State  Medical  Society  taking  action  in 
reviewing  and  editing  my  submission  entitled  (here  give  title) 
the  author(s)  undersigned  hereby  transfers,  assigns,  or  oth- 
erwise conveys  all  copyright  ownership  to  the  CSMS  in  the 
event  that  such  work  is  published  by  the  CSMS.” 

Manuscript  Preparation 

Copy  must  be  typewritten  double-spaced  on  (872  x 11-inch) 
heavyduty,  white,  bond  paper.  This  requirement  applies  to  all 
text  elements;  references,  legends,  footnotes,  and  others.  Pages 
should  be  numbered.  Authors  should  generally  follow  JAMA 
style  or  consult  Manual  for  Authors  & Editors , Eighth  Edition, 
1989,  compiled  for  the  AMA  and  published  by  Williams  & 
Wilkins. 

Titles  and  Author’s  Names 

The  first  page  of  the  manuscript  should  include  (A)  title  of 
paper;  (titles  should  be  short,  specific,  clear,  an  amenable  to 
indexing;  (B)  name  of  author(s),  including  first  name(s)  and 
academic  degree(s);  (C)  List  hospital  positions  for  each  author 
and  any  institutional  or  other  credits.  If  an  author’s  present 
affiliation  is  different  from  the  affiliation  under  which  the  work 
was  done,  both  should  be  given.  Include  academic  appointments 
when  applicable. 

Units  of  Measurement 


references  must  be  cited  in  the  text.  They  should  be  arranged 
according  to  the  order  of  citation,  and  not  alphabetically.  All 
references  must  be  numbered  consecutively.  Numbered  refer- 
ences to  personal  communications,  unpublished  data  and  “in 
preparation”  are  unacceptable.  If  absolutely  essential,  such  ma- 
terial may  be  incorporated  in  the  appropriate  place  in  the  text  or 
as  a footnote.  Sample  references  are  as  follows: 

1.  Jones  J:  Necrotizing  Candida  esophagitis.  JAMA 
1980;244:2190-1. 

2.  Kremer  H,  Kellner  E,  Schierl  W,  et  al:  Ultrasonic  diagnosis  in 
infiltrative  gastrointestinal  diseases.  Dtsch  Med  Wochenschr 
1978;103:965-6.  Abstracted,  JAMA  1978;240:2784. 


3.  Influenza  vaccine — recommendations  of  the  Public  Health 
Service  Advisory  Committee  on  Immunization  Practices. 
MMWR  1979;28:231-8. 

4.  Fischer  DH;  Growing  Old  in  America.  New  York,  Oxford 
University  Press,  1977,  pp  210-6. 

Tables 

Data  presented  in  tables  should  be  self-explanatory  and 
should  supplement,  not  duplicate,  the  text  or  figures.  Excessive 
tabular  data  are  discouraged.  Each  table  should  be  typed  double- 
spaced, including  all  headings,  on  separate  sheets  of  872  x 11- 
inch  paper.  Oversize  papers  should  not  be  used.  Instead,  repeat 
heads  and  stubs  on  a second  sheet  for  tables  requiring  extra 
width.  Number  tables  consecutively  with  respect  to  citation  in 
the  text.  Each  table  must  have  a title. 


Illustrations 

Figures  should  be  professionally  drawn  and  photographed,  if 
possible.  Glossy,  clear  black  and  white  photographs  should  be 
submitted. 

Line  drawings,  graphs,  and  charts  should  be  done  in  India  ink 
on  high-grade  white  drawing  paper.  Lines  should  be  examined 
for  evenness,  breaks,  and  proper  alignment.  Lettering  and  sym- 
bols should  be  clear  and  of  even  density  throughout.  Symbols, 
lettering,  and  numbering  should  be  of  such  proportioned  size  that 
when  the  figure  is  reduced  to  Journal  column  width  (8  cm)  each 
item  will  be  distinctly  recognizable. 

Do  not  send  original  artwork  or  black  and  white  negatives. 


Each  figure  should  have  a label  pasted  on  its  back  indicating 
the  figure’s  number,  the  names  of  the  authors,  and  the  top  of  the 
figure.  Do  not  mount  the  figure  on  cardboard.  Do  not  write  on  the 
backs  of  figures,  nor  expose  them  to  paper  clips. 


If  photographs  of  patients  are  used,  either  the  subjects  should 
not  be  identifiable,  or  their  pictures  must  be  accompanied  by 
written  permission  to  use  the  figure. 


Legends  for  illustrations  should  be  typewritten  (double 
spaced)  on  a separate  sheet  with  numbers  corresponding  to  the 
figures. 


Express  all  measurements  in  Systeme  International  (SI)  units, 
but  include  older  conventional  units  in  parentheses  if  desired. 
Use  Celsius  for  temperature. 

Abstracts 

The  second  page  should  contain  an  abstract  of  not  more  than 
150  words.  This  abstract  should  be  factual,  not  descriptive,  and 
should  present  the  reason  for  the  study,  the  main  findings  (give 
specific  data  if  possible),  and  the  principal  conclusion.  Do  not 
include  a summary. 

References 

The  following  minimum  data  should  be  typed  double-spaced: 
names  of  all  authors,  complete  title  of  the  article  cited,  name  of 
journal  abbreviated  according  to  Index  Medicus,  year  of  publi- 
cation, volume  number,  and  first  and  last  page  numbers.  All 


Drug  Names 

Generic  names  should  be  used.  If  an  author  so  desires,  brand 
names  may  be  inserted  parenthetically. 

Permissions 

Materials  taken  from  other  sources  must  be  accompanied  by  a 
written  statement  from  both  author  and  publisher  giving  permis- 
sion to  the  Journal  to  reproduce  such  material.  If  clearances  are 
required  by  the  author’s  institution,  statements  concerning  such 
clearance  should  be  provided  in  the  manuscript. 

Review  and  Action 

All  manuscripts  are  subject  to  review  by  referees  in  appropri- 
ate fields  of  medicine.  Authors  are  usually  notified  within  three 
to  six  weeks  as  to  the  acceptability  of  a manuscript,  but  some- 
times longer  delays  are  unavoidable. 


Connecticut  Physicians’  Knowledge  and  Needs  Assessment  of 
Environmentally  Related  Health  Hazards — A Survey 

PRISCILLA  SZNEKE,  B.S.N.,  M.S.,  CAROLINE  NIELSEN,  PH.D., 

AND  NARDA  TOLENTINO,  M.P.H. 


ABSTRACT — Health  care  professionals  for  the  most 
part,  have  had  little  or  no  formal  education  in 
environmental  or  occupational  medicine.1,2  A survey 
tool  was  created  to  determine  the  educational  needs 
of  physicians  in  Connecticut  related  to  environmental 
medicine.  The  questionnaire  targeted  four  infor- 
mational areas:  demographics,  diagnosis  of 
environmentally  caused  illnesses,  knowledge  of 
environmental  hazards  specific  to  Connecticut’s 
Superfund  sites,  and  preference  of  educational 
materials. 

Results  of  the  survey  indicated  that  Connecticut 
physicians  are  interested  in  obtaining  more 
information  about  environmental  hazards;  that  there 
is  a need  for  basic  information  about  toxic  waste 
sites,  their  contaminants,  and  the  diseases  associated 
with  them;  and  finally,  that  patients  are  now 
questioning  physicians  about  environmental 
hazards,  especially  those  popularized  by  the  media. 
Clearly,  physicians  can  play  a key  role  in  educating 
the  public  about  environmental  hazards. 

Background 

CHEMICAL  exposures  may  result  from  a variety  of 
situations  at  home  and  in  the  community.  Toxic 
chemicals  from  dump  sites  of  industrial  and  urban  wastes 
can  cause  soil  contamination;  leach  into  ground  water, 
streams,  lakes,  and  drinking  water;  and  emit  toxic  vapors 
which  may  threaten  the  health  of  the  surrounding  commu- 
nity. In  Connecticut,  more  than  28  million  pounds  of  toxic 


PRISCILLA  SZNEKE.  B.S.N.,  M.S.,  School  of  Allied  Health 
Professions,  Graduate  Program,  the  University  of  Connecticut,  Storrs, 
presently  with  Epidemiology  Resources.  Inc.,  One  Executive  Park, 
Lower  Newton  Falls,  Massachusetts.  CAROLINE  NIELSEN,  PH.D., 
Associate  Professor  and  Director.  Research  and  Graduate  Studies, 
School  of  Allied  Health  Professions,  the  University  of  Connecticut. 
Storrs.  NARDA  TOLENTINO,  M.P.H.,  State  of  Connecticut, 
Environmental  Epidemiology  and  Occupational  Health,  1 50  Washington 
Street.  Hartford. 


chemicals  are  released  from  local  industry  each  year 
according  to  the  Environmental  Protection  Agency  (EPA) 
Toxic  Release  Inventory.  There  are  more  than  1,400 
contaminated  wells  affecting  the  health  and  well-being  of 
over  250,000  people  in  the  state.  There  are  an  estimated 
80,000  cases  of  childhood  lead  poisoning,  2,000-3,000 
cases  of  adult  lead  poisoning,  and  12  carbon  monoxide 
deaths  per  year(1991)  reported  to  the  Connecticut  Depart- 
ment of  Health,  Division  of  Environmental  Epidemiology 
and  Occupational  Health. 

Recognition  of  these  sites  and  the  effects  of  their  haz- 
ardous wastes  compelled  Congress  to  enact  the  Compre- 
hensive Environmental  Response,  Compensation  and  Li- 
ability Act  in  1980,  commonly  known  as  the  Superfund. 
This  was  the  first  federal  law  established  to  deal  with 
dangers  posed  by  national  hazardous  waste  sites.  The  EPA 
is  the  federal  agency  responsible  for  setting  priorities  and 
establishing  a list  of  sites  that  contain  toxic  substances. 
The  most  seriously  affected  sites  comprise  the  National 
Priorities  List  (NPL):  those  areas  that  are  targeted  for 
cleanup  under  the  Superfund.  There  are  15  NPL  sites  in 
Connecticut  (Table  1).  The  Agency  for  Toxic  Substances 
and  Disease  Registry  (ATSDR)  is  the  federal  agency 
created  to  conduct  health  assessments  of  waste  sites  and 
facilities,  sponsor  or  conduct  health  studies  of  persons 
exposed  to  hazardous  substances,  and  establish  health 
surveillance  and  exposure  registries.  In  addition,  ATSDR 
prepares  toxicological  profiles,  provides  educational  ma- 
terials to  health  care  providers,  and  consults  on  the  emer- 
gency release  of  hazardous  substances. 

In  Connecticut,  there  are  13,177  physicians  licensed  to 
practice  medicine.  Of  these,  103  (0.7%)  are  active  mem- 
bers of  the  American  College  of  Occupational  Medicine. 
Currently,  56  members  list  themselves  as  active  in  the 
practice  of  occupational  medicine  and  only  1 1 are  board 
certified  in  occupational  medicine.  This  means  that  less 
than  0.5%  of  all  licensed  physicians  in  Connecticut  are 
likely  to  have  had  specific  training  or  experience  with 
environmentally-related  illnesses. 
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Table  1. — NPL  Sites  in  the  State  of  Connecticut  * 

Site  Name 

County 

1.  Barkhamsted-New  Hartford  Landfill 

Litchfield 

2.  Beacon  Heights  Landfill 

New  Haven 

3.  Cheshire  GW  Contamination 

New  Haven 

4.  Durham  Meadows 

Middlesex 

5.  Gallup’s  Quarry 

Windham 

6.  Kellogg-Deering  Well  Field 

Fairfield 

7.  Laurel  Park,  Inc. 

New  Haven 

8.  Linemaster  Switch  Corporation 

Windham 

9.  Nutmeg  Valley  Road 

New  Haven 

10.  Old  Southington  Landfill 

Hartford 

11.  Precision  Plating 

Tolland 

12.  Revere  Textile  Prints  Corporation 

Windham 

13.  Solvents  Recovery  Service  of  NE 

Hartford 

14.  Yaworski  Waste  Lagoon 

Windham 

15.  Groton  Submarine  Base 

Groton 

*NPL  Sites:  Connecticut.  U.S.  EPA  Document  #540/4-90/008 
September  1990;  Washington,  D.C. 

Patients  are  beginning  to  bring  questions  about  envi- 
ronmental hazards  to  their  physicians,  due  in  part  to  media 
publicity.  However,  only  infrequently  are  occupational 
and  environmental  conditions  recognized  in  a nonspecial- 
ist physician’s  practice.  Although  exact  data  are  lacking, 
there  is  good  evidence  that  these  diseases  go  largely 
unrecognized  and  unreported.3 


A report  published  in  1988  by  the  Institute  of  Medicine 
noted  the  problem  of  inadequate  physician  training  in 
occupational  and  environmental  medicine.  This  report 
concluded  that,  at  a minimum,  “All  primary  care  physi- 
cians should  be  able  to  identify  possible  occupationally  or 
environmentally  induced  conditions  and  make  the  appro- 
priate referrals  for  follow-up.”4 


In  199 1 the  Connecticut  Department  of  Health  Services 
(DHS),  recognized  a need  for  information  about  physi- 
cians’ attitudes  and  awareness  about  environmental  and 
occupational  hazards.  This  need  grew  out  of  new  pro- 
grams in  DHS  in  the  areas  of  occupational  disease  surveil- 
lance and  hazardous  waste  site  health  assessment.  In 
addition,  DHS  was  beginning  a new  ATSDR-funded 
program  intended  to  educate  health  professionals  about 
environmental  hazards,  especially  those  hazards  near 
Superfund  sites.  This  survey  was  designed  to  provide 
useful  background  information  to  support  these  programs. 


Table  2.- 

—Physician  Specialty  Areas 

Specialty 

Number  of 
Respondents 

% Total 

Proportion  of 
Specialties  in  Conn. 

Internal  medicine 

59 

20.0% 

27.0% 

Pediatrics 

29 

10.0% 

9.0% 

Psychiatry 

23 

8.0% 

9.7% 

Ophthalmology 

16 

5.5% 

.04% 

General  surgery 

16 

5.5% 

6.0% 

Ob/gyn 

14 

4.8% 

6.6% 

Radiology 

12 

4.1% 

4.8% 

^Family  practice 

11 

3.8% 

? 

Gastroenterology 

8 

2.7% 

.5% 

Orthopedics 

7 

2.4% 

3.0% 

*Emergency  medicine 

6 

2.0% 

? 

Others 

55 

21.0% 

33.6%** 

No  response 

34 

10.2% 

290 

100.0% 

* Specialty  not  designated  as  such  in  file  analysis  of  active  physicians  in  Connecticut  as  of  1 January  1992. 
**  Estimated  total  of  family  practice,  emergency  medicine,  others,  and  no  response  catagory. 
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Methods 


Sample. — A random  sample  of  1,148  physicians  prac- 
ticing in  the  10  most  densely  populated  Connecticut  cities 
and  towns  was  selected:  Bridgeport,  Bristol,  Cheshire, 
Danbury,  Hartford,  Meriden,  New  Britain,  New  Haven, 
Norwalk,  Stamford,  and  Waterbury.  All  of  these  towns, 
except  for  Danbury,  lie  within  a 15-mile  radius  of  a NPL 
site.  Danbury  is  approximately  25  miles  from  a NPL  site. 

Data  Collection. — A questionnaire  was  designed  to 
determine  physicians’  basic  knowledge  of  environmen- 
tally-related disease  and  their  educational  needs  related  to 
environmental  hazards.  The  mailed  survey  focused  on:  a) 
demographic  data;  b)  clinical  experience  with  environ- 
mental hazards;  c)  knowledge  of  toxic  wastes  and  location 
of  their  disposal  sites;  d)  present  knowledge  of  environ- 
mental hazards;  and  e)  types  and  sources  of  information 
desired.  Providers  who  completed  and  returned  the  survey 
were  promised  a free  copy  of  Environmental  and  Occupa- 
tional Health  Reference  Guide  for  Connecticut  Health 
Professionals. 

Results 

Of  the  1 , 1 60  questionnaires  sent  out  with  self-addressed 
stamped  envelopes,  310  (26.7%)  surveys  were  completed 
and  returned.  Of  these,  only  290  were  included  for  analy- 
sis. The  remaining  20  were  excluded  because  the  physi- 
cian had  either  retired,  was  deceased,  or  no  longer  prac- 
ticed in  the  state.  All  290  respondents  practiced  within  a 
15 -mile  radius  of  a NPL  site  except  for  16  (5.5%)  from 
Danbury,  which  is  25  miles  from  the  nearest  NPL  site. 
Thirty-six  different  specialties  were  represented  in  the 
sample,  the  largest  being  internal  medicine  and  pediatrics. 
The  specialities  of  physicians  responding  were  propor- 
tional to  the  distribution  of  specialities  in  Connecticut, 
except  for  ophthalmology,  who  responded  in  larger  num- 
bers (Table  2). 

Physicians  frequently  need  to  determine  which  expo- 
sures place  a patient  at  risk.  Patients  with  workplace  and 
nonworkplace  environmental  exposure  often  present  with 
vague  symptomology.  When  physicians  were  questioned 
whether  they  routinely  ask  patients  about  possible  expo- 
sure to  hazards  at  work,  at  home,  and  in  the  community, 
49%  said  that  they  routinely  asked  about  exposure  at 
work,  33%  that  they  asked  about  exposure  in  the  home, 
and  27%  that  they  asked  about  community  exposure 
(Table  3).  Sixty  percent  of  the  respondents  reported  con- 
sidering a hazardous  substance  exposure  as  part  of  their 
differential  diagnosis  at  least  once  within  this  past  year, 
regardless  of  physician  specialty.  Of  these  174  physicians, 
39  considered  it  part  of  their  differential  diagnosis  about 
once  each  month,  118  considered  it  less  than  once  each 
month,  and  20  considered  it  once  each  week  or  more 
(Table  4). 


Table  3. — History-Taking 

Question  new  patient  regarding  possible  exposure  at: 

Yes 

No 

No  Response 

1. 

Work  138  (48%) 

144  (50%) 

8 (2%) 

2. 

Home  94  (32%) 

185  (64%) 

1 1 (4%) 

3. 

Community  76  (26%) 

204  (70%) 

10  (4%) 

Table  4. — Differential  Diagnosis 

Frequency  of  physicians  including  exposure  in 

differential  diagnosis 

Frequency 

No. 

% 

Less  than  once  per  month 

118 

66.8% 

Once  per  month 

39 

22.0% 

Once  per  week 

10 

5.6% 

More  than  once  per  week 

10 

5.6% 

Table  5. — Physician  Rated  Importance  of  Knowledge  of 
Environmental  Health  Hazards 

Rating 

No. 

% 

Very  important 

126 

44% 

Somewhat  important 

123 

42% 

Not  important 

7 

2% 

Not  relevant  to  my  practice 

26 

9% 

No  response 

8 

3% 

Forty-five  percent  of  the  respondents  indicated  that  it 
was  very  important  to  be  informed  about  environmental 
health  hazards,  and  44%  percent  considered  it  somewhat 
important.  Nine  percent  felt  it  was  not  relevant  to  their 
practice,  and  only  2%  considered  it  not  important  (Table 
5). 

Although  89%  of  physicians  thought  that  knowledge  in 
this  area  is  important,  62%  had  not  reviewed  information 
on  environmental  health  hazards  within  the  last  1 2 months. 
Of  those  that  had,  the  majority  had  obtained  information 
from  a medical  journal,  seminar,  or  conference. 

When  the  respondents  were  asked  to  rate  their  knowl- 
edge of  nonworkplace  environmental  hazards,  6%  felt 
they  were  very  knowledgeable,  47%  felt  they  were  knowl- 
edgeable, and  47%  felt  they  had  little  knowledge  in  this 
area  (Table  6).  When  physicians  were  asked  to  rate  their 
knowledge  level  on  the  eight  toxins  most  frequently  found 
to  affect  health  and  which  are  found  in  large  concentra- 
tions in  the  NPL  sites  in  Connecticut,  most  physicians 
rated  their  knowledge  average  on  benzene,  asbestos,  lead, 
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Table  6. — Physician  Rated  Knowledge  of  Nonworkplace 
Environmental  Health  Hazards 

Knowledge  level 

No. 

% 

Quite  knowledgeable 

18 

6% 

Knowledgeable 

134 

46% 

Not  knowledgeable 

135 

47% 

No  response 

3 

1% 

toluene,  trichlorethylene,  carbon  monoxide,  radon,  and 
polychorinated  biphenyls  (PCBs).  Fewer  than  12%  rated 
their  knowledge  of  organic  compounds  (benzene,  trichlo- 
roethylene, toluene,  PCBs)  as  above  average,  whereas 
30%-31%  rated  their  knowledge  of  asbestos,  lead,  or 
carbon  monoxide  as  above  average.  Above  average  knowl- 
edge of  specific  hazards  may  be  related  to  prior  educa- 
tional exposure  (Table  7). 

When  asked  how  frequently  patients  raised  questions 
about  environmental  hazards,  39%  said  none  asked.  Thirty 
percent  said  they  had  inquiries  less  than  once  a month, 
14%  said  they  were  questioned  once  a month,  and  17% 
said  they  received  questions  once  a week  or  more  (Table 
8).  Questions  were  most  frequently  asked  about  asbestos, 
pesticides,  lead,  and  radon,  in  that  order.  Other  hazards 
frequently  asked  about  were  smoke,  solvents,  radiation, 
and  food  preservatives. 

In  addition  to  the  1 5 NPL  sites  in  Connecticut,  there  are 
numerous  waste  sites  not  on  the  Superfund  list  that  contain 
environmental  hazards.  Before  developing  educational 
material  for  physicians  about  hazardous  wastes,  it  is 
important  to  determine  whether  they  are  aware  of  the 
proximity  of  hazardous  waste  sites.  Respondents  were 
asked  if  they  were  aware  of  any  patients  living  in  a 
community  which  has  a hazardous  waste  site.  Eighty- 
eight  percent  answered  no,  with  only  12%  able  to  name 
one  town  containing  a toxic  waste  site. 

Physicians  reported  using  a variety  of  sources  to  obtain 
information  about  environmental  hazards.  Medical  books 
and  journals  were  the  most  frequent  sources  (Table  9),  but 
the  State  Department  of  Health  and  the  EPA  were  also 
mentioned.  However,  physicians  indicated  that  they  pre- 
ferred receiving  information  on  environmental  hazards 
through  fact  sheets  and  reference  guides. 

Physicians  clearly  preferred  participation  in  grand  rounds 
over  seminars,  with  Wednesday  mornings  being  the  most 
convenient  day  to  attend  an  educational  conference.  Phy- 
sicians were  equally  divided  between  preferring  credit 
(Continuing  Medical  Education  Units)  for  a conference 
on  this  issue  and  feeling  it  was  not  necessary. 


Table  7. — Physician  Rated  Knowledge  Assessment  of 

Specific  Hazardous  Exposures 

Below 

Above 

Material 

Average 

Average 

Average 

Benzene 

39% 

50% 

11% 

Asbestos 

9% 

60% 

31% 

Lead 

10% 

59% 

30% 

Toluene 

53% 

39% 

8% 

Trichloroethylene 

57% 

36% 

7% 

Carbon  monoxide 

12% 

58% 

30% 

Radon 

33% 

49% 

18% 

PCBs 

51% 

43% 

6% 

A list  of  potential  topics  for  educational  seminars  were 
given  so  that  respondents  could  rank  them  according  to 
interest.  They  consisted  of  common  toxic  substances 
found  in  the  home,  drinking  water  contamination,  pesti- 
cides, radiation  exposure,  specific  toxins  (such  as  lead, 
radon,  etc.),  toxic  waste  exposure,  and  specific  workplace 
exposures.  The  respondents  stated  that  they  would  like 
information  on  all  of  these  topics,  but  toxic  substances  in 
the  home,  water  contamination,  and  specific  toxins  (Table 
7)  were  the  most  popular  choices. 

Discussion 

Physicians,  representing  a variety  of  specialties,  dem- 
onstrated an  interest  in  obtaining  knowledge  about  envi- 
ronmental hazards.  Although  the  literature  has  focused  on 
primary  care  physicians  and  their  role  in  diagnosis  and 
treatment  in  this  area,  physicians  in  other  specialties  will 
see  patients  with  effects  of  acute  and  chronic  exposure  due 
to  hazardous  wastes.  The  National  Research  Council 
committee  found  that  there  are  65,725  chemical  com- 
pounds that  merit  concern  because  of  the  potential  conse- 


Table  8. — Patient  Inquires  in  Past  Twelve  Months 

Inquires 

No. 

% 

None 

Ill 

38% 

Less  than  one  per  month 

86 

29% 

One  per  month 

41 

14% 

One  per  week 

25 

9% 

More  than  one  per  week 

22 

8% 

No  response 

5 

2% 
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quences  of  human  exposure.5  Data  on  human  and  animal 
toxicology  for  most  of  the  compounds  used  in  commerce 
are  inadequate.6  However,  few  physicians  have  experi- 
ence in  characterizing  exposures  and  risks  or  have  knowl- 
edge in  toxicology,  epidemiology,  public  health,  and 
engineering.7  In  1990  Yassi  and  coworkers  found  that 
medical  students  who  received  only  six  hours  of  occupa- 
tional medical  school  training  at  the  University  of  Manitoba 
Medical  School  were  more  successful  in  solving  occupa- 
tional medicine  clinical  problems  than  were  a practitioner 
group  that  had  not  received  such  training.8  This  study 
suggests  that  better  informed  clinical  and  other  medical 
judgments  can  be  made  by  practicing  health  care  provid- 
ers with  even  a minimum  of  formal  environmental  or 
occupational  medicine  training. 

Connecticut  physicians  consider  environmental  expo- 
sures an  important  issue  and  seem  to  be  integrating  the 
knowledge  they  have  obtained  from  the  media,  medical 
journals,  and  conferences  into  their  practice.  Patients  are 
beginning  to  ask  questions  about  environmental  hazards, 
and  physicians  must  determine  the  exposures  that  place 
patients  at  risk.  From  their  responses,  it  appears  timely  to 
disseminate  current  information  to  Connecticut  physi- 
cians about  history  taking,  symptomology , and  location  of 
specific  hazardous  waste  sites. 

Conclusion 

ATSDR  has  encouraged  states  to  develop  strategies 
determined  by  the  needs  of  the  health-care  personnel  in 
each  state.  In  Connecticut  we  have  found  that  education 
and  information  about  Superfund  sites,  their  locations, 
and  their  contaminants  is  essential.  It  is  also  clear  that 
Connecticut  physicians  have  an  interest  in  pursuing  more 
information  about  environmental  hazards.  These  survey 
results  provide  useful  data  in  developing  materials  to 
address  the  educational  needs  of  Connecticut  physicians 
in  an  effective  manner  and  for  planning  other  occupational 
and  environmental  programs  that  require  interactions  with 
physicians. 


Table  9. — Information  Sources* 

Source 

No. 

% 

Medical  books 

138 

47% 

Medical  journals 

120 

41% 

Medical  colleagues 

99 

34% 

Poison  Control  Center 

97 

33% 

Conn.  Department  of  Health  Services 

59 

20% 

Environmental  Protection  Agency 

58 

20% 

Local  department  of  health 

54 

18% 

Occupational/environmental  clinics 

36 

12% 

* More  than  one  source  may  be  chosen  by  respondents 
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To  Someone 
Who  Stutters, 
It’s  Easier  Done 
Than  Said. 

The  fear  of  speaking  keeps  many  people 
from  being  heard.  If  you  stutter  or  know  someone 
who  does,  write  or  call  for  our  free  informative 
brochures  on  prevention  and  treatment  of 
stuttering. 


Stuttering 

FOUNDATION 

of  America 

■ 

FORMERLY  SPEECH  FOUNDATION  OF  AMERICA 

A Non-Profit  Organization 
Since  1947 — 

Helping  Those  Who  Stutter 

P.O.  Box  11749 
Memphis,  TN  381 11-0749 
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Abstracts:  Danbury  Hospital  Eighth  Annual  Research  Day 


13  May  1993 
DANBURY  HOSPITAL 


Introduction 

These  abstracts  represent  oral  and  poster  presentations  from  our  Eighth  Annual 
Research  Day.  These  efforts  demonstrate  increasing  evidence  that  interesting  clinical 
research  can  be  part  of  community  hospital  activities. 

Susan  S.  Addiss,  MPH,  MUrS,  Commissioner,  Connecticut  Department  of  Health  and 
Addiction  Services,  gave  the  keynote  talk  on  “A  Contribution  to  Health  Care:  Outcomes 
Research  in  the  Community  Hospital.”  Gail  Lehman,  M.S.,  skillfully  coordinated  various 
details  of  the  program. 

Joseph  L.  Belsky,  M.D. 

Chairman 
Research  Day  1993 


Hemodynamically  Significant  Shunting  Through  a Patent  Foramen 
Ovale  in  the  Setting  of  Right  Ventricular  Infarction 


LISA  CANNON,  M.D.,  DAVID  SHERMAN,  M.D.,  CARLOS  FRAGOSO,  M.D., 
ANDREW  KELLER,  M.D.,  COLIN  REISNER,  M.D., 

AND  JONATHAN  ALEXANDER,  M.D. 

Department  of  Medicine,  Danbury  Hospital  and 
Columbia  University  College  of  Physicians  and  Surgeons 


In  the  past  decade,  there  have  been  several  reports  in  the 
literature  of  patients  with  right  ventricular  infarction  (R  VI) 
complicated  by  severe  hypoxemia.  Upon  further  investi- 
gation, this  was  found  to  be  related  not  only  to  a low  right 
ventricular  output,  but  also  to  right-to-left  shunting  through 
a patent  foramen  ovale  (PFO).  Hemodynamically,  pa- 
tients with  this  disorder  present  with  an  elevated  right 
atrial  pressure  disproportionate  to  the  rise  in  left  ventricu- 
lar end  diastolic  pressure.  Efforts  to  maintain  an  effective 
PV  cardiac  output  however  may  exacerbate  shunting 
through  the  PFO  and  produce  refractory  hypoxemia. 
Management  of  this  disorder  requires  prompt  diagnosis 
and  timely  therapeutic  intervention  to  restore  right  ven- 


All  authors  are  at  Danbury  Hospital  in  addition  to  other  institutional 
and  departmental  affiliations  indicated. 


tricular  function.  In  addition  to  the  hypoxemia,  this  disor- 
der may  also  be  complicated  by  paradoxical  embolism, 
which  has  only  been  reported  infrequently. 

We  retrospectively  reviewed  eight  cases  of  RVI  com- 
plicated by  a right-to-left  shunt  through  a PFO  at  our 
institutions.  Three  of  these  cases  were  complicated  by  a 
paradoxical  embolism,  of  which  two  were  fatal.  In  addi- 
tion, a literature  review  revealed  1 0 similar  cases  reported 
between  1978  and  1991.  Our  findings  suggest  hypoxemia 
secondary  to  an  intraatrial  shunt  in  RVI  may  be  more 
common  than  previously  described.  A high  index  of 
suspicion  should  be  maintained  for  this  particular  disorder 
so  that  optimal  management  may  be  instituted. 

Associate  Professor  of  Medicine,  (Dr.  Alexander),  Yale. 
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Adjustment,  Support,  and  Success  with  Cardiac  Risk  Factor  Modification 
in  Men  and  Women  After  a Cardiac  Event 


LINDA  S.  RICHARD,  R.N.,  M.S.N.  AND  ANNE  K.  WESTALL,  R.N.,  M.S.N. 
Yale  University  Health  Service  and  Danbury  Hospital 


Research  studies  have  focused  on  men  with  coronary 
artery  disease  (CAD)  and  their  physical  and  psychosocial 
adjustment,  while  little  attention  has  been  given  to  women 
with  CAD  and  their  adjustment  to  a cardiac  event.  The 
purpose  of  this  study  was  to  compare  the  adjustment, 
perceived  support,  and  perceived  success  with  cardiac  risk 
factor  modification  of  men  and  women  at  three  months 
and  one  year  after  a cardiac  event. 

Subjects  were  recruited  from  a university  teaching 
hospital,  a community  hospital,  and  outpatient  cardiac 
rehabilitation  programs.  The  four  study  groups  included 
men  (25)  and  women  (12)  three  months  after  a cardiac 
event,  and  men  (11)  and  women  (9)  one  year  after  a cardiac 
event. 

A questionnaire  included  the  Cardiac  Social  Support 
Questionnaire  and  the  Psychological  Adjustment  to  Ill- 


ness Scale  Self  Report. 

Findings  revealed  that  women  were  less  well  adjusted 
than  men  in  general  (P=.05),  and  at  three  months  post- 
cardiac event  (P=.02).  Women  tended  to  have  less  spousal 
support  than  men  (r=.4;  P=.003).  Women  reported  less 
support  than  men  in  terms  of  physical  support,  emotional 
support,  general  support  with  cardiac  risk  factor  modifica- 
tion, spousal  support  with  cardiac  risk  factor  modifica- 
tion, and  support  in  emergency  situations.  More  spousal 
support  was  related  to  higher  levels  of  perceived  success 
with  cardiac  risk  factor  modification  (r=.4;  P=.005).  Men 
at  three  months  perceived  less  of  a need  than  women  for 
cardiac  risk  factor  modification  and  more  success  with 
modification.  At  one  year  both  men  and  women  perceived 
more  of  a need  for  cardiac  risk  factor  modification  and  less 
success. 


Mandatory  vs  Selective  Testing  for  Alcohol  Intoxication  in  Trauma  Patients 


GEORGE  J.  TERRANOVA,  M.D.  AND  PATRICIA  LACILLA,  R.N. 
Emergency  and  Primary  Care  Department  and  Quality  Improvement  Services 


In  the  United  States  trauma  accounts  for  more  deaths 
and  disabilities,  especially  up  to  age  44,  than  all  other 
diseases  combined.  Motor  vehicle  accidents  are  the  lead- 
ing cause  of  traumatic  death.  Over  50%  of  adult  victims 
were  legally  classified  as  intoxicated. 

The  Danbury  Hospital  emergency  department  (ED)  is 
typical  of  the  critical  link  in  the  initial  treatment  of  trauma 
patients.  We  undertook  a survey  to  compare  case  finding 
methods  for  intoxication  to  gauge  the  magnitude  of  the 
problem  and  identify  persons  to  refer  for  counseling. 

Patients  admitted  to  the  hospital  with  a diagnosis  of 
truma  were  tested  (except  for  those  under  age  1 5)  if  judged 
to  be  at  risk  of  intoxication  by  ED  personnel  (Group  A).  In 
another  period,  all  admitted  trauma  patients  were  eligible 
for  testing  (Group  B). 


Admitted 


Group 

Test  Period 

Patients  Tested 
No.  % 

Positives* 
No.  % 

A 

10/91-8/92 

730** 

48 

53 

14 

B1 

10/92 

90 

74 

7 

13 

B2 

11-12/92 

84 

60.4 

11 

13 

*Ethanol  levels  > 100  mg/dL  from  age  >21,  any  level  for  age  <21. 

For  B2  ethanol  levels  >5mg/dL,  no  age  exclusions. 

**48  additional  records  were  not  available  for  review. 

The  premise  that  increasing  the  number  of  admissions 
tested  would  identify  larger  numbers  of  intoxicated  pa- 
tients is  not  borne  out  by  our  ED  experience.  Alcohol  tests 
cost  approximately  $50  each.  On  the  basis  of  our  observa- 
tions, mandatory  testing  of  all  trauma  patients  admitted  to 
the  hospital  does  not  identify  more  cases  than  ED  physi- 
cians’ judgment  of  risk  of  intoxication,  and  may  not, 
therefore,  be  cost  effective. 
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Early  Childhood  Vaccination  Levels  Among  Suburban  Children — Connecticut  1993 


JACK  S.  C.  FONG,  M.D.,  THOMAS  F.  DRAPER,  M.D., 
AND  JAMES  E.  SHEEHAN,  M.D. 
Department  of  Pediatrics 


Vaccination  is  acknowledged  as  the  cornerstone  of 
preventative  medicine  the  practice  of  which  will  improve 
health,  save  lives,  and  reduce  health-care  cost.  A recent 
study  showed  the  completion  rates  for  the  seven  required 
vaccinations  by  the  second  birthday  were  67.2%  and 
70.8%  among  urban  children  living  in  Hartford  and  New 
Haven,  respectively.  This  study  reports  the  early  child- 
hood vaccination  levels  among  suburban  children  living 
in  Newtown  and  Ridgefield. 

The  school  vaccination  records  of  all  first-grade  stu- 
dents during  the  academic  year  1992-93  were  reviewed 
with  strict  maintenance  of  anonymity.  A total  of  655 
records  were  surveyed.  Timeliness  of  receipt  of  a first 
dose  of  diphtheria,  tetanus  toxoids,  and  pertussis  (DPT) 
was  age-appropriate  for  576  (87.9%)  of  the  children. 
Conversely,  79  (12.1%)  of  these  children  were  delayed  in 
receipt  of  a first  dose  of  DPT.  Completion  rate  for  the 
seven  required  vaccinations  by  the  second  birthday  was 
86.6%. 

The  distribution  of  the  88  (13.4%)  children,  who  had 
delayed  vaccinations,  was  uneven  among  the  nine  primary 
schools.  The  result  showed  the  mean  incompletion  rate 


was  14.1%  with  the  95%  confidence  interval  of  the  differ- 
ence being  10.0  to  18.1.  Thus,  suburban  children  in 
Connecticut  fare  better  than  their  urban  counterparts  in 
age-appropriate  vaccination  and  come  close  to  the  na- 
tional health  objectives  for  the  year  2000  that  at  least  90% 
of  children  would  be  completely  vaccinated  by  two  years 
of  age.  Earlier  studies  indicated  that  untimely  initial  vac- 
cination of  DPT  was  a marker  for  delay  in  receipt  of  other 
vaccines.  However,  paired  t-test  analysis  of  data  from  this 
study  failed  to  show  any  significant  correlation  between 
the  untimely  initial  vaccination  and  the  subsequent  delay 
in  receiving  the  two  other  doses  of  DPT  vaccine,  or  the 
three  doses  of  polio  vaccine,  or  the  mumps,  measles,  and 
rubella  vaccines,  and/or  the  entire  series  by  two  years  of 
age.  With  vaccines  being  available  free-of-charge  from 
the  State  Health  Department,  urban  and  suburban  children 
are  expected  to  be  vaccinated  in  a timely  manner  without 
incurring  any  expense  to  their  families. 


Associate  Clinic  Professor  (Dr.  Fong)  Yale  University  School  of 
Medicine,  Assistant  Clinic  Professor  (Dr.  Draper)  University  of 
Connecticut  School  of  Medicine. 


Usefulness  of  Molecular  Genetic  Studies  for  the  Diagnosis  of  Malignant  Lymphoma 

MARY  DAVIS,  PH.D.  AND  LORI  SPILOVE,  M.D. 

Department  of  Pathology  and  Laboratory  Medicine 


A basic  science  research  technique  of  analyzing  genetic 
material  on  a molecular  level  (genotyping)  has  been  uti- 
lized by  our  laboratory  to  confirm  the  diagnosis  of 
lymphoma  in  difficult  cases.  This  technique  entails  ex- 
tracting DNA  from  tissue,  enzymatically  fragmenting  it, 
electrophoretically  separating  it,  and  then  hybridizing  a 
radioactive  gene  specific  probe  to  detect  malignant  clonal 
gene  rearrangements.  The  current  method  for  diagnosing 
malignant  lymphoma  is  by  light  microscopic  evaluation 
with  B and  T immunophenotyping.  However,  diagnostic 
difficulties  arise  when  1)  the  morphology  resembles  a 
benign  process,  2)  the  malignant  cells  are  obscured  by 
benign  background  cells,  or  3)  the  tissue  is  uninterpretable 
due  to  necrosis. 


Recently  our  laboratory  was  presented  with  three  such 
cases,  with  the  first  having  a morphology  resembling  a 
benign  process.  Utilizing  gene  rearrangement  analysis  we 
were  able  to  demonstrate  that  the  DNA  isolated  from  this 
case  possessed  multiple  rearranged  bands  in  the  B cell 
heavy  chain  gene  region  and  none  in  the  k light  chain  gene 
region,  confirming  the  diagnosis  as  a B cell  lymphoma 
with  a A.  genotype.  In  the  second  case  the  malignant  cells 
were  obscured  by  a benign  background,  molecular  studies 
showed  multiple  rearranged  bands  in  both  the  B cell  heavy 
chain  gene  and  k light  chain  gene  regions.  With  this 
information  the  second  case  was  diagnosed  as  a B cell 
lymphoma  with  a k genotype.  In  the  third  case  the  tissue 
was  uninterpretable  due  to  necrosis;  however,  isolated 
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DNA  appeared  intact  consisting  mostly  of  high  molecular 
weight  DNA.  As  a result  molecular  analysis  demonstrated 
multiple  rearranged  bands  in  both  the  B cell  heavy  chain 
gene  and  k light  chain  gene  regions,  diagnosing  this  case 
as  a B cell  lymphoma  with  a k genotype.  While  it  appears 


that  the  molecular  studies  made  the  diagnosis  in  this  third 
case,  they  in  fact  support  a diagnosis  made  previously  on 
a piece  of  tissue  that  was  not  necrotic.  This  illustrates  how 
a research  technique  does  have  clinical  applicability  in 
laboratory  medicine. 


Zone  of  Jeopardy  Predicts  the  Extent  of  Compensatory  Hypertrophy  Following  Acute 

Myocardial  Infarction  in  Humans 

EVE  M.  GERASIMOU,  M.D.,  RICHARD  C.  RIGLING,  B.S.,  R.D.C.S., 

AND  ANDREW  M.  KELLER,  M.D. 

Department  of  Medicine 


Previous  studies  have  demonstrated  that  compensatory 
left  ventricular  hypertrophy  (CH)  occurs  in  animals  fol- 
lowing large  myocardial  infarction  (MI);  however,  this 
has  not  been  observed  in  humans.  We  hypothesized  that 
CH  would  be  demonstrated  if  patients  were  preselected 
with  both  large  Mis,  and  without  remote  zone  coronary 
disease.  Accordingly,  left  ventricular  (LV)  mass  and  vol- 
ume were  longitudinally  measured  with  cardiac  magnetic 
resonance  imaging  in  15  patients  who  suffered  a large 
acute  MI,  who  had  no  prior  history  of  MI,  and  who  did  not 
have  ischemia  in  a remote  zone  by  predischarge  stress 
testing.  LV  mass  and  volume  were  measured  at  one  week, 
and  one,  six,  and  12  months,  and  the  rate  in  change 
correlated  to  admission  peak  CPK,  infarct  size  measured 
by  thallium  SPECT,  and  wall  motion  score  on  admission 


echocardiography.  A significant  increase  in  LV  mass 
between  one  month  (136  ± 40)  and  6 months  (153  ±31, 
P <.05,  ANOVA)  was  found  (without  a change  in  vol- 
ume), and  the  increase  in  mass  correlated  closely  to  the 
admission  wall  motion  score  (P=. 02),  but  not  to  age,  use 
of  ACE  inhibitors,  location  of  MI,  infarct  size  or  peak 
CPK.  Thus,  compensatory  hypertrophy  occurs  in  the  ab- 
sence of  ventricular  dilatation  in  patients  following  large 
myocardial  infarction,  and  the  extent  of  CH  appears  to  be 
predicted  by  the  size  of  the  zone  of  jeopardy,  gauged  from 
the  admission  wall  motion  score,  and  not  the  ultimate 
infarct  size. 


Assistant  Professor  of  Clinical  Medicine,  (Andrew  M.  Keller,  M.D.) 
Columbia  University,  College  of  Physicians  and  Surgeons. 


Danbury  Hospital  Neonatal  ICU  Very  Low  Birth  Weight  Outcomes  for  1990-92 


JOSEPH  TUGGLE,  M.D.,  LINDA  COOK,  N.N.P.,  AND  LESTER  SILBERMAN,  M.D. 
Department  of  Pediatrics,  Section  of  Neonatology, 

Department  of  Obstetrics  and  Gynecology 


We  describe  the  discharge  outcomes  of  52  very  low 
birth  weight  (VLBW)  (501  to  1,500  g)  infants  treated  at 
the  Danbury  Hospital  neonatal  intensive  care  unit  (NICU) 
from  October  1990  through  September  1992.  Compari- 


sons were  made  between  our  infants  and  a VLBW  popu- 
lation reported  by  the  Vermont-Oxford  Trials  (VOT) 
group  for  1990  (n=2,961). 

No  significant  differences  were  noted  by  x2  between  the 
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following  characteristics:  twin  gestations  comprised  29% 
of  our  infants;  73%  were  white;  and  95%  received  prenatal 
care  (52%  were  private  patients). 

Survival  increased  with  increasing  birth  weight,  and 
again  was  comparable  to  VOT  patients  by  x2: 33%  at  < 75 1 
g;  and  93%  for  infants  > 750  g.  Overall  survival  was  83%. 
Although  infants  bom  at  < 75 1 g comprised  only  19%  of 
this  population,  they  accounted  for  67%  (6  of  9)  of  the 
patients  who  died.  Furthermore,  these  infants  were  all  < 26 
weeks  gestation. 

Length  of  stay  (LOS)  increased  with  decreasing  birth 
weight  and  was  comparable  to  VOT  patients:  115  days  for 
infants  < 751  g;  81  days  for  infants  751  through  1,000  g; 
and  54  days  for  those  > 1000  g.  Mean  LOS  for  the 


population  of  survivors  was  67  days  vs  three  days  for 
infants  who  died. 

Our  pulmonary  morbidity,  as  measured  by  the  contin- 
ued use  of  oxygen  at  28  or  more  days  of  life,  was  not 
different  from  the  VOT  patients:  43%  v 35%.  This  was  in 
spite  of  the  greater  use  of  antenatal  steroids  at  our  institu- 
tion: 41%  v 18%  (P=.03). 

The  discharge  outcomes  for  our  VLBW  infants  are 
comparable  to  other  level  III  NICUs.  This  information  has 
great  implications  for  the  planning  and  provision  of 
perinatal  services  for  our  community. 

Assistant  Clinical  Professor  (Dr.  Tuggle).  Pediatrics.  Yale  University 
School  of  Medicine.  Associate  Clinical  Professor  (Dr.  Silberman), 
Obstetrics  and  Gynecology,  Yale  University  School  of  Medicine. 


Outcome  of  All  Births  Less  than  1,500  g at  Danbury  Hospital 


ALICIA  PEREZ,  M.D.,  NAVEEN  HASSAM,  N.N.P.,  AND  CHRISTINE  VOGEL 
Departments  of  Neonatology  and  Pathology 


Fifty-nine  infants  were  bom  at  less  than  1,500  g during 
an  18-month  period  between  1 July  1990  and  31  Decem- 
ber 1991.  A total  of  12  infants  died,  yielding  a mortality 
rate  of  20%.  Of  the  47  survivors,  32  patients  and  an 
additional  five  outbom  infants  (mean  gestational  age  28 
weeks  and  mean  birth  weight  1,111  g)  were  followed  in 
the  high-risk  development  clinic  for  a minimum  of  12 
months.  The  assessment  tool  used  was  the  Connecticut 
Infant  and  Toddler  Developmental  Assessment  (I.D.A.), 
and  it  was  administered  by  two  certified  practitioners 
(authors).  The  infants  were  evaluated  at  two  to  six  month 
intervals  at  postconceptional  age  and  classified  as  normal, 
suspect,  or  abnormal  for  motor,  language,  and/or  sensory- 
neural  development. 

7 patients  evaluated  at  two  months  of  age. 

35  patients  at  four  months. 

31  patients  at  eight  months. 

27  patients  at  12  months. 

It  has  been  well  established  that  the  neonatal  neurological 


examination  at  discharge  is  not  predictive  of  later  out- 
come, except  in  the  severely  dysfunctional  infant.  In  our 
patients  the  two-month  age  classification  did  not  correlate 
well  with  later  evaluations.  At  four  months  of  age  63% 
(22/35)  of  the  infants  were  classified  as  suspect;  20%  (7/ 
35)  were  “normal”;  and  17%  (6/35)  were  “abnormal.” 

The  normal  and  abnormal  classification  at  four  months 
portended  the  assessment  at  12  months.  Preliminary  data 
would  indicate  that  most  abnormal  classifications  apply  at 
the  18  and  24  months  evaluations  as  well.  These  data  are 
in  agreement  with  published  studies  demonstrating  that 
very  low  birth  weight  infants  are  at  high  risk  for  develop- 
mental delay.  The  suggestion  that  the  four-months  evalu- 
ation may  be  predictive  of  later  outcome  is  new  informa- 
tion that  merits  further  investigation.  These  findings  support 
the  need  for  developmental  monitoring,  identification, 
and  referral  to  early  intervention  services  of  this  very  high 
risk  population  for  developmental  delays. 
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Developmental  Outcome  of  Very  Low  Birth  Weight  Infants  at 
One  Year  of  Age  Born  at  Danbury  Hospital 


NAVEEN  HASSAM,  N.N.P.  AND  ALICIA  PEREZ,  M.D. 
Section  of  Neonatology. 


During  period  1 July  1990  through  31  December  1991, 
a total  of  56  infants  were  born  at  the  Danbury  Hospital, 
weighing  500- 1 ,500  g,  46  infants  survived,  and  36  of  these 
infants  (82%)  were  followed  in  the  High  Risk  Develop- 
mental Clinic  and  assessed  at  12  months  postconceptual 
age.  An  Infant-Toddler  Developmental  Assessment  (IDA) 
was  administered  by  two  certified  practitioners,  assessing 
the  motor,  language,  and  sensory  neurologic  develop- 
ment. 

The  patients  were  divided  into  three  weight  groups  as 
follows: 

Weight  500-750g  751-1, OOOg  1, 001-1, 500g  Total 

Births  9 16  31  56 

Survivors  3 15  28  46 


One-year  Outcome 


Weight 

500-750g 

751-1, OOOg 

1, 001-1, 500g 

Total 

Normal 

2 

4 

14 

20 

Suspect 

1 

4 

4 

9 

Abnormal 

0 

5 

4 

9 

Totals 

3 

13 

22 

38 

In  this  small  number  of  patients  it  appears  that  the 
infants  in  the  less  than  750  g weight  group  had  the  lowest 
risk  for  poor  developmental  outcome  possibly  due  to  a 
very  high  mortality  rate.  The  infants  at  greatest  risk  for 
developmental  dysfunction  were  in  the  750-1,000  g birth 
weight. 


Intraventricular  Hemorrhage  in  Very  Low  Birthweight  Infants: 
Clinical  Factors  and  Placental  Pathology 


CAROLYN  M.  SALAFIA,  M.D.,  CATHY  KAMENS,  LINDA  ERNST,  M.A., 

ED  WOLF,  M.D.,  ANTHONY  M.  VINTZILEOS,  M.D.,  AND  TED  ROSENKRANTZ,  M.D. 

Department  of  Pathology,  Danbury  Hospital 
Departments  of  Pathology,  Pediatrics,  Obstetrics,  and  Gynecology 
University  of  Connecticut  School  of  Medicine 


Objective:  To  examine  relationships  among  obstetric 
factors,  placental  pathology,  and  intraventricular  hemor- 
rhage (IVH).  Are  delivery  indications,  delivery  mode,  or 
placental  lesions  associated  with  increased  risks  of  IVH? 

Study  Design:  Of  339  liveborn  singleton  infants  weigh- 
ing < 1 ,500  g born  at  the  John  Dempsey  Hospital  for  whom 
maternal,  neonatal,  and  placental  data  were  available, 
primary  complications  leading  to  delivery  were  premature 
membrane  rupture  in  151/339  (45%),  premature  labor  in 
88/339  (26%),  suspected  abruption  in  27/339  (8%),  and 
preeclampsia  in  73/339  (21%).  Excluded  were  deliveries 
for  isolated  growth  retardation,  fetal  anomalies,  and  pla- 


centa previa.  Placental  lesions  included  acute  and  chronic 
inflammatory  lesions  (grades  0-4)  and  decidual  vascular 
pathology  and  histologic  abruption  (grades  0-4).  IVH  was 
diagnosed  by  cerebral  ultrasonogram  <72  h after  birth. 

Results:  IVH  occurred  in  30/339  (11.5%).  Stepwise 
logistic  regression  analysis  showed  significant  indepen- 
dent effects  of  only  two  factors  on  risk  of  IVH:  gestational 
age  and  presence  of  either  or  both  severe  acute  inflamma- 
tion and  extensive  abruption  (odds  ratio  1.8  per  lesion). 
Complications  leading  to  delivery  and  delivery  mode 
were  not  associated  with  IVH  incidence.  IVH  occurred  in 
8/30  (26.7%)  infants  with  both  severe  histologic 
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chorioamnionitis  (grade  3-4)  and  extensive  evidence  of 
abruption  (grade  3-4),  in  22/168  (13%)  infants  with  either 
severe  inflammation  or  extensive  abruption,  and  in  9/1 34 
(6.7%)  infants  with  neither  lesion. 

Conclusions:  Severe  histologic  chorioamnionitis  and 
extensive  histologic  abruption  are  independently  related 


to  increased  risk  of  IVH.  Inflammatory  effects  on 
fetoplacental  vasomotor  tone  and  capillary  integrity  or 
abruption  related  effects  on  fetal  oxygenation  and  blood 
volume  are  possible  mechanisms. 

Assistant  Professor  of  Pathology  and  Obstetrics  and  Gynecology  (Dr. 
Salafia)  The  University  of  Connecticut  School  of  Medicine. 


The  Frequency  of  Complications  in  Patients  Aged  60  Years  and  Older 

with  Mitral  Valve  Prolapse 


W.  NEIL  PEARSON,  M.D.,  CHARLES  Z.  NAGGAR,  M.D.,  MARIA  P.  SELJAN,  M.D., 

AND  DIANE  D.  GALLAGHER 
Department  of  Medicine,  Danbury  Hospital  and 
Lahey  Clinic  Medical  Center,  Burlington,  Massachusetts 


Few  studies  have  specifically  addressed  the  presence 
and  clinical  presentation  of  patients  with  mitral  valve 
prolapse  (MVP)  who  are  aged  60  years  and  older.  This 
study  examines  the  frequency  of  complications  of  MVP  in 
216  such  patients  referred  to  our  noninvasive  cardiac 
diagnostic  lboratories. 

Of  216  patients  (M:F  = 116: 100), 124  patients  were  in 
the  seventh  decade;  62  in  the  eighth  decade;  27  in  the  ninth 
decade  and  three  in  the  10th  decade  of  life  when  the 
diagnosis  of  MVP  was  first  made  and  documented  by 
echocardiography.  Currently  accepted  echocardiographic 
criteria  for  MVP  were  utilized.  One  hundred  thirty-six 
(63%)  of  the  patients  were  referred  specifically  for  the 
evaluation  of  a heart  murmur;  however,  MVP  was  only 
suspected  clinically  in  34/136  (25%)  of  those  referred  for 
murmur  evaluation. 

In  this  group  9/216  (4.2%)  had  documented  infective 
endocarditis  at  a median  age  of  71  years.  Focal  cerebral 
ischemic  events  occurred  in  19/216  (8.8%)  patients.  Prob- 
able causes  of  cerebral  ischemia,  other  than  MVP,  were 
noted  in  12  of  these  patients  and  no  cause  other  than  MVP 
was  identified  in  seven  patients.  Ruptured  chordae  tendinae, 


with  significant  mitral  insufficiency  (MR),  were  present 
in  46/216  (21.3%)  of  patients  (M:F  = 32:14).  Thirty-four 
of  46  (74%)  had  posterior  mitral  leaflet  (PML)  chordal 
rupture  by  echo  cardiography;  10/46  (22%)  had  anterior 
mitral  leaflet  (AML)  chordal  ruptur.  and  2/46  (4%)  had 
evidence  of  both  AML  and  PML  chordal  rupture.  Severe 
MR/CHF  requiring  mitral  valve  replacement  or  repair  was 
found  in  16/46  (35%). 

Conclusions:  1)  In  elderly  patients,  in  spite  of  systolic 
murmur  noted  on  clinical  examination.  MVP  may  remain 
clinically  unsuspected.  2)  Our  results  support  those  of 
others,  implicating  MVP  in  the  elderly  as  a risk  factor  for 
the  development  of  infective  endocarditis.  3)  Although 
the  present  study  suggests  an  increased  propensity  to- 
wards cerebral  ischemic  events  in  these  patients,  the 
present  study  did  not  identify  a specific  subset  of  MVP 
patients  at  greater  risk.  4)  Spontaneous  chordal  rupture 
with  significant  MR/CHF  is  the  most  frequent  complica- 
tion of  MVP  in  the  elderly  with  an  apparent  male  predomi- 
nance. 


Assistant  Clinical  Professor  of  Medicine  (Dr.  Pearson)  Y ale  University 
School  of  Medicine. 
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Tomographic  Myocardial  Perfusion  and  Coronary  Angiography: 
Correlative  Physiologic  and  Anatomic  Imaging- 
Experience  at  Danbury  Hospital 


RAJESH  SARAIYA,  M.D.,  SHIV  M.  GUPTA,  M.D.,  WILLIAM  JOHNS,  M.D., 
AND  JONATHAN  ALEXANDER,  M.D. 

Sections  of  Nuclear  Medicine  (Laboratory  Medicine)  and  Cardiology  (Medicine) 


The  use  of  tomographic  (SPECT)  myocardial  perfusion 
imaging  with  Tc99m  Sestamibi  (Cardiolite)  has  report- 
edly enhanced  both  sensitivity  of  detection  and  localiza- 
tion of  myocardial  ischemia  and/or  infarction  over  previ- 
ous planer  imaging  (28%  increase  in  sensitivity). 
Information  obtained  from  these  physiologic  studies  may 
be  used  in  conjunction  with  anatomic  data  from  coronary 
angiography  to  assist  in  planning  patient  care. 

A retrospective  review  was  performed  on  32  patients 
who  underwent  both  SPECT  myocardial  perfusion  imag- 
ing and  coronary  angiography  at  Danbury  Hospital  during 
a one-year  period.  Twenty-eight  (88%)  had  abnormal 
SPECT  studies  (74%  ischemia,  26%  infarction)  and  four 
(12%)  had  normal  studies.  All  of  these  patients  had  coro- 
nary disease  with  >50%  coronary  stenosis  on  angiography. 
Twenty-seven  (84%)  had  angiographic  multivessel  coro- 
nary disease  while  five  (16%)  had  single- vessel  disease. 
Of  the  patients  with  ischemia  noted  on  scans,  SPECT 
studies  allowed  identification  of  the  “culprit”  vessel  in  20/ 
21(95%)  of  the  cases. 

The  four  patients  with  normal  SPECT  studies  were 


reviewed.  One  patient  had  submaximal  exercise  which 
decreases  sensitivity  of  perfusion  imaging.  The  other 
three  patients  had  SPECT  studies  performed  after 
angiography  and  successful  angioplasties.  The  resulting 
normal  perfusion  studies  confirmed  the  absence  of  ischemia 
after  angioplasty. 

In  summary,  physiologic  SPECT  myocardial  perfusion 
imaging  is  a sensitive  and  useful  noninvasive  test  for 
detection  of  coronary  disease.  Our  data  indicate  a sensitiv- 
ity of  95%  for  detection  of  ischemia  in  the  distribution  of 
a specific  vessel  in  a population  with  known  coronary 
disease.  This  illustrates  the  use  of  SPECT  with  anatomic 
angiographic  information  to  determine  the  “culprit”  ves- 
sel producing  clinical  ischemia.  This  is  particularly  valu- 
able in  patients  with  multivessel  coronary  disease  and  may 
be  used  to  help  guide  therapeutic  intervention  such  as 
angioplasty. 

Associate  Clinical  Professor  (Dr.  Gupta)  Nuclear  Medicine  University 
of  Connecticut  School  of  Medicine,  Assistant  Clinical  Professor  (Dr. 
Johns)  University  of  Connecticut  School  of  Medicine,  Associate  Clinical 
Professor  (Dr.  Alexander)  Yale  University  School  of  Medicine. 


Usefulness  of  Serial  Scanning  for  Detection  of  Gastrointestinal  Bleeding: 

A Statistical  Study 


SHIV  M.  GUPTA,  M.D.,  RICHARD  P.  SPENCER,  M.D.,  SIN  PUI  CHAK,  M.D., 

AND  LUIS  F.  ANEZ,  M.D. 

Divisions  of  Nuclear  Medicine,  Danbury  Hospital 
and  University  of  Connecticut  School  of  Medicine 


Radionuclide  scintigraphy  is  widely  employed  for  the 
detection  and  localization  of  gastrointestinal  bleeding. 
While  the  procedure  is  highly  sensitive  and  specific  when 
a bleeding  site  is  noted  on  early  imaging,  there  is  precipi- 
tous decline  in  sensitivity  when  pooling  of  activity  is  seen 


on  delayed  images.  The  reason  is  that  it  may  not  be 
possible  to  distinguish  an  actual  bleeding  site  from  a 
collection  of  activity  in  other  locations  including  secretion 
of  pertechnetate  by  gastric  mucosa  or  movement  of  blood 
from  a proximal  bleeding  site.  We  can  hypothesize  that 
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intensity  of  activity  on  delayed  views  would  be  more 
prominent  in  patients  with  active  regional  bleeding  than  in 
those  with  spurious  activity.  A retrospective  statistical 
study  was  undertaken. 

A review  of  27  patients  in  whom  only  delayed  scanning 
was  positive  for  gastrointestinal  bleeding  was  performed. 
Each  had  a history  suggesting  acute  or  intermittent  chronic 
bleeding.  The  population  included  14  women  and  13  men 
jj  (average  age  67,  range  17-88).  Scanning  was  performed 
by  using  labeled  red  blood  cells.  Initial  images  up  to  about 
two  hours  were  followed  by  delayed  imaging  between 
four  and  24  hours.  The  intensity  of  delayed  activity  was 
graded  in  comparison  to  the  hepatic  blood  pool  (<  grade  I; 
= grade  II;  or  > grade  III).  There  was  correlation  between 
the  accuracy  of  scan  interpretation  for  active  bleeding  and 


localization  and  the  intensity  of  activity  as  related  to  the 
liver.  There  were  seven  patients  with  grade  I,  three  pa- 
tients with  grade  II,  and  seventeen  patients  with  grade  III 
activity.  Two  of  seven  patients  (28%)  with  grade  I,  two  of 
three  (67%)  with  grade  II,  and  15  of  17  (88%)  with  grade 
III  studies  resulted  in  correct  diagnosis  and  localization  of 
the  site  of  bleeding. 

We  conclude  that  the  grading  of  delayed  activity  on 
gastrointestinal  bleeding  scans  provides  an  objective  as- 
sessment, thus  helping  in  interpretation  and  improving  the 
accuracy  of  scintigraphy  for  the  routine  detection  of  active 
bleeding  and  its  precise  localization. 


Associate  Clinical  Professor  (Dr.  Gupta),  Professor  (Dr.Spencer), 
University  of  Connecticut  School  of  Medicine. 


Steroid-Related  Discordance  of  Metabolic  Rate  Relative  to  Catabolic  State 
in  Chronic  Obstructive  Pulmonary  Disease 


CARLOS  FRAGOSO,  M.D.,  LISA  CANNON,  M.D.,  TRUDY  CLARK,  R.N., 

AND  ARTHUR  KOTCH,  M.D. 

Section  of  Pulmonary  and  Critical  Care  Medicine 


Chronic  obstructive  pulmonary  disease  (COPD)  can  be 
associated  with  an  elevated  total  energy  expenditure  (TEE) 
and  with  various  degrees  of  malnutrition.  In  these  patients, 
systemic  steroids  are  often  included  in  the  therapeutic 
plan.  The  effects  of  steroids  on  the  TEE  and  nitrogen 
excretion  may  be  discordant;  however,  to  our  knowledge, 
this  has  not  been  previously  reported.  We,  therefore, 
investigated  eight  patients  with  severe  COPD  who  were  in 
an  inpatient  pulmonary  rehabilitation  program,  were  re- 
ceiving steroids,  and  were  able  to  achieve  a steady-state 
indirect  calorimetry  study  on  room  air.  Data  collection 
included  pulmonary  function  tests,  a 24-hour  urine  urea 
nitrogen  (24hUUN)  with  a TEE  determined  within  the 
same  24-hour  period,  and  the  total  steroid  dose  adminis- 
tered in  the  24  hours  prior  to  the  indirect  calorimetry  and 
urine  collection.  Results  (mean±SD)  for  the  group  showed 
anFEVI=.74±.30L,TEE=1406±346  Kcal/day,  prednisone 


dose=33±31  mg/day,  and  24hUUN=  9.8±5.6  g/day.  Re- 
gression analysis  showed  a positive  correlation  between 
the  steroid  dose  and  the  21hUUN  (r=+.75;P=.03)  but  no 
correlation  with  the  TEE  (P=.3).  Likewise,  the  FEV]  did 
not  correlate  with  the  24hUUN(P=.46).  If  one  assumes  a 
12%  fraction  in  excess  of  the  total  nonprotein  calories 
represents  protein  needs,  the  TEE  would  predict  a 24hUUN 
of  2.8±1.7  to  achieve  an  even  nitrogen  balance.  This  is 
significantly  less  than  the  measured  24hUUN  (one-tail  t- 
test;  P=.004). 

In  conclusion,  steroids  may  induce  protein  catabolism 
disproportionate  to  energy  needs  in  COPD.  The  implica- 
tion is  that  a negative  nitrogen  balance  may  lead  to  protein 
malnutrition  and  progressive  loss  of  muscle  function 
despite  an  appropriate  amount  of  nonprotein  calories. 
Further  work  is  needed  to  confirm  such  an  association  and 
to  assess  its  effects  on  clinical  practice. 
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Treatment  of  Painful  Osteoarthritis  with  Pulsed  Electromagnetic  Fields:  A Double- 

Blind  Randomized  Study 


DAVID  H.  TROCK,  M.D.,  ALFRED  J.  BOLLET,  M.D.,  SUSAN  DEWITT,  P.A., 
RICHARD  ROSEFF,  M.D.,  MICHAEL  SPIEGEL,  M.D., 

AND  RICHARD  A.  MARKOLL,  M.D. 

Department  of  Medicine 


Pulsed  electromagnetic  fields  (PEMF)  have  been  ob- 
served to  produce  numerous  biological  effects  including 
healing  of  ununited  fractures  in  humans,  and,  in  the 
laboratory,  acceleration  of  nerve  regeneration,  increased 
DNA  transcription,  and  protein  synthesis  in  a variety  of 
cell  lines,  as  well  as  increased  synthesis  of  cartilage  matris 
components  (collagen  and  proteoglycans)  by  chondrocytes. 
PEMF  have  been  used  to  treat  ununited  fractures  for  over 
a decade  with  no  recorded  tosicity . A study  of  the  potential 
therapeutic  effects  of  such  nonionizing  energy  in  the 
treatment  of  painful  joint  disease  due  to  osteoarthritis  was 
undertaken. 

In  a double-blind,  randomized  trial,  166  patients  with 
painful  osteoarthritis  of  the  knee  or  cervical  spine  were 
studied  after  random  assignment  to  PEMF  vs  sham  therapy. 

Treatments  consisted  of  18  half-hour  periods  of  expo- 
sure over  approximately  one  month  in  a specially  de- 
signed noncontact,  air  coil  device.  Observations 
were  made  on  six  clinical  parameters,  including  global 
pain  (using  a 10  cm  analog  scale),  difficulty  with  activities 


of  daily  living,  pain  on  passive  motion,  and  joint  tender- 
ness. Observations  were  made  at  baseline,  midpoint,  end 
of  therapy,  and  one  month  after  treatment. 

By  the  end  of  treatment,  and  at  one  month  after  treat- 
ment, the  mean  changes  from  baseline  in  each  of  the 
parameters  observed  was  greater  in  the  treated  patients 
(n=84)  than  the  placebo  controls  (n=82).  Statistically 
significant  changes  were  achieved  in  global  pain,  pain  on 
passive  motion,  joint  tenderness,  and  global  assessment 
by  the  physician.  The  group  mean  of  patients’  subjective 
overall  improvement  was  greater  for  the  treatment  group 
but  did  not  reach  statistical  significance.  No  toxicity  was 
observed. 

The  decreased  pain  and  improvement  of  joint  function 
in  the  treated  patients  suggests  that  this  configuration  of 
PEMF  has  potential  as  an  effective  form  of  therapy  for 
painful  osteoarthritis. 

Clinical  Professor  of  Medicine,  Yale  University  School  of  Medicine 
(Dr.  Bollet),  Assistant  Clinical  Professor  of  Medicine,  Yale  University 
School  of  Medicine  (Dr.  Trock). 


The  Diagnostic  Role  of  Transesophageal  Echocardiography  (TEE)  in  Patients  with 
Pulmonary  Embolic  Events  but  No  Obvious  Embolic  Source 


PETER  VASSALLO,  M.D.,  W.  NEIL  PEARSON,  M.D.,  AND  M.  TURHAL,  M.D. 

Bridgeport  Hospital  and  Griffin  Hospital 


Patients  with  pulmonary  emboli  (PE)  often  have  iden- 
tifiable sources  for  their  thromboembolic  events.  How- 
ever, patients  occasionally  present  with  documented  PE 
but  no  definite  evidence  of  embolic  source.  These  patients 
are  usually  assumed  to  have  lower  extremity  venous 
thrombosis  and  are  routinely  committed  to  systemic 


anticoagulation.  The  purpose  of  the  study  was  prospec- 
tively to  identify  patients  with  definite  pulmonary  embolic 
events  (high  probability  V/Q  scan  and/or  positive  pulmo- 
nary angiogram)  but  with  no  embolic  source  identified, 
and  to  evaluate  the  utility  of  TEE  in  these  patients. 

During  a 12-month  period,  eight  patients  with  unex- 
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plained  PE  were  referred  to  our  noninvasive  laboratory 
(male:female  = 6:2)  (age  58±19  years).  All  patients  had 
high  probability  V/Q  scan  (5/8  or  63%)  or  positive  pulmo- 
nary angiogram  (3/8  or  37%).  In  all  patients,  full  evalua- 
tion for  possible  embolic  source  (blood  tests,  Holter  moni- 
tor, lower  extremity  venous  Doppler  or  venography, 
transthoracic  echo  (TTE),  etc.)  was  negative.  TEE  was 
performed  successfully,  without  complications,  in  all  pa- 
tients within  72  hours  of  admission.  Excellent  visualiza- 
tion of  all  right  ventricular  structures  (including  the  infe- 
rior and  superior  vena  cavae  and  pulmonary  artery  system) 
was  obtained  in  all  patients.  In  five  patients,  TEE  yielded 
no  diagnostically  useful  information.  However,  in  three 
patients,  TEE  identifed  previously  unrecognized  embolic 
sources:  inferior  vena  cava  thrombus  in  one,  right  atrial 
(RA)  myxoma  in  one,  and  dilated  right  atrial  cavity  with 


RA  appendage  thrombus  in  one.  Patient  management  was 
unaltered  in  seven  patients,  despite  the  additional  diagnos- 
tic information  in  two  patients.  However,  in  one  patient 
(RA  myxoma),  therapy  was  directed  by  TEE  findings. 

Conclusions:  1 ) In  patients  with  documented  polmonary 
emboli,  but  with  no  identified  embolic  source , TEE  af- 
fords excellent  visualization  of  right  ventricular  structures 
and  proximal  extracardiac  structures  and  should  be  con- 
sidered as  an  important  adjunctive  diagnostic  tool.  2)  In 
specific  cases,  TEE  findings  may  alter  patient  manage- 
ment decisions;  a larger  study  will  be  necessary  to  define 
further  the  exact  role  of  TEE  in  the  management  of  this 
subset  of  patients. 


Assistant  Clinical  Professor  of  Medicine  (Dr.  Pearson),  Yale 
University  School  of  Medicine. 


Combined  Glaucoma  Filter  and  Cataract  Extraction 


MATTHEW  D.  PAUL,  M.D.  AND  BRUCE  ALTMAN,  M.D. 
Department  of  Surgery,  Ophthalmology  Section 


Patients  presenting  for  cataract  surgery  frequently  also 
require  surgical  management  of  coexisting  glaucoma. 
Glaucoma  filtering  surgery  creates  a new  defect  in  the 
scleral  wall  to  allow  outflow  of  aqueous  humor.  The 
glaucoma  fistula  of  this  “combined”  procedure  has  his- 
torically failed  from  scarring  related  to  inflammation  from 
the  concurrent  cataract  extraction  (phacoemulsification). 
We  describe  a technique  to  preserve  the  glaucoma  filtra- 
tion by  minimizing  scarring  of  the  fistula. 

1.  The  conjunctival  wound  is  moved  posteriorly,  away 
from  the  filter  site. 

2.  Mitomycin-C,  an  antimetabolite,  is  applied  to  the 
filter  site  intraoperatively  to  inhibit  postoperative  fibrosis. 


3.  Glaucomatous  pupils  are  often  constricted  and  need 
to  be  enlarged  to  allow  visualization  for  the  phacoemulsifi- 
cation. We  introduce  four  iris-retractors  into  the  eye  to 
mechanically  dilate  the  pupil  rather  than  cutting  the  pupil 
which  would  add  to  the  perioperative  inflammation. 

4.  The  cataract  is  extracted  by  phacoemulsification 
through  a scleral  wound,  enlargable  to  5.5mm. 

5.  The  filter  site  is  occluded  with  two  removable  su- 
tures, brought  out  through  the  cornea;  these  sutures  are 
subsequently  removed  in  the  office  allowing  a controlled 
and  gradual  increase  in  aqueous  outflow. 

6.  A vascular  needle  is  used  to  suture  the  conjunctiva, 
thus  minimizing  sites  for  wound  leakage. 
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Immunohistochemical  Detection  of  Proliferating  Cell  Nuclear  Antigen  in  Breast 
Carcinoma  as  a Potential  Prognostic  Marker 


BEATRIZ  CUELLO,  M.D.,  ROBERT  PIMENTEL,  M.D.,  AND  LISA  ALMEIDA,  B.S. 
Department  of  Pathology  and  Laboratory  Medicine 


Proliterating  cell  nuclear  antigen  (PCNA),  also  known 
as  cyclin,  is  a nuclear  protein  which  plays  a fundamental 
role  in  the  initiation  of  cell  proliferation.  PCNA  is  ex- 
pressed in  dividing  cells  and  is  usually  undetectable  in 
resting  cells.  PCNA  has  been  identified  by  paraffin-sec- 
tion immunohistochemistry  in  human  malignancies  as 
well  as  in  benign  tissues  known  to  contain  proliferating 
cells.  In  general  PCNA  positivity  correlates  with  mitotic 
activity  and  tumor  grade. 

The  purpose  of  our  study  is  to  evaluate  PCNA  as  a 
marker  of  cellular  proliferation  and  potential  prognostic 
value  in  breast  carcinoma.  All  cases  of  operable,  invasive 
breast  carcinoma  diagnosed  at  Danbury  Hospital  from 
1970  to  1974  were  reviewed  (203  cases).  All  patients  with 
a minimum  10-year  follow  up,  in  whom  blocks  from  the 
primary  breast  carcinoma  were  available,  were  reviewed 
for  this  study. 

Results  of  PCNA  staining  were  correlated  with  tumor 
size,  estrogen  receptor  status,  histologic  grade,  lymph 


node,  status  and  survival.  Most  tumors  were  large,  averag- 
ing about  3.5  cm  in  diameter  and  approximately  50%  had 
positive  lymph  nodes  at  the  time  of  mastectomy. 

In  general,  there  was  excellent  correlation  between  high 
PCNA  positivity  and  negative  outcome,  regardless  of 
tumor  size  and  lymph  node  status.  Few  patients  with  high 
PCNA  values  who  were  alive  10  years  after  diagnosis  had 
extremely  high  estrogen  receptors. 

There  was  moderate  correlation  between  low  PCNA 
positivity  and  good  outcome,  with  a few  patients  dead  of 
disease  and  low  PCNA  values.  Most  of  these  patients, 
however  had  other  unfavorable  parameters  such  as  large 
tumors,  skin  involvement  and  positive  lymph  nodes.  There 
was  also  very  good  correlation  between  histologic  grade 
and  PCNA  values. 

We  conclude  that  PCNA  is  a simple,  yet  reliable  tech- 
nique for  the  analysis  of  cell  kinetic  data  in  breast  biopsies, 
and  a potential  prognostic  marker  in  breast  carcinoma. 


Outcome  of  Pregnancy  Data  Following  Amniocentesis: 
A Three- Year  Study  of  Compliance 


JACQUELINE  P.  BURNS,  PH.D. 

Department  of  Pathology  and  Laboratory  Medicine,  Section  of  Cytogenetics 


Obtaining  follow-up  postnatal  information  on  prena- 
tally  studied  amniocentesis  specimens  is  a goal  of  all 
cytogenetic  laboratories.  The  most  obvious  reason  for 
these  data  is  to  detect  any  defects  which  may  be  due  to  a 
chromosomal  aberration  or  undetected  abnormalities.  This 
can  be  a result  of  undetected  mosaicism,  poor  morphol- 
ogy, culture  of  maternal  cells,  or  sex  reversal  (eg,  46, XX 
males  or  46, XY  females).  Federal  and  state  regulatory 
agencies  also  insist  on  having  this  follow-up  information 
as  part  of  their  inspection  and  quality  assurance  programs. 

In  order  to  obtain  more  compliance  in  obtaining  follow 


up  data,  which  up  to  this  date  was  poor,  the  following 
procedure  was  instituted  in  July  1989.  A letter  with  an 
attached  Outcome  of  Pregnancy  card  was  sent  with  each 
cytogenetics  report.  On  this  preaddressed  and  postage- 
free  card  was  printed  the  patient’s  name,  unit,  and  labora- 
tory numbers,  the  name  of  the  primary  physician,  and  the 
cytogenetics  results  of  the  amniocentesis.  All  that  was 
required  on  the  part  of  the  physician  was  to  fill  in  the  data 
regarding  the  birth  date,  weight,  sex,  normality,  etc.  of  the 
proband.  Several  items  simply  required  checking  off  a 
box. 
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Results  from  this  three-year  program  showed  a marked 
increase  in  compliance.  Within  the  first  12  months  there 
was  an  average  of  23.2%  return  of  pregnancy  cards.  This 
increased  to  37.7%  during  the  second  period  of  12  months, 
and  42.9%  during  the  last  12-month  period. 

There  were  no  discrepancies  with  regard  to  sex.  All 
cytogenetic  findings  of  46, XY  were  bom  as  males;  all 
those  with  46, XX  were  females. 

There  were  three  (3/838  or  .36%)  infants  bom  with 
physical  anatomical  abnormalities:  cleft  lip,  skin  tags, 


hypotonia,  hemihypertrophy.  None  of  these  defects  ap- 
peared to  be  chromosomal,  although  to  be  certain,  two  of 
these  newborns  had  peripheral  blood  examined  for 
prometaphase  cytogenetics.  They  were  also  evaluated  by 
the  medical  geneticist  from  Yale  and  had  other  biochemi- 
cal and  metabolic  tests  performed.  The  third  proband  was 
lost  to  follow-up;  a genetic  consultation  had  been  recom- 
mended. 


Clinical  Associate  (Dr.  Bums),  University  of  Connecticut. 


Quality  Assurance  in  Bedside  Glucose  Testing: 
The  Danbury  Hospital  Experience 


BEVERLY  TAYLOR,  M.T.  (ASCP)  AND  SALVADOR  F.  SENA,  PH.D. 
Department  of  Pathology  and  Laboratory  Medicine. 


The  purpose  of  this  study  was  to  improve  bedside 
glucose  testing  (BGT)  at  Danbury  Hospital  through  qual- 
ity assurance  (QA)  and  continuous  quality  improvement 
practices  (CQI).  Identification  of  the  need  for  this  study 
was  determined  by  examining  the  regulations  and  stan- 
dards set  forth  by  the  Joint  Commission  on  Accreditation 
of  Healthcare  Organizations  (JCAHO),  College  of  Ameri- 
can Pathologists  (CAP),  National  Commission  for  Clini- 
cal Laboratory  Standards  (NCCLS),  and  the  American 
Diabetes  Association  (ADA)  regarding  personnel,  train- 
ing, quality  control,  maintenance,  proficiency  testing, 
documentation,  and  procedures. 

In  order  to  determine  if  BGT  was  meeting  the  required 
standards,  volume  and  quality  indicators  were  described. 
Volume  indicators  included  the  number  of  documented 
glucose  results,  number  of  daily  reports  received,  and  the 
number  of  documented  “critical”  glucose  results  (<60  mg/ 
dL  or  >400  mg/dL).  Quality  indicators  included  the  num- 
ber of  check  strips  analyzed,  the  number  of  documented 
glucose  results,  the  number  of  controls  analyzed,  and  the 
number  of  critical  glucose  results  confirmed  with  a labo- 
ratory glucose  measurement.  An  initial  compliance  thresh- 


old of  >90%  was  established  for  each  quality  indicator. 
The  quantity  and  type  of  problems  with  blood  glucose 
meters  were  also  monitored.  Data  were  obtained  from 
Daily  Report  Forms  and  Problem  Report  Forms  used  on 
all  nursing  units  where  BGT  was  performed  during  the 
period  from  February  1991  through  August  1992. 

Initially,  all  quality  indicators  (except  for  the  number  of 
documented  results)  were  at  levels  well  below  the  90% 
compliance  threshold.  At  the  end  of  the  study,  all  quality 
indicators  exceeded  the  90%  compliance  threshold.  Qual- 
ity improvement  is  attributed  to  constant  feedback  of  the 
quality  indicator  data  form  the  laboratory  to  nursing  units 
and  training  sessions  for  units  with  low  compliance. 
Improved  communication  between  the  laboratory  and 
nursing,  and  more  stringent  quality  control  and  documen- 
tation practices  have  led  to  better  patient  care.  To  improve 
further  the  quality  of  BGT,  the  following  recommenda- 
tions are  made:  implementation  of  a new  blood  glucose 
meter  with  improved  data  handling  capabilities,  imple- 
mentation of  a proficiency  testing  program,  and  improved 
documentation  practices  for  better  patient  data  capture. 
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Role  of  Gene  Rearrangement  Studies  in  the  Evaluation  of  Lymphoma: 
A Comparative  Study  with  Immunophenotyping 


MARY  DAVIS,  PH.D.,  MIRZA  BAIG,  M.D.,  AND  LORI  SPILOVE,  M.D. 
Department  of  Pathology  and  Laboratory  Medicine 


The  morphologic  diagnosis  of  lymphoma  may  be  diffi- 
cult. Tissue  containing  lymphoma  has  to  be  distinguished 
from  benign  reactive  processes  and  then  further  subtyped 
as  to  the  cell  of  origin.  Currently,  we  perform  immuno- 
peroxidase  stains  on  tissue  sections  to  determine  the 
immunophenotype.  Artifact  and  the  presence  of  benign 
background  lymphocytes  can  sometimes  obscure  the  di- 
agnosis. Performing  gene  rearrangement  studies  on  the 
tissue  would  enable  us  to  confirm  the  lineage  and  clonality 
of  the  lymphomas  on  a molecular  level. 

A retrospective  study  was  performed  on  32  cases  of 
banked  frozen  tissue  with  a suspected  diagnosis  of  malig- 
nant lymphoma.  The  tissue  was  chemically  and  mechani- 
cally disaggregated,  lysing  cytoplasm  and  nuclei.  DNA 
was  organically  extracted,  ethanol  precipitated,  and  resus- 
pended. The  isolated  DNA  was  cut  with  restriction  endo- 
nucleases and  separated  electrophoretically  by  size  and 


charge.  The  DNA  fragments  were  transferred  from  the  gel 
onto  a nylon  membrane.  The  membrane  was  then  hybrid- 
ized with  an  isotopically  labeled  nucleic  acid  probe  (B,  T, 
and  light-chain  genes).  Detection  of  the  hybridized  probe 
to  the  immobilized  target  DNA  on  the  membrane  was 
accomplished  by  autoradiography. 

Results:  Of  the  32  cases,  30  had  molecular  confirma- 
tion of  clonality  and  B or  T phenotype.  Two  cases  showed 
no  gene  rearrangements.  These  were  performed  on  mor- 
phologically and  phenotypically  benign  lymph  nodes  as- 
sociated with  electron  microscopy  confirmed  extranodal 
lymphomas  (lung  and  gastric).  The  molecular  studies 
confirmed  their  benignity.  In  all  malignant  cases  the 
phenotypic  B or  T lineage  was  genotypically  confirmed. 

Conclusion:  Gene  rearrangement  studies  are  a useful 
and  accurate  way  of  confirming  the  clonality  and  lineage 
of  a malignant  lymphoma. 


Incidental  Nodules  in  Pulmonary  Lobectomy  Specimens: 
The  Danbury  Hospital  Experience,  1987-92 


FERMINA  M.  MAZZELLA,  M.D.  AND  STEVEN  C.  SIEBER,  M.D. 
Department  of  Pathology  and  Laboratory  Medicine 


Incidental  nodules  identified  in  pulmonary  lobectomy 
specimens  received  by  the  Danbury  Hospital  surgical 
pathology  laboratory  over  a six-year  period  (1987-92) 
were  reviewed.  Parameters  of  interest  included  incidence, 
pathologic  features,  and  etiologic  reiationship  to  the 
preoperatively  discovered  intralobar  mass. 

In  14  out  of  89  (16%)  lobectomy  specimens,  a total  of 
18  incidental  nodules  were  discovered,  either  by  the 
surgeon  intraoperatively  (one  nodule),  or  by  meticulous 
patholologic  examination  of  the  lobe.  The  incidental  nod- 
ules measured  from  0.1  cm  to  2.5  cm  (median  0.7  cm, 
mean  0.9  cm). 


Nine  of  18  incidental  nodules  were  benign  inflamma- 
tory, postinflammatory  (scar),  or  hamartomatous  lesions. 
The  four  inflammatory  lesions  were  multifocal  and  invari- 
ably related  to  the  known  mass  (postobstructive). 

Eight  incidental  nodules  were  primary  lung  carcino- 
mas, including  five  adenocarcinomas,  one  in  situ  squa- 
mous cell  carcinoma,  and  two  well-differentiated  neu- 
roendocrine carcinomas,  (carcinoids),  Six  out  of  eight 
incidental  lung  carcinomas  were  of  identical  histology  to 
the  known  mass,  and  are  considered  multifocal  primaries. 

One  incidental  (0.7  cm)  nodule  proved  to  be  a meta- 
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static  prostatic  adenocarcinoma  in  a patient  with  a radio- 
graphically apparent  squamous  cell  lung  carcinoma  but 
with  no  clinical  evidence  of  a prostatic  primary. 

In  conclusion,  meticulous  sectioning  of  pulmonary 


lobectomy  specimens  commonly  led  to  the  discovery  of 
incidental  pulmonary  nodules,  most  of  which  were  either 
of  identical  histology  or  etiologically  related  to  the  known 
intralobar  mass.  Rarely,  a metastatic  lesion  from  an  inap- 
parent  second  primary  malignancy  was  identified. 


Steriod  Hormone  Receptors  in  Meningiomas 


AAMIR  AHSAN,  M.D.,  HANI  EL-FANEK,  M.D.,  VICTOR  LOPEZ,  M.D., 

AND  LISA  ALMEIDA,  B.S. 

Department  of  Pathology 


Meningiomas  are  more  common  in  females  and  their 
course  may  be  affected  by  changes  in  the  hormonal  milieu 
of  the  patient.  Recently,  a few  studies  have  reported  the 
presence  of  hormone  receptors  in  a cases  of  meningiomas. 
We  have  studied  the  estrogen  and  progesterone  receptors 
of  all  meningioma  cases  that  were  diagnosed  at  Danbury 
Hospital  during  the  past  eight  years  ( 1 9 84-92) . The  present 
data  revealed  42  cases  of  meningiomas  of  which  32  were 
in  females  and  10  were  in  males.  The  average  age  of  the 
patients  was  61  years.  Only  one  case  of  malignant 
meningioma  was  found  and  that  was  in  a male  patient. 
None  of  the  male  or  female  patients  had  associated  breast 
carcinoma. 

The  hormone  receptors  were  assayed  biochemically  in 
all  the  cases  of  meningiomas.  Among  the  42  patients,  eight 


were  positive  for  estrogen  receptors  ( 1 9%)  and  three  were 
positive  for  progesterone  receptors  (7%).  This  study  con- 
firms the  presence  of  steroid  binding  sites  in  a small 
number  of  meningiomas  and  may  suggest  a role  for 
hormonal  therapy  in  selected  patients.  The  current  litera- 
ture reveals  contradictory  results  with  regard  to  the  pres- 
ence or  absence  of  steroid  hormone  receptors  in 
meningiomas. 

Although  hormonal  therapy  in  breast  carcinoma  pa- 
tients is  considered  effective  in  tumors  with  hormonal 
receptors,  it  is  still  not  documented  whether  hormonal 
manipulation  in  meningiomas  or  other  tumors,  such  as 
endometrial  carcinomas,  ovarian  carcinomas,  etc.,  is  help- 
ful. The  study  of  hormonal  status  of  other  neoplasias  may 
be  useful  for  adjuvant  hormonal  therapy  in  the  future. 


Adolescent  Firesetting:  An  Exploration  of  Etiological  Factors 


DAVID  B.  ABRAMS,  M.A. 
Department  of  Psychiatry  (Psychology) 


This  study  addresses  etiological  factors  in  the  develop- 
ment of  firesetting  behavior.  Specifically,  developmental 
level  of  object  relatedness  was  examined  in  severe 


firesetters.  It  was  hypothesized  that  firesetting  is  linked  to 
a developmental  disturbance  in  the  ability  to  form  em- 
pathic  relationships. 
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Subjects  were  selected  from  residential  treatment  cen- 
ters, partial  hospitalization  program,  and  inpatient  psychi- 
atric units.  Three  groups  were  defined:  adolescents  with  a 
DSM-III-R  diagnosis  of  conduct  disorder  with  no  history 
of  firesetting,  adolescents  with  a DSM-III-R  diagnosis  of 
conduct  disorder  and  a history  of  severe  firesetting,  and 
adolescents  with  major  depression  or  dysthymia  and  no 
firesetting  history. 

The  Rorschach  Inkblot  Test  and  the  Separation  Indi- 
viduation Test  of  Adolescence  (SITA)  were  administered. 
A structured  interview  was  completed  by  the  subject’s 
therapist  focusing  on  his  or  her  patient’s  relationships. 


Tho  Rorschach  was  scored  using  two  object  relations 
scales  (Blatt,  1976;  Urist  1977). 

No  significant  differences  were  found  between  Con- 
duct Disordered  firesetting  and  nonfiresetting  groups. 
Significant  differences  were  found  between  the  depressed 
group  and  the  above  two  groups.  The  measures  of  object 
relatedness  did  not  discriminate  between  individuals  who 
set  fires  and  those  who  did  not,  when  both  groups  engaged 
in  similar  antisocial  behavior.  However,  measures  of 
object  relatedness  discriminated  between  subjects  who 
acted  out  behaviorally  and  those  who  internalized  their 
distress,  resulting  in  depression. 


Oxygenation  Changes  as  a Function  of  Body  Position  in  Patients 
with  Chronic  Obstructive  Pulmonary  Disease 


MARY  ELLEN  LYDEM,  R.N.,  M.S.N. 
Department  of  Nursing 


A clinical  nursing  study  was  conducted  to  determine  the 
effects  of  position  change  on  level  of  oxygenation  in 
critically  ill  adults  with  chronic  obstructive  pulmonary 
disease  (COPD).  The  null  hypothesis  in  this  study  stated 
that  there  was  no  significant  difference  in  patient  oxygen- 
ation among  the  three  positions  studied:  supine,  semiprone, 
and  high-Fowlers. 

Eligible  subjects  were  identified  by  the  investigator 
through  review  of  their  current  medical  records  upon  their 
admission  to  the  intensive  care  unit  in  a northeastern 
community  hospital.  Criteria  for  exclusion  from  the  study 
included  those  admitted  for  surgical  procedures,  admis- 
sion due  to  trauma,  adults  with  peripheral  vascular  dis- 
ease, and  adults  with  previous  lung  surgery.  The  20 
patients  entered  into  the  study  were  positioned  through  the 
same  sequence  of  three  body  positions:  supine,  semiprone, 
and  high-Fowler’s.  A pulse  oximeter,  placed  on  the 


participant’s  left  index  finger,  was  used  to  monitor  con- 
tinuously the  percentage  of  oxygen  saturation. 

A one-way  repeated  measure  analysis  of  variance 
(ANOVA)  revealed  that  the  average  amount  of  oxygen- 
ation in  supine,  semiprone,  and  high-Fowler’s  positions 
did  not  differ  significantly  for  these  patients.  While  these 
nonsignificant  results  parallel  the  findings  of  other  inves- 
tigators who  failed  to  observe  significant  differences  in 
oxygenation  as  a function  of  body  position  in  the  COPD 
patient,  one  explanation  for  the  lack  of  significant  findings 
in  this  within-subjects  design  could  be  attributed  to  nu- 
merous uncontrolled  variables.  These  variables  include: 
subject  characteristics  of  gender,  method  of  oxygen  ad- 
ministration, type  of  semiprone  position,  day  of  hospital- 
ization being  tested,  and  the  absence  of  including  either 
randomization  or  counterbalancing  typically  used  to  ad- 
dress carry-over  and/or  sequencing  effects.  Further  stud- 
ies will  control  some  or  all  of  these  variables. 
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Effect  of  Washing  and  Drying  on  House  Dust  Mites  in  Blankets 


JEFFREY  D.  MILLER,  M.D.  AND  ANNETTE  MILLER,  B.A. 
Departments  of  Pediatrics  and  Medicine 


Allergy  to  house  dust  mite  allergens  is  a common  cause 
of  asthma.  Modifications  of  the  home  environment  to 
decrease  mite  allergen  exposure  have  been  shown  to 
decrease  asthma  scores  and  airway  hyperreactivity.  Mite 
allergen  is  high  in  beds,  and  exposure  to  allergen  in 
pillows  and  mattresses  can  be  blocked  by  encasing  them 
in  impermeable  covers.  Hot  water  washing  of  blankets  has 
been  shown  by  us  to  remove  mite  allergen,  but  its  ability 
to  kill  mites  has  not  been  documented,  and  alternative 
treatments  of  blankets  have  not  been  evaluated. 

Studies  were  done  on  60  3"x3"  pieces  of  Vellux™ 
blankets  which  had  been  inoculated  with  D.pteronys sinus 
cultures  and  incubated  at  24°C,  75%  relative  humidity. 
Blankets  were  vigorously  vacuumed.  Each  of  the  follow- 
ing treatments  was  then  performed  on  12  pieces.  The 
number  of  surviving  mites  was  assessed  by  the  heat  escape 
method,  counting  the  number  of  mites  per  10  cm.2 

Sunshine  (lh  per  side,  cloudless  day,  22°C,  30%  rela- 
tive humidity  did  not  kill  dust  mites.  Hot  water  washing 
(55°C)  was  effective.  Cold  water  washing  was  less  so,  but 
still  removed  many  mites.  Drying  (60-105°C,  45min) 
without  washing  was  also  less  effective  than  hot  water 
washing,  but  did  kill  >98%  of  the  mites. 


We  conclude  that  the  blankets  of  mite-allergic  indi- 
viduals should  be  washed  in  hot  water. 
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Thyroglobulin  Suppressiblity  in  the  Preoperative  Diagnosis  of  Thyroid  Cancer 


KATHLEEN  MANTARO,  M.D.,  JOSEPH  L.  BELSKY,  M.D., 
AND  CAROLYN  BECKER,  M.D. 

Department  of  Medicine 


Thyroglobulin  (Tg)  is  the  major  protein  of  the  thyroid 
gland.  It  provides  a matrix  for  synthesis  and  a storage 
depot  for  thyroid  hormones.  In  normals  Tg  levels  range 
between  10  and  60ng/mL.  TSH  stimulates  and  T4  de- 
presses production  and  release.  It  has  been  shown  that 
thyroglobulin  levels  may  be  useful  markers  of  metastases 
or  recurrance  of  disease  in  patients  with  differentiated 
thyroid  cancer  who  have  undergone  thyroid  resection. 
However,  the  level  or  responsiveness  of  Tg  in  serum  has 


not  been  found  to  be  useful  in  separating  cancer  from 
noncancerous  conditions  of  the  thyroid. 

This  study  was  undertaken  to  evaluate  the  usefulness  of 
thyroglobulin  suppression  during  thyroxine  administra- 
tion that  was  sufficient  to  suppress  TSH  levels.  Under 
circumstances  of  TSH  suppression  it  was  postulated  that 
nonsuppressibility  of  Tg  might  be  diagnostic  of  thyroid 
cancer. 
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All  thyroid  surgery  records  for  the  past  nine  years  were 
surveyed.  There  was  a total  of  294:  133  adenomas,  13 
follicular  carcinomas,  44  papillary  carcinomas,  and  104 
other  thyroid  diseases.  Of  the  190  cases  suitable  for  study, 
only  20  were  treated  with  thyroxine  and  also  had  both  TSH 
and  thyroglobulin  levels  measured  before  surgery. 
Adenomas  totaled  1 1 (8.2%  of  all  adenomas);  there  were 
eight  papillary  carcinoma  (18%  of  all  papillary  carcino- 
mas); one  was  follicular  (7.6%  of  follicular  carcinomas). 

A two-by-two  x2  evaluation  was  performed.  A TSH 
level  <0.2  MIU/L  in  the  Danbury  Hospital  laboratory  was 
considered  evidence  of  thyroid  suppression  by  exogenous 
thyroxine.  Post-TSH  suppression  Tg  levels  in  thyroid 


cancer,  both  papillary  and  follicular,  were  compared  with 
levels  for  adenomas.  At  thyroglobulin  levels  ranging  from 
20-40ng/mL,  there  was  no  statistically  significant  differ- 
ence between  the  thyroid  cancer  and  adenoma  groups. 
From  the  above  data,  Tg  nonsuppressibility  by  thyroxine 
administration  cannot  be  used  as  an  indicator  of  thyroid 
cancer  preoperatively. 

Other  studies  have  shown  cancer  specific  Tg  may  differ 
from  normal  Tg  in  iodine  content  and  possibly  structural 
changes.  Use  of  specific  antibodies  to  cancer-Tg  may  be 
more  sensitive. 

Clinical  Professor  (Dr.  Belsky),  Clinical  Instructor  (Dr.  Becker), 
Yale  University  School  of  Medicine. 


Identifying  Cardiac  Involvement  in  Patients  with  Intrathoracic  Tumors: 
The  Diagnostic  Role  of  Transesophageal  Echocardiography  (TEE) 


W.  NEIL  PEARSON,  M.D.,  PETER  VASSALLO,  M.D.,  ANTHONY  D’ SOUZA,  M.D., 

AND  MARK  MARIEB,  M.D. 

Department  of  Medicine  (Cardiology)  Danbury  and  Bridgeport  Hospitals 


Patients  with  intrathoracic  tumors  may  have  cardiac 
involvement;  either  by  direct  extension,  intravascular/ 
lymphatic  extension,  or  hematogenous  spread.  Transtho- 
racic echocardiography  (TTE)  has,  until  recently,  been 
considered  the  routine,  noninvasive  diagnostic  test  of 
choice  for  assessing  cardiac  involvement  in  these  patients. 
However,  because  of  multiple  factors  (pulmonary  disease 
with  limited  acoustical  windows,  previous  thoracotomy, 
etc.),  TTE  images  in  these  patients  are  frequently  subop- 
timal.  The  purpose  of  the  study  was  to  assess  prospec- 
tively the  feasibility  of  routine  TEE  examinations  in  these 
patients  and  to  examine  the  diagnostic  yield  of  these  TEE 
findings.  Comparison  is  made  with  TTE  examinations. 

During  a 12-month  period,  21  patients  with  intratho- 
racic tumors  (age  57±  1 2 years)  (male:female  =16:5)  were 
referred  to  our  noninvasive  laboratory  for  echocardio- 
graphic  examination.  The  diagnoses  were  as  follows: 
Adenocarcinoma  (n=10),  small  cell  carcinoma  (n=5), 
undifferentiated  large  cell  carcinoma  (n=  1 ),  non-Hodgkins 
lymphoma  (n=2),  Hodgkins  (n=l),  and  metastatic  breast 
cancer  (n=2).  Routine  TTE  examination  was  performed  in 
all  21  patients  with  subsequent  TEE  examination  (mono- 
plane, n=4;  bi-plane,  n=  17)  performed  in  all  patients 
within  four  days. 


Five  (24%)  of  TTE  examinations  were  technically 
suboptimal,  while  all  TEE  examinations  yielded  high 
quality  images. 

Significant  findings  were  noted  on  TTE  in  five  patients: 
pericardial  effusion  (n=3),  superior  vena  (SVC)  cava 
tumor  (n=l),  and  anterior  mediastinal  mass  (n=l).  TEE 
confirmed  the  TTE  findings  in  all  patients.  However,  in 
seven  (33%)  of  patients,  TEE  yielded  clinically  useful 
information  which  was  not  afforded  by  TTE:  significant 
pericardial  effusion  (n  = 2),  and  tumor  in  SVC  (n=  1),  SVC 
compression  by  extrinsic  mass  (n=l),  right  atrial  (RA) 
myxoma  (n=  1 ),  R A compression  by  extrinsic  mass  (n=  1 ), 
tumor  extending  into  left  atrium  via  the  pulmonary  veins 
(n=l).  Both  TTE  and  TEE  were  unrevealing  in  nine  (43%) 
of  patients.  All  TEE  procedures  were  well  tolerated. 

Conclusions:  1 ) By  virtue  of  its  improved  visualization 
of  cardiac  and  proximal  extracardiac  structures,  TEE 
identifies  cardiac  tumor  involvement  more  frequently 
than  TTE.  2)  TEE  should  be  considered  routinely  in  all 
patients  with  thoracic  tumors  in  whom  cardiac  involve- 
ment is  a diagnostic  possibility. 


Assistant  Clinical  Professor  of  Medicine  (Dr.  Pearson),  Yale 
University  School  of  Medicine. 
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Left  Atrial  Appendage  Flow  Velocity  (LAAFV)  Measured  by 
Transesophageal  Echo  (TEE):  A Potential  Method  for  Identifying  Patients  at  Increased 

Risk  of  Thromboembolic  Events 


W NEIL  PEARSON,  M.D.,  PETER  VASSALLO,  M.D.,  ANTHONY  D’ SOUZA,  M.D., 

AND  MARK  MARIEB,  M.D. 

The  Departments  of  Medicine  (Cardiology),  Danbury  and  Bridgeport  Hospitals 


Patients  with  embolic  events  (peripheral  and  neuro- 
logic), but  no  identifiable  embolic  source,  are  frequently 
encountered  in  clinical  practice.  Transthoracic  echo  (TTE) 
and,  more  recently,  transesophageal  echo  (TEE)  have 
been  useful  for  identifying  patients  with  potential  cardiac 
sources  of  emboli  (CSE).  Nevertheless,  even  with  the 
increased  sensitivity  of  TEE,  no  embolic  source  can  be 
identified  in  up  to  40%  of  patients  studied. 

During  an  eight-month  period,  we  prospectively  evalu- 
ated patients  referred  to  our  laboratory  for  TEE  examina- 
tion to  rule  out  CSE  (n=37)  (Group  1).  All  patients  had 
normal  Holters,  carotid  Doppler,  laboratory  values,  and 
unrevealing  TTE.  In  addition,  all  patients  were  in  normal 
sinus  rhythm;  patients  in  atrial  fibrillation  were  excluded. 
During  that  same  period.  52  patients  referred  for  other 
reasons  were  also  examined  (Group  1 1).  In  each  patient, 
heart  rate,  blood  pressure,  left  atrial  (LA)  size,  transmitral 
Doppler  pattern,  pulmonary  venous  flow  patterns  (right 
and  left),  and  left  atrial  appendage  flow  velocity  (LAAFV) 
during  LA  systole  were  measured.  All  measurements 
were  performed  following  previously  described  methods. 
Pulsed  Doppler  measurement  of  LAAFV  during  LA  sys- 
tole was  obtained  at  the  junction  of  the  LA  appendage 
(LAA)  and  the  body  of  the  LA  cavity.  Characteristic 
biphasic  LAAFV  tracings  were  obtained  in  all  89  patients. 

In  Group  1 1 patients,  LAAFV  during  LA  systole  ranged 
from  36-140  cm/sec  (mean  = 84  cm/sec).  LA  spontaneous 
contrast  was  noted  in  4/52  (7.6%).  In  Group  I patients. 


LAAFV  ranged  from  10-108  cm/sec  (mean  = 56  cm/sec). 
Ten  patients  had  spontaneous  LA  contrast.  All  patients 
with  spontaneous  LA  contrast  (both  groups)  had  LAAFV 
less  than  60  cm/sec.  Within  Group  1,  a subset  of  patients 
was  identified  (n=6)  with  no  other  identifiable  CSE,  who 
showed  evidence  of  marked  LAA  hypocontractility 
(LAAFV  less  than  25  cm/sec).  LA  contrast  was  present  in 
only  two  of  these  six  patients.  In  addition,  all  patients  (3/ 
37)  with  definite  LA  thrombus  showed  LAAFV  less  than 
35  cm/sec  consistent  with  the  fact  that  LAA  hypo- 
contractility,  as  measured  by  LAAFV,  may  predispose  to 
LA  appendage  clot  formation. 

Conclusions:  I)  LAAFV,  measured  during  TEE,  is  an 
easily  obtained  marker  of  LAA  contractility.  2)  Dimin- 
ished LAAFV  may  be  present,  even  in  the  absence  of  LA 
spontaneous  contrast,  a marker  previously  associated  with 
increased  risk  of  embolic  events.  3)  Other  factors  affect- 
ing LAAFV  (heart  rate,  LA  pressure,  etc.)  remain  to  be 
completely  examined.  4)  Diminished  LAAFV  (less  than 
35  cm/sec)  may  identify  a subset  of  patients  in  normal 
sinus  rhythm,  at  increased  risk  of  LAA  thrombus  forma- 
tion and  therefore  at  increased  risk  of  cardioembolic 
events. 


Assistant  Clinical  Professor  of  Medicine  (Dr.  Pearson).  Yale 
University  School  of  Medicine. 
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Incidence  of  Urinary  Retention  in  Total  Joint  Replacement 
Patients  Using  Two  Methods  of  Pain  Control 


CATHY  A.  HUNT,  R.N.C.,  M.S.N. 
Intensive  Care  Unit 


One  of  the  most  common  problems  encountered  in 
hospital  practice  by  health  care  professionals  is  the  man- 
agement of  postoperative  pain.  This  has  led  to  the  recent 
popularity  of  the  patient-controlled  analgesia  (PCA) 
method  of  pain  management.  Although  numerous  studies 
have  established  the  efficacy,  safety,  and  patient  satisfac- 
tion associated  with  PCA,  few  studies  give  attention  to 
clinical  impact.  The  purpose  of  this  retrospective  study 
was  to  determine  if  there  was  a difference  in  the  incidence 
of  postoperative  urinary  retention  in  total  joint  replace- 
ment patients  receiving  PCA  morphine  vs  conventional 
injection  of  morphine  therapy  for  postoperative  pain  man- 
agement. A random  sample  of  163  medical  records  of  total 
joint  replacement  patients  in  a one-year  period  were 


surveyed,  using  an  investigator-developed  data  collection 
tool  to  gather  demographic  data. 

Forty-two  patients  received  morphine  eithor  conven- 
tionally (n=6,  14%)  or  via  PCA  (n=36,  86%)  and  met 
inclusion  criteria.  The  Fisher  Exact  test  was  used  to 
determine  whether  the  incidence  of  urinary  retention  was 
independent  of  the  method  of  administration. 

The  results  indicate  that  urinary  retention,  as  a side 
effect  of  PCA,  did  not  occur  more  frequently  than  with 
conventional  morphine  administration.  The  results  of  this 
study,  taking  the  limitations  into  consideration,  provide 
empirical  data  on  which  nurses  and  other  health  care 
providers  can  base  their  care. 


Colonic  Pseudoobstruction  in  Mental  Retardation: 
Introduction 


JOSEPH  FIORITO,  M.D.,  EVE  GERASIMOU,  M.D.,  VANDANA  NEHRA,  M.D., 

AND  LAWRENCE  J.  BRANT,  M.D. 

Department  of  Medicine,  Danbury  Hospital,  and  Albert  Einstein  College  of  Medicine 


Colonic  pseudoobstruction  was  first  described  by 
Oligilvie  in  1948,  when  he  reported  large  intestine  colic 
and  dilation  in  association  with  metastatic  cancer.  Since 
this  initial  report  colonic  pseudoobstruction  has  been 
defined  as  a syndrome  in  which  patients  demonstrate  signs 
and  symptoms  of  colonic  obstruction  without  evidence  of 
mechanical  obstruction.  Pseudoobstruction  may  be  acute 
and  self-limited  or  chronic  in  nature.  Colonic  pseudo- 
obstruction has  been  associated  with  myriad  of  surgical 
and  medical  conditions,  including  electrolyte  disorders, 
cardiac  and  neurologic  disease,  endocrinologic  disorders, 
systemic  infection,  and  postoperative  states. 


Early  reports  suggested  that  chronic  idiopathic  colonic 
pseudoobstruction,  or  megacolon  was  associated  with 
psychiatric  illness,  particularly  schizophrenia  and  psy- 
chosis. Several  additional  reports  of  megacolon  or 
megasigmoid  in  psychotic  patients  were  published  be- 
tween 1962  and  1965,  however,  only  sparse  mention  of 
this  topic  has  appeared  in  the  literature  since  1965.  In 
addition,  the  association  between  colonic  pseudo- 
obstruction and  mental  retardation  has  not  been  clearly 
defined.  We  report  on  five  patients  with  chronic  colonic 
pseudoobstruction  and  mental  retardation,  and  review  the 
literature. 
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Based  on  our  experience  and  review  of  the  literature, 
there  appears  to  be  an  association  between  colonic 
pseudoobstruction  and  mental  retardation.  Multiple  eti- 
ologies are  responsible  for  the  development  of  pseudo- 
obstruction with  mental  retardation,  and  the  mechanisms 
include  medication-induced  bowel  injury,  overuse  of  laxa- 
tives, primary  neurologic  bowel  dysfunction,  and  bowel 


neglect.  Careful  and  continuous  attention  to  bowel  func- 
tion in  patients  with  mental  retardation  is  an  essential 
feature  of  the  medical  regimen. 


Assistant  Clinical  Professor  of  Medicine,  Albert  Einstein  College  of 
Medicine  (Dr.  Fiorito);  Professor  of  Medicine  Albert  Einstein  College 
of  Medicine  (Dr.  Brandt). 


Unrecognized  Apical  Myocardial  Infarction:  Electrocardiographic  Correlates  of 
Echocardiographically  Documented  Apical  Myocardial  Infarctions 


JAMES  A.  HEARN,  M.D.,  FACC,  AND  W.  NEIL  PEARSON,  M.D. 

The  University  of  Alabama  School  of  Medicine  and  Yale  University  School  of  Medicine 


Apical  myocardial  infarctions  (ApMI);  ie,  myocardial 
infarctions  localized  to  the  left  ventricular  (LV)  apex  are 
a common  clinical  entity.  Despite  this  fact,  electrocardio- 
graphic (ECG)  identification  of  ApMI  is,  at  best,  impre- 
cise. Echocardiography  (ECHO),  on  the  other  hand,  readily 
identifies  apical  systolic  wall  motion  abnormalities  asso- 
ciated with  ApMI.  Retrospective  analysis  of  patients  with 
ECHO  documented  ApMI  was  performed  to  assess  the 
ECG  findings  in  these  patients. 

We  identified  39  patients  with  ApMI  by  ECHO.  All 
patients  had  a history  of  ischemic  heart  disease  (chronic  or 
acute).  Patients  were  divided  into  three  ECHO  categories: 
Group  I with  ApMI  localized  to  the  distal  third  of  the  LV ; 
Group  II  with  ApMI  extension  to  contiguous  segments  of 
the  mid-LV;  and  Group  III  with  ApMI  and  distant, 
noncontiguous  wall  motion  abnormalities. 

Conclusions:  1)  Localized  ApMI  may  not  be  identified 
by  routine  ECG;  2)  Precordial  Q waves  are  the  most 
frequent  manifestation  of  ApMI,  while  inferior  Q waves 
are  the  least  common  finding;  3)  Unrecognized  ApMI 
may  harbor  apical  thrombus  and,  being  unidentified,  these 
patients  may  remain  free  of  anticoagulant  therapy,  leading 
to  increased  embolic  risk. 


Group 

I 

II 

III 

Age  (years) 

56±9 

62±12 

60±7 

Female:Male  (#patients) 

5:9 

5:10 

4:6 

MI  acute: chronic  (#patients) 

7:4 

5:9 

4:6 

LV  Systolic  function  (>45%) 

7 

3 

1 

LV  Systolic  function  (>45%) 

7 

12 

9 

LV  Apical  thrombus  (#patients) 

5 

7 

3 

# Thrombus  patients  on  coumadin 

2/5 

5/7 

3/3 

ECG  findings  : Normal 

5 

3 

0 

ECG  findings  : T waves* 

4 

2 

4 

ECG  findings  : Q waves** 

5:0 

10:1 

6:1 

Precordial  : Inferior 

Embolic  Events  (#patients) 

2 

3 

1 

*T  wave  inversion  >3mm  in  any  two  leads 
**Q>30mSec  in  more  than  one  contiguous  lead 
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Statistical  Comparison  of  Symptoms  Before  and  Following  Parathyroid  Surgery 


JOSEPH  L.  BELSKY,  M.D.,  BONNIE  CURRAN,  R.N.,  SHIV  GUPTA,  M.D., 

AND  PHILIP  KOTCH,  M.D. 

Departments  of  Medicine,  Surgery,  and  Nuclear  Medicine 


While  the  average  duration  of  symptoms  of  hyper- 
parathyroidism has  been  estimated  to  be  five  to  seven 
years,  almost  all  patients  are  diagnosed  after  discovery  of 
an  elevated  calcium  level.  It  is  now  generally  appreciated 
that  renal  stones,  painful  cystic  bone  lesions,  and  peptic 
ulcers  are  very  late  manifestations.  Early  symptoms  of 
hypercalcemia  and  elevated  PTH  levels  are  nonspecific 
and  often  attributed  to  other  causes,  including  psychologic. 

We  studied  55  patients  before  surgery  using  a quantita- 
tive questionnaire  involving  1 1 items  based  on  our  patient’ s 
major  complaints.  Twenty-three  of  these  answered  the 
same  questionnaire  three  months  or  more  postoperatively 
when  PTH  and  calcium  values  were  normal  (90%  had  a 
single  adenoma). 


Preoperatively  (all  subjects)  symptoms  in  order  of  de- 
creasing frequency  were:  fatigue,  depression,  feeling 
poorly,  myalgia,  failing  memory,  heartburn,  poor  concen- 
tration, weakness,  head  or  neck  pain,  pins  and  needles, 
nausea.  After  surgery  changes  in  23  subjects  compared 
with  55  preoperative  symptoms  are  shown  below: 

These  observations  suggest  physicians  should  include 
calcium  testing  in  evaluating  symptoms  such  as  nausea, 
fatigue,  depression,  myalgias,  poor  concentration,  or  other 
complaints  for  which  a specific  cause  cannot  be  found. 
This  may  afford  earlier  diagnosis  of  hyperparathyroidism. 

Clinical  Professor  of  Medicine  (Dr.  Belsky ),  Y ale  University  School 
of  Medicine,  and  Associate  Clinical  Professor  of  Nuclear  Medicine  (Dr. 
Gupta),  University  of  Connecticut  School  of  Medicine. 


Diff. 


Symptoms 

Changes  after 
surgery 

P value* 

of 

means 

95%  Cl 
of  diff. 

Nausea 

-57% 

0.06** 

1.07 

-2. 2-6. 4 

Depression 

-46% 

0.005 

1.9 

-3.1-0.68 

Myalgias 

-36% 

0.04 

-1.3 

-2.6-1. 2 

Can’t  concentrate 

-28% 

0.07 

-0.9 

-1.9-0.14 

Pain  in  head  / neck 

-25% 

0.16 

0.6 

-1.7-0.44 

Fatigue 

-24.8% 

0.06 

1.3 

-2.7-0. 1 

Feeling  poorly 

-24% 

0.10 

0.99 

-2. 3-0. 3 

Heartburn 

-19% 

0.20 

-0.6 

-1. 8-0.6 

Failing  memory 

- 8% 

0.30 

-0.3 

-1.3-0.68 

Pins  & needles 

- 4% 

0.19 

-0.5 

-1.6-0. 5 

Weakness 

no  change 

0.4 

0.01 

-1.9-1. 2 

^unpaired  t-test,  one- 

tail;  **two-tailed  test 
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Cytohistologic  Correlation  of  Class  2F  Papanicolaou  Smears 
at  Danbury  Hospital  During  1992 


MARYANN  ROLLINS,  C.T.  , ROBERTO  RUECA,  M.D.,  HANI  EL-FANEK,  M.D., 

AND  FRANK  BRAZA,  M.D. 

Department  of  Pathology  and  Laboratory  Medicine,  Division  of  Anatomical  Pathology 


The  Pathology  Department  of  Danbury  Hospital  has 
created  a unique  category  within  the  class  2 pap  smear 
diagnosis  (atypical  but  benign).  Class  2F  refers  to  highly 
atypical  cellular  changes  in  which  dysplasia  cannot  be 
completely  ruled  out  or  a repeat  smear  is  requested  due  to 
obscuring  features  (see  below).  Class  2F  corresponds 
loosely  to  the  Bethesda  nomenclature  of  atypical  squa- 
mous cells  of  undetermined  significance. 

This  study  evaluates  the  clinical  outcome  of  all  1992 
class  2F  pap  smear  reports  by  investigating  the  follow  up 
of  these  patients,  correlating  pap  smear  results  with  tissue 
diagnosis.  There  were  24,024  gynecologic  cases  during 


1992,  of  which  291  patients  had  class  2F  diagnosis. 

We  found  a majority  of  patients  with  class  2F  pap 
smears  had  condylomatous  cervicitis  associated  with  hu- 
man papilloma  virus  effect  and/or  intraepithelial  neoplasia 
(CIN  I-III).  A minority  of  patients  with  class  2F  pap 
smears  had  histological  findings  that  did  not  show  signifi- 
cant pathology.  In  these  smears,  obscuring  features  were 
present  that  may  explain  the  class  2F  diagnosis  including 
inflammatory  processes,  smears  taken  during  menses, 
drying  artifact,  and  atrophy. 

We  conclude  that  clinical  follow-up  of  all  class  2F  pap 
smears  is  essential  to  rule  out  an  intraepithlial  neoplasia. 


Clinicopathoiogic  Study  Prostatic  Carcinomas  treated  by  Radical  Prostatectomy: 

The  Danbury  Hospital  Experience,  1992 


ROBERTO  RUECA,  M.D.,  STEVEN  SIEBER,  M.D.,  AND  EDWARD  BECK,  M.D. 
Departments  of  Pathology  and  Surgery  (Urology  Division) 


Prostatic  carcinomas  in  patients  treated  by  radical 
prostatectomy  in  1992  at  Danbury  Hospital  were  retro- 
spectively studied  in  order  to  assess  the  accuracy  of 
preoperative  clinical  staging,  and  to  correlate  laterality 
and  histologic  (Gleason)  grade  of  tumor  with  results  of 
preoperative  prostatic  needle  biopsies. 

Twenty-six  radical  prostatectomies  were  performed  in 
patients  ranging  in  age  from  58  to  75  years  (median  64 
years,  mean  65  years).  In  12  (46%)  patients,  pathologic 
stage  was  the  same  as  preoperative  clinical  stage.  In  the 
other  14  (54%)  cases,  there  was  pathologic  upstaging  of 
disease.  No  correlation  of  pathologic  stage  to  preoperative 
prostatic  specific  antigen  level  was  identified. 


Twenty-four  (92%)  adenocarcinomas  were  moderately 
differentiated  (Gleason  score  5-7)  in  prostatectomy  speci- 
mens, while  two  (7.7%)  were  poorly  differentiated 
(Gleason  score  8-10),  and  none  were  well  differentiated 
(Gleason  score  2-4).  Gleason  grading  of  preoperative 
needle  biopsies  was  accurate  in  the  majority  of  cases 
(84%),  while  there  was  slight  undergrading  in  three  cases 
(12%),  and  slight  overgrading  in  case  (4%) . In  one  patient, 
preoperative  needle  biopsies  were  not  available  for  re- 
view. 

Microscopic  sampling  of  resected  prostates  revealed 
unilateral  tumor  in  six  cases  (23%),  and  bilateral  tumor  in 
20  cases  (77%).  Bilateral  tumors  were  accurately  detected 


VOLUME  58,  NO.  3 


159 


in  only  nine  cases  (36%)  by  needle  biopsies  (range  one  to 
four  biopsies  per  side).  Laterality  of  positive  needle  biop- 
sies was  confirmed  in  the  resected  gland  in  all  cases. 

In  conclusion,  pathologic  review  of  radical  pro- 
statectomies revealed  a preponderance  of  prostatic 


adenocarcinomas  of  moderate  histologic  grade.  In  ap- 
proximately half  of  the  cases,  there  was  microscopic 
extension  beyond  the  gland,  resulting  in  pathologic  up- 
staging of  disease.  Preoperative  needle  biopsies  accu- 
rately detected  bilateral  tumor  in  the  minority  of  cases,  but 
frequently  predicted  overall  histologic  grade. 


Value  of  Ventilation  Scanning  in  the  Diagnosis  of  Acute  Pulmonary  Embolism 


LUIS  F.  ANEZ,  M.D.,  WILLIAM  D.  JOHNS,  M.D.,  SHIV  M.  GUPTA,  M.D. 
Department  of  Pathology  and  Laboratory  Medicine,  Division  of  Nuclear  Medicine 


Radionuclide  ventilation  and  perfusion  scanning  is 
universally  employed  in  the  diagnosis  of  pulmonary  em- 
bolism (PE).  The  routine  use  of  the  ventilation  compo- 
nent, however,  continues  to  be  debated.  To  evaluate  the 
contribution  of  the  ventilation  scan  for  the  diagnosis  of 
PE,  a retrospective  study  of  35  patients  was  performed. 
The  patient  population  consisted  of  26  females  and  nine 
males  (average  age  62).  All  patients  presented  With  symp- 
toms and  signs  suggestive  of  PE. 

Ventilation  scans  were  performed  with  radioxenon  gas 
(Xel33)  followed  by  perfusion  imaging  using  macroag- 
gregated  albumin  (Tc  99m-M  A A).  In  the  normal,  low,  and 
high  category  lung  scans  the  ventilation  component  was  of 
value.  There  was  a matching  pattern  of  ventilation  and 
perfusion  in  the  normal  and  low  groups.  Mismatching  was 
seen  in  the  high  probability  cases.  In  the  moderate  cat- 
egory the  ventilation  component  was  also  useful  to  com- 


pare with  radiographic  abnormalities  such  as  effusions 
and  infiltrates. 

The  scans  were  divided  into  four  categories  normal, 
five  cases  (14%);  low  probability,  1 1 cases  (31%);  mod- 
erate probability,  12  cases  (34%);  and  high  probability, 
seven  cases  (20%).  In  two  patients  there  were  no  chest  film 
abnormalities  to  explain  regional  ventilatory  changes  as- 
sociated with  perfusion  defects  (low  and  moderate  catego- 
ries). Repeat  scans  after  aerosol  bronchodilator  therapy 
decreased  these  abnormalities  indicating  bronchospastic 
etiology.  In  summary,  the  ventilation  component  of  a lung 
scan  is  extremely  useful  and  should  be  routinely  employed 
in  the  evaluation  of  patients  with  suspected  pulmonary 
embolism. 

Associate  Clinical  Professor,  Nuclear  Medicine,  University  of 
Connecticut  School  of  Medicine  (Dr.  Gupta),  Assistant  Clinical 
Professor,  Nuclear  Medicine  University  of  Connecticut  School  of 
Medicine  (Dr.  Johns) 
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Medical  Mismanagement  in  Public  Methadone  Programs 


HENRY  N.  BLANSFIELD,  M.D. 


SCIENTIFIC  investigation  indicates  that  compulsive 
drug  use  is  probably  due  to  the  alteration  of  nerve  cells 
upon  which  psychoactive  agents  act  that  are  addicting.1-23 
This  change  at  the  cellular  level  explains  the  baffling 
tendency  for  compulsive  drug  users  to  relapse  despite 
long-  or  short-term  treatment,  particularly  if  they  use 
opiates,  ie.  heroin  or  codeine  analogs.  It  also  explains  the 
development  of  tolerance  so  that  over  time  more  and  more 
of  the  drug  must  be  used  to  get  the  same  effect.  The 
withholding  of  drug  also  produces  the  agony  of  with- 
drawal symptoms.  Opiate  addicts  who  are  abstinent  are 
frequently  victims  of  the  postaddiction  syndrome — de- 
pression, anxiety,  and  craving.  This  often  leads  to  relapse 
in  order  to  self-medicate  this  distressing  condition.4 

Methadone  is  a long  acting,  orally  administered  syn- 
thetic opiate.  Opiate  addicts  who  are  given  methadone  to 
their  levels  of  tolerance  are  able  to  walk,  talk,  live  com- 
fortably, work,  drive,  take  care  of  their  families,  vote,  go 
to  church  to  praise  God,  pay  taxes,  and  run  for  public 
office,  just  like  any  sober  member  of  society.  They  no 
longer  need  to  seek  drugs,  steal,  risk  prison,  or  risk  HIV 
infection  through  shared  injection  paraphernalia.  Their 
lives  are  “normalized.”5  This  is  rational,  effective  treat- 
ment for  opiate  dependency.  The  outcome  is  often  life 
saving. 


HENRY  N.  BLANSFIELD.  M.D.  is  a member  of  the  Chemical 
Dependency  Section  of  Danbury  Hospital,  Danbury,  the  American 
Society  of  Addiction  Medicine,  the  National  Alliance  of  Methadone 
Advocates,  the  Committees  on  Physician  Health  of  the  Fairfield  County 
and  Connecticut  State  Medical  Societies  (CSMS).  and  the  Committee 
on  Drug  and  Alcohol  Education  of  the  CSMS. 


Addicts,  particularly  those  dependent  on  illicit  drugs, 
constitute  a distinct  minority  in  our  society  and  one  that  is 
treated  with  neglect,  indifference,  bias,  and  discrimina- 
tion. The  public  programs  of  methadone  distribution  insti- 
tuted to  deal  with  heroin  addicts  may  paradoxically  be  the 
source  of  serious  harmful  effects,  some  even  potentially 
lethal,  for  participants  who  are  punished  by  expulsion  for 
failure  to  abide  by  the  rules  governing  enrollees.  The 
adverse  effects  of  curtailing  medication  essential  to  the 
physical  and  psychic  welfare  of  fellow  citizens  amounts  to 
persecution  and  possibly  extermination  of  the  chemically 
dependent.  The  following  case  histories  concern  two  such 
occurrences  in  the  methadone  program  in  my  community. 

Report  of  Cases 

Case  1 . — A 46-year-old  African-American  male,  who 
consulted  me  in  June  1993,  had  been  a methadone  pro- 
gram participant  for  three  years.  Prior  to  methadone  treat- 
ment the  patient  had  been  an  injection  drug  user  of  heroin 
for  many  years.  On  methadone,  he  was  a consistent  wage 
earner  and  was  able  to  provide  $90  a week  to  the  State  of 
Connecticut  for  child  support.  He  told  me  that  he  suffered 
a heart  attack  in  March  1993  and  was  hospitalized  for  a 
week.  At  present  he  is  on  antihypertensive  medication  and 
nitroglycerin  dermal  patches  to  control  angina. 

Several  weeks  prior  to  his  consultation  with  me.  while 
in  line  for  medication  at  the  clinic,  he  got  into  an  argument 
with  another  patient  about  who  was  first  in  line.  This 
escalated  into  a loud  exchange.  The  adversary  was  a white 
male.  The  counselor  approached  my  patient  first  demand- 
ing that  the  argument  stop  or  else  the  security  people 
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would  be  called.  One  thing  led  to  another.  The  counselor, 
a white  woman,  alleges  that  my  patient  rudely  cursed  her. 
He  was  then  notified  that  he  would  be  ejected  from  the 
program  after  a period  of  detoxification  for  “threatening.” 
A hearing  was  convened  in  which  he  was  not  represented 
or  able  to  offer  any  comments  in  defense  of  these  charges. 
The  hearing  was  evidently  held  only  to  ascertain  whether 
or  not  proper  procedures  for  his  disciplinary  discharge  had 
been  followed.  His  methadone  dose,  originally  at  75  mg 
per  day,  has  been  cut  to  15  mg  per  day  as  of  October. 

This  man  has  documented  heart  disease.  Detoxification 
and  withdrawal  are  an  additional  strain  on  his  cardiovas- 
cular system.  He  recently  underwent  a stress  test  which 
was  positive.  His  coronary  artery  disease,  as  well  as  the 
emotional  consequences  of  lack  of  access  to  a medically 
indicated  drug,  so  important  to  his  ability  to  function 
normally,  could  reasonably  induce  further  cardiac  prob- 
lems and  lead  to  his  premature  death. 

Although  this  patient  was  told  by  clinic  staff  that  he 
could  enroll  in  methadone  programs  in  adjacent  cities, 
these  were  closed  to  him  because  he  was  not  from  the 
“catchment”  area.  This  was  an  impractical  and  foolish 
suggestion  in  the  first  place  in  view  of  the  fact  that  his 
current  workplace  is  barely  200  yards  from  the  clinic. 

As  his  physician,  I have  tried  every  imaginable  avenue 
to  reverse  the  decision  to  expel  him  from  a treatment 
program  that  I strongly  feel  is  medically  necessary  for  his 
continued  functioning  in  comfort  and  health.  Despite  his 
willingness  to  make  apologies  for  his  episode  of  anger  and 
his  inappropriate  behavior,  the  program  management  is 
determined  to  continue  detoxification  and  termination.  He 
is  presently  suffering  the  discomfort  of  withdrawal  coupled 
with  pain  in  a phlebitic  and  ulcerated  leg.  When  I talked  to 
him  last,  he  stated  that  he  was  afraid  that  he  would  relapse 
to  street  drug  use  in  order  to  self-medicate  and  thereby 
obtain  some  relief.  If  he  does  so,  his  social  situation  and 
health  status,  already  jeopardized,  will  undoubtedly  dete- 
riorate further. 

I reviewed  the  rules  of  the  local  program.  The  reasons 
for  termination  are  spelled  out  and  include  concomitant 
drug  use  and  incidents  of  violent  behavior.  The  only 
hearing  a patient  receives  after  notice  of  termination  is  to 
determine  whether  proper  termination  procedures  have 
been  followed.  No  mitigating  circumstances  or  represen- 
tation or  testimony  in  refutation  of  the  charges  is  allowed. 
The  patient  handbook  briefly  mentions  that  a patient  has 
a right  to  initiate  a complaint  to  program  personnel  and 
participate  in  the  program  grievance  procedure.  But  there 
is  no  description  of  the  procedure  to  follow  to  accomplish 
this.  What  is  more,  once  notification  of  termination  has 
been  made,  no  grievance,  hearing,  or  appeal  process  is 
permitted. 


I then  sought  out  the  DEA  in  Connecticut.  Their  only 
concern  with  methadone  programs  is  the  security  and 
safety  of  the  drug.  They  told  me  that  the  FDA  was 
responsible  for  the  clinical  aspects  of  the  programs.  I 
contacted  the  FDA  monitor  of  methadone  programs  in  the 
New  England  area.  He  stated  that  it  was  their  policy  not  to 
interfere  with  the  management  of  programs  at  a local 
level.  When  I complained  that  medication  dosage  was 
being  used  as  a method  of  social  control  and  stopping  it  as 
a punishment,  the  FDA  official  remarked  that  such  meth- 
ods are  condoned  and  that  the  clinics  would  be  chaotic 
without  them.  Admittedly,  repetitive  unacceptable  behav- 
ior that  is  profoundly  disruptive  must  be  dealt  with  harshly 
for  the  good  of  all.  Common  sense  dictates  that  this  is  the 
reason  for  such  rules  in  the  first  place.  However,  they 
cannot  be  drawn  so  fine  that  any  variation  from  them 
becomes  punishable  by  withholding  essential  medication. 
There  are  no  well-defined  standards  concerning  the  spe- 
cific rules  of  patient  participation  in  these  programs  at  the 
local  level.  Thus  they  may  vary  considerably  from  pro- 
gram to  program.  The  absence  of  specific  grievance  pro- 
cedures and  an  external  supervisory  review  panel  in  a 
publicly  funded  entity  in  this  day  and  age  is  looking  for 
trouble,  especially  if  the  actions  taken  against  participants 
are  detrimental  to  them. 

In  addition  to  the  adverse  medical  effects  of  termination 
of  treatment  on  this  individual,  the  social  consequences  of 
expulsion  from  the  program  for  him  are  far  reaching  also. 
For  three  years  this  man  has  had  success  on  methadone 
treatment  in  turning  his  life  around,  working  reliably, 
staying  out  of  the  criminal  justice  system,  and  supporting 
his  children  financially.  Must  society  pick  up  the  tab  for 
his  children  and  pay  $30,000  dollars  or  more  annually  to 
keep  him  in  prison  if  he  relapses  to  street  drug  use?  The 
excuse  that  cloaks  this  barbarism  in  a facade  of  righteous- 
ness is  that  these  people,  these  addicts,  are  labeled  “recidi- 
vists,” “con  artists,”  “manipulative,”  “recalcitrant,”  and 
“noncompliant.”  This  makes  it  easy  to  turn  away  from 
them  and  disregard  their  wants  and  needs.  They  are 
expendable.  This  expendability , this  neglect  of  basic  health 
needs  based  on  attempts  at  social  control,  equates  to 
passive  extermination  of  a despised  minority  in  our  soci- 
ety. 

Case  2. — The  second  patient  who  consulted  me  was 
recently  informed  that  he  must  undergo  a 21 -day  detoxi- 
fication and  termination  from  the  program.  He  is  a 37- 
year-old  white  male  who  is  unemployed.  He  is  not  receiv- 
ing welfare  and  has  no  medical  insurance.  He  has  been 
jailed  on  three  occasions  in  the  past  on  drug  charges.  He 
used  a form  of  designer  drug  of  the  opiate  class  called  “P 
dope”  which  he  snorted  rather  than  injected.  It  is  probably 
a fentanyl  analog. 
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Because  of  severe  anxiety  and  agoraphobia  he  had  been 
given  Buspar,  an  anxiolytic,  and  desipramine,  a tricyclic 
antidepressant,  while  in  the  methadone  program.  These 
drugs  were  acquired  by  prescriptions  provided  by  pro- 
gram personnel  but  not  through  formal  consultation  with 
a psychiatrist.  Because  these  medications  were  not  allay- 
ing his  anxiety,  he  acquired  and  used  benzodiazepines 
from  nonmedical  sources  which  were  then  discovered  in 
his  urine  assay.  Also  THC  was  found  to  be  present  on 
random  urine  screening.  His  ejection  from  the  program 
was  based,  therefore,  on  concomitant  drug  use  of  mari- 
juana coupled  with  evidence  that  he  had  used  benzodiaz- 
epines obtained  from  sources  outside  the  clinic.  Buspar 
and  tricyclics,  despite  their  psychoactivity,  appear  to  be 
acceptable,  apparently  because  there  is  a lessened  likeli- 
hood of  developing  dependency. 

The  depth  and  seriousness  of  his  psychiatric  illness 
were  not  taken  into  consideration  in  deciding  to  terminate 
his  program  participation.  No  allowances  were  made  for 
the  use  of  benzodiazepines  to  allay  his  anxiety,  which 
persisted  despite  the  use  of  “acceptable”  medications.  He 
refused  to  produce  a urine  sample  in  the  presence  of  his 
female  counselor,  admitted  that  he  had  used  drugs,  and 
that  the  sample  would  be  “dirty.”  He  was  immediately 
ejected  from  the  clinic  without  programmed  detoxifica- 
tion and  without  referral  for  any  treatment,  psychiatric,  or 
medical.  When  I last  talked  to  him,  he  stated  that  he  would 
most  likely  speedily  relapse  and  return  to  the  use  of  street 
drugs  to  self-medicate.  His  gross  psychiatric  dysfunction 
remains  untreated.  He  will  most  likely  run  afoul  of  the  law, 
be  imprisoned,  and  once  again  become  a costly  ward  of  the 
state.  As  a physician  I condemn  and  abhor  the  cruel 
handling  of  this  man’s  illness. 

Commentary 

The  ill  treatment  of  these  two  individuals  is  an  example 
of  nonmedical  bureaucrats  making  decisions  regarding 
patients  with  potentially  grave  medical  consequences. 
Decisions  regarding  medications  should  be  made  on  the 
basis  of  what  is  medically  appropriate  for  the  well  being  of 
the  patient  in  treatment.  The  curtailing  and  withholding  of 
medication  should  not  be  used  to  enforce  rules  of  partici- 
pation in  these  programs.  The  cases  presented  here  are 
examples  of  attempts  to  control  personal  behavior  by 
dismissal  from  program  participation.  This  is  using  dos- 
age of  medication  as  a tool  of  social  enforcement.  Such  an 
approach  debases,  stigmatizes,  and  discriminates  against 
patients  suffering  from  the  disease  of  chemical  depen- 
dency.6 

Methadone  is  a medicine  for  the  treatment  of  opiate 
addiction.  It  is  not  a medication  designed  to  control  or  alter 
the  personal  behavior  of  those  to  whom  it  is  administered 
in  order  that  they  become  docile  and  ovine,  silent  and 


uncomplaining.  But  this  is  what  happens.  Patients  on 
methadone  are  afraid  to  “rock  the  boat.”  They  accept  their 
role  as  unworthy  outcasts,  silently  acquiescing  to  “rules” 
that  demean,  debase,  dehumanize,  and  injure  them. 

In  1992  the  Connecticut  Department  of  Health  Services 
carried  out  a study  of  outcomes  in  methadone  programs  in 
which  HIV  counseling  and  testing  were  offered.  The 
various  reasons  for  discontinuation  of  treatment  were  not 
delineated.  The  study  lumped  discharge  for  disciplinary 
reasons  with  voluntary  termination  following  completed 
treatment.  The  philosophy  of  the  programs  was  basically 
retention  in  treatment  without  a constraining  time  limit. 
Patients  were  more  likely  to  be  discharged  than  to  have 
completed  treatment  voluntarily.  The  majority  of  patients 
had  failure  to  pay  fees  cited  as  a single  cause  for  discharge. 
It  was  concluded  that  payment  failure  might  well  reflect  a 
combination  of  patient  behavior  and  program  or  funding 
source  circumstances.  However,  the  overall  conclusion  of 
this  study  was  that  the  risks  to  drug  users  out  of  treatment 
were  so  high,  and  the  social  costs  of  drug  use  and  HIV 
infection  so  overwhelming,  that  the  organizational  struc- 
ture of  methadone  maintenance  in  the  United  States  should 
not  deny  treatment  to  otherwise  compliant  patients  simply 
for  failure  to  pay  fees.7 

The  Need  for  Liberalization  of 
Methadone  Distribution 

In  this  day  and  age,  beset  as  we  are  by  the  spread  of  the 
AIDS  epidemic  to  our  heterosexual  population  and  to  our 
young  people  through  injection  drug  users  and  their  sexual 
consorts,  methadone  distribution  must  be  considered  a 
measure  of  disease  control  and  strongly  supported  and 
liberalized  from  this  aspect.  HIV-positive  enrollees  must 
be  maintained  in  these  programs  at  all  costs.  Even  if  they 
break  some  “rules”  it  is  far  better  to  maintain  a valuable 
linkage  with  HIV-infected  individuals  for  monitoring 
purposes  than  to  lose  contact  with  them  following  disci- 
plinary expulsion.  The  majority  of  prostitutes  in  our  urban 
centers  are  drug  users.  If  the  HIV  rate  of  infection  among 
injectors  is  about  the  same  as  it  is  in  New  Haven,  then 
about  60%  carry  the  virus.  An  all-out  effort  must  be  made 
to  make  methadone  treatment  attractive  to  the  drug  injec- 
tor simply  as  a rational  public  health  measure.8 

It  is  equally  important  that  opiate  addicts  on  methadone, 
who  are  able  to  achieve  some  or  level  of  self  support  and 
self  reliance,  be  kept  in  the  program  despite  concomitant 
drug  or  alcohol  use  which  is  not  disabling  or  disruptive  to 
the  functioning  of  the  program.9  The  same  holds  true  for 
those  with  psychiatric  disorders  that  do  not  require  insti- 
tutionalization. It  is  far  better  to  maintain  them  on  medi- 
cation than  to  detoxify  them  and  dismiss  them  to  a fate 
marked  by  relapse,  a return  to  criminality,  and  imprison- 
ment at  immense  personal  and  social  cost. 
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The  adverse  propaganda  and  myths  of  methadone  side 
effects  spread  by  the  illicit  drug  purveyors  to  their  custom- 
ers must  be  countered.  Methadone  programs  must  be 
sensitive  to  the  needs,  both  physical  and  psychological,  of 
those  enrolled  in  them.  They  should  become  programs  of 
attraction  rather  than  coercion.  They  must  preserve  the 
dignity  and  be  concerned  with  the  welfare  of  the  indi- 
vidual patient  served.  Someone  in  higher  authority  over 
local  methadone  distribution  programs  must  be  in  a posi- 
tion to  have  input  into  the  disposition  of  cases  involving 
individual  clients  with  legitimate  grievances.  Because  of 
the  serious  health  and  social  consequences  of  termination 
of  treatment,  there  must  be  an  external  review  process  in 
place  to  assess  carefully  the  legitimacy  of  such  drastic 
action  and  to  seek  alternatives  other  than  curtailing  essen- 
tial medication.  Mitigating  circumstances  and  the  greater 
good  for  society  as  a whole  must  be  taken  into  consider- 
ation when  making  these  decisions  to  expel  program 
participants.  Taking  away  a medication  essential  to  a 
person’s  health  and  welfare  is  inexcusable  as  a disciplin- 
ary measure.  Insulin  is  not  withheld  from  an  annoying, 
foul  mouthed  exconvict,  who  is  diabetic,  simply  because 
that  person  is  unlovable. 

A rational  approach  to  methadone  distribution  should 
follow  models  already  in  place  in  countries  in  Western 
Europe  where  physicians  are  allowed  to  prescribe  the  drug 
for  heroin  addicts  in  the  privacy  of  their  medical  offices 
with  the  permission  and  oversight  of  the  drug  control 
bureaucracy.10  Abuse  and  diversion  are  monitored.  In  our 
country  the  American  Society  of  Addiction  Medicine 
could  provide  a coterie  of  physicians,  educated  in  the  field 


of  chemical  dependency,  to  provide  this  service.  The 
treatment  of  heroin  addiction  would  then  truly  become  the 
medical  problem  it  has  been  all  along.  Compassionate 
care,  with  attention  paid  to  general  health  needs  in  a 
private  medical  office  setting  that  protects  the  anonymity 
of  the  addict,  would  put  a huge  dent  in  the  black  market 
heroin  trade.  An  additional  benefit  of  ego  reinforcement 
and  a rise  in  self  esteem  are  possible  as  a result  of 
personalized,  confidential  treatment.  Oral  methadone  dos- 
ing also  sharply  reduces  the  risk  of  acquiring  HIV  and 
hepatitis  B infection  through  the  sharing  of  injection 
paraphernalia. 
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Predictors  of  Outcome  in  Methadone  Programs 
Effect  of  HIV  Counseling  and  Testing 


THOMAS  A.  FARLEY,  M.D.,  MATTHEW  L.  CARTTER,  M.D., 
JAMES  T.  WASSELL,  M.D.,  AND  JAMES  L.  HADLER,  M.D. 


Objective:  To  identify  predictors  of  treatment 
outcomes  in  methadone  maintenance  programs  and 
to  determine  whether  HIV  counseling  and  testing 
influenced  these  outcomes. 

Design:  Retrospective  record  review. 

Setting:  Four  methadone  maintenance  programs  in 
four  cities  in  Connecticut,  USA. 

Participants:  Five  hundred  and  ninety-four  clients, 
who  began  treatment  over  an  18-month  period  and 
for  whom  records  were  available,  took  part. 
Interventions:  HIV  counseling  and  testing. 

Main  outcome  measures:  Risk  of  treatment  discon- 
tinuation and  persistent  in-treatment  illicit  drug 
use. 

Results:  The  most  important  predictor  of  treatment 
discontinuation  and  of  persistent  in-treatment  illicit 
drug  use  was  self-reported  pretreatment  cocaine 
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use.  After  controlling  for  this  and  demographic  risk 
factors,  clients  who  received  initial  HIV  counseling, 
when  compared  with  clients  who  did  not,  had  a 
similar  12-month  discontinuation  risk  (54%  vs  59% ; 
P = 0.08)  but  were  less  likely  to  show  persistent  illicit 
drug  use  (46%  vs  53%;  P = 0.01).  Among  counseled 
entrants  who  were  tested  for  HIV  antibodies,  those 
receiving  positive  results  had  a 12-month  discon- 
tinuation risk  similar  to  those  receiving  negative 
results  (50%  vs  52%),  but  more  often  showed 
persistent  illicit  drug  use  (57%  vs  44%),  although 
this  difference  may  have  been  due  to  chance  (P  = 
0.28).  The  majority  of  clients  who  discontinued 
treatment  did  so  because  they  were  discharged  for 
noncompliance  with  clinic  rules,  usually  for  failing 
to  pay  fees. 

Conclusions:  HIV  counseling  and  testing  do  not 
have  a substantial  adverse  effect  on  methadone 
treatment  outcomes.  In  the  clinics  under  study, 
failure  to  pay  clinic  fees  was  an  important  factor 
contributing  to  discontinuation  of  treatment. 
Keywords:  Methadone,  HIV,  AIDS,  narcotic 
dependence. 

Introduction 

METHADONE  has  been  shown  to  be  effective  in  the 
treatment  of  opiate  addiction. ' Drug  users  undergo- 
ing methadone  treatment  are  far  less  likely  to  inject  illicit 
drugs  than  those  not  in  treatment.23  In  addition,  the  more 
time  drug  users  spend  in  methadone  treatment,  the  greater 
the  chance  that  they  will  avoid  illicit  drugs  after  dis- 
charge.4'7 Relative  success  in  methadone  maintenance 
programs  can  therefore  be  measured  by  decreased  illicit 
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drug  use  while  in  treatment  and  by  increased 
length  of  time  in  treatment.  The  risk  of  intra- 
venous drug  users  acquiring  AIDS  has  height- 
ened interest  in  methadone  treatment.8,9 

This  increased  importance  of  methadone 
treatment  makes  the  need  to  better  identify  the 
determinants  of  outcomes  in  methadone  pro- 
grams more  urgent. 

The  high  prevalence  of  HIV  infection  in 
drug  users  has  also  caused  physicians  and 
public  health  officials  to  call  for  routine  HIV’ 
counseling  and  testing  in  drug  treatment  pro- 
grams.8,10,11 In  Connecticut,  USA,  HIV  coun- 
seling and  testing  has  been  offered  to  drug 
users  in  outpatient  methadone  maintenance 
clinics  since  January  1987. 12  When  this  ser- 
vice began,  health  officials  in  the  state  hoped 
that  the  HIV  counseling  might  improve  treat- 
ment outcomes  for  drug  users  as  a result  of 
their  better  understanding  of  the  risks  of  drug 
use;  however,  there  was  concern  in  Connecti- 
cut and  elsewhere,12,13  that  provision  of  HIV 
test  results  might  cause  the  opposite  effect: 
that  drug  users  might  feel  that  a high  possibil- 
ity of  acquiring  AIDS  rendered  drug  treatment 
pointless  and  that  they  might  therefore  either 
continue  to  use  illicit  drugs  or  drop  out  of 
treatment,  especially  if  found  to  be  HIV  anti- 
body positive. 

HIV  counselors  in  Connecticut  methadone 
programs  attempt  to  provide  education  on  the 
risks  of  HIV  to  all  incoming  clients.  In  1987 
and  1988,  however,  due  to  difficulties  in  sched- 
uling counseling  sessions  and  to  intermittent 
counselor  absences  or  position  vacancies,  not 
all  clients  received  this  counseling.  Those 
clients  who  were  counseled  were  offered  HIV 
testing;  those  who  chose  to  be  tested  were 
given  their  test  results  in  a posttest  counseling 
session.  That  not  all  clients  participated  in 
either  HIV  counseling  or  HIV  testing  gave  us 
the  opportunity  to  retrospectively  evaluate  the 
effect  of  HIV  counseling  and  testing  on  metha- 
done treatment  in  selected  clinics.  The  pur- 
poses of  this  study  were  to  identify  the  factors 
that  predicted  outcomes  in  these  methadone 
clinics  and  after  taking  these  factors  into  ac- 
count, to  determine  whether  HIV  counseling 
and  HIV-antibody  testing  substantially  influ- 
enced treatment  outcomes. 

Methods 

Connecticut  outpatient  methadone  mainte- 
nance programs  supply  oral  methadone  and 


Table  1. — Predictors  of  treatment  discontinuation  in  methadone 
maintenance  programs  in  Connecticut, 

July  1987-December  1988. 

12-month 

discontinuation  RRf 


risk* 

P value 

Predictor 

No. 

(%) 

(crude) 

(adjusted)  (adjusted) 

Sex 

Male 

387 

61 

1.4 

1.7 

<0.001 

Female 

207 

48 

— 

— 

Age  (years) 

<30 

142 

61 

1.4 

1.6 

0.001 

>30 

452 

55 

— 

— 

Race/ethnicity 

Black 

88 

73 

1.6 

1.3 

0.17 

Hispanic 

99 

62 

1.5 

1.1 

0.67 

White 

406 

51 

— 

— 

Education 

<High  school 

201 

60 

1.4 

1.2 

0.18 

>High  school 

393 

54 

— 

— 

Employment 

Unemployed 

343 

61 

1.3 

1.3 

0.03 

Employed 

251 

49 

— 

Pretreatment 

cocaine  use 

Yes 

246 

69 

2.0 

1 9 

<0.0001 

No 

348 

47 

— 

— 

HIV  counseling 

Yes 

347 

54 

0.9 

0.8 

0.08 

No 

247 

59 

— 

— 

Insurance 

None 

391 

58 

1.3 

§ 

§ 

Public 

102 

51 

1.0 

Private 

101 

53 

— 

Public  assistance 

Nonrecipient 

490 

57 

1.2 

§ 

§ 

Recipient 

104 

50 

— 

Reported  income 

< US$10,000 

362 

57 

1.1 

§ 

§ 

> US$10,000 

232 

55 

— 

Years  drug  use 

< 10 

176 

57 

1.1 

§ 

§ 

> 10 

418 

56 

— 

Total 

594 

56 

RR,  risk  ratio 

*Estimate  of  the  probability  of  discontinuation  of  treatment  within  the  first 

12  months  of  treatment  (Kaplan-Meier  method); 

fRatio  of  the  treatment  discontinuation  risk  in  clients  with  and  without  each  risk 

factor  over  entire  study  period  (Cox  proportional  hazard  method); 

§Not  included  in  final  multivariate  model. 
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Table  2. — Predictors  of  persistent  illicit  drug  use  in 
methadone  maintenance  programs  in  Connecticut, 
July  1987-December  1988 

Predictor 

No. 

Persistent 
drug  use 

(%) 

Risk 

ratio* 

(adjusted)P  value 

Sex 

Male 

387 

44 

0.7  0.03 

Female 

207 

58 

— 

Age 

< 30 

142 

57 

1.4  0.14 

>30 

452 

46 

— 

Race/ethnicity 

Black 

88 

65 

1.8  0.03 

Hispanic 

99 

48 

0.8  0.46 

White 

406 

46 

— 

Employment 

Unemployed 

343 

55 

1.4  0.05 

Employed 

251 

41 

— 

Pretreatment 

cocaine  use 

Yes 

246 

62 

2.3  <0.0001 

No 

348 

40 

— 

HIV  counseling 

Yes 

347 

46 

0.6  0.01 

No 

247 

53 

— 

Total 

594 

51 

^Estimated  by  odds  ratio  (logistic  regression  model). 

regular  drug  counseling  to  clients  addicted  to  opiates. 
Since  1987,  each  of  these  clinics  have  had  specially- 
trained  HIV  counselors  on  staff.  Clients  entering  treat- 
ment in  these  programs  are  offered  both  initial  (pretest) 
and  posttest  HIV  counseling,  and  those  in  treatment  are 
offered  follow-up  counseling  sessions.  Initial  counseling 
sessions  last  approximately  45  minutes  and  cover  a de- 
scription of  AIDS,  the  basic  mechanisms  by  which  HIV 
causes  AIDS,  modes  of  transmission  of  HIV,  and  methods 
of  prevention  of  HIV  infection.  Posttest  counseling  ses- 
sions last  approximately  15  minutes  and  are  used  to  review 
the  important  points  presented  in  the  initial  session  as  well 
as  to  provide  HIV  test  results.  Clients  found  to  be  HIV 
antibody-positive  are  asked  to  return  for  a second  posttest 
counseling  session  within  48  h.  All  clients  regardless  of 
their  HIV-antibody  status,  are  also  encouraged  to  return 
for  subsequent  HIV  counseling  sessions  during  their  metha- 
done treatment. 

Study  Population  and  Data  Collection 

The  study  was  conducted  in  four  methadone  mainte- 
nance clinics  (in  Hartford,  Bridgeport,  Stamford,  and 


Waterbury),  and  included  clients  admitted  during  an  18- 
month  study  period  from  1 July  1987  to  31  December 
1988.  Client  information  came  from  two  sources:  demo- 
graphic and  socioeconomic  data  and  information  on  pre- 
treatment drug-use  habits  were  provided  by  a client  his- 
tory form  which  was  completed  for  all  clients  at  the  time 
of  entry  into  treatment.  Information  on  HIV  counseling/ 
testing,  urine  drug  test  results,  and  the  reasons  for 
discontinuation  of  treatment  was  taken  from  available 
clinic  records  at  the  end  of  the  study  period. 

The  four  clinics  enrolled  945  clients  during  the  study 
period.  For  676  (72%)  of  these  clients  we  were  able  to 
locate  the  combination  of  general  records,  records  of  HIV 
counseling/testing,  and  urine  drug  test  results.  Clients 
whose  clinic  records  were  not  located  were  similar  to 
clients  whose  records  were  located  in  terms  of  age,  sex, 
race,  pretreatment  employment,  pretreatment  cocaine  use, 
and  length  of  treatment.  Of  the  676  clients  whose  clinic 
records  were  found,  82  (12%)  were  known  to  have  re- 
ceived HIV  counseling  and  testing  prior  to  entry;  these 
clients  were  excluded  from  the  analysis,  leaving  594  for 
further  study. 

Data  Analysis 

We  studied  two  outcomes:  discontinuation  of  treatment 
and  persistent  use  of  illicit  drugs  while  in  treatment. 

Since  clients  entered  the  study  at  different  times  through- 
out the  18-month  study  period,  observation  periods  also 
varied.  We  therefore  used  survival  analysis  methods  (both 
univariate  and  multivariate)  to  identify  predictors  of  the 
risk  of  treatment  discontinuation.  In  using  these  methods, 
clients  who  discontinued  methadone  treatment  for  any 
reason  were  categorized  as  ‘failures’;  clients  who  re- 
mained in  treatment  after  each  month  of  observation  were 
considered  ‘successes.’  Clients  who  died  while  in  treat- 
ment or  who  were  transferred  to  other  methadone  pro- 
grams were  statistically  treated  as  ‘successes’  for  each 
month  of  observation  in  treatment  and  ‘censored’  (treated 
as  neither  ‘successes’  nor  ‘failures’),  following  the  last 
month  in  which  they  were  enrolled. 

We  defined  the  discontinuation  risk  as  the  probability 
that  a client  would  discontinue  treatment  before  the  next 
treatment  month  and  the  12-month  discontinuation  risk  as 
the  probability  that  a client  would  discontinue  treatment- 
within  12  months  of  entry  into  treatment,  expressed  as  a 
percentage.  This  latter  measure  is  analogous  to  a one-year 
case-fatality  rate  in  cancer  survival  studies,  and  was  esti- 
mated for  various  subgroups  of  the  study  population  using 
Kaplan-Meier  methods.14  The  Cox  proportional  hazard 
method  was  then  used  to  obtain  a univariate  (crude) 
estimate  of  the  ratio  of  the  discontinuation  risk  in  clients 
with  a given  risk  factor  relative  to  clients  free  of  the  risk 
factor  (hazard  ratio  or  risk  ratio).15  The  proportional  haz- 
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Table  3. — Relationship  between  treatment  status  at  end  of  study,  length 
of  time  in  treatment,  and  persistent  illicit  drug  use  in  methadone 
maintenance  programs  in  Connecticut, 

July  1987-December  1988. 

Treatment  status  / 
time  observed  in  treatment 

No. 

Persistent 
drug  use 

(%) 

Risk 

ratio 

P value* 

Discontinued  treatment 

0-5  months 

178 

71 

1.2 

6- 1 1 months 

73 

67 

1.1 

0.27 

> 12  months 

17 

59 

t 

Subtotal 

273 

69 

Remained  in  treatment 

0-5  months 

103 

42 

17 

6-11  months 

124 

30 

12 

0.009 

>12  months 

94 

24 

t 

Subtotal 

321 

32 

Total 

594 

51 

*X2  test  for  trend;  f reference  group. 

ard  method  was  also  used  to  estimate  the  risk 
ratio  after  adjustment  for  other  known  or  sus- 
pected multiple  predictors  of  discontinuation 
risk.  Since  the  nature  and  effects  of  the  HIV 
counseling  may  have  varied  among  the  differ- 
ent clinics,  we  adjusted  for  clinic  site  by  using 
a ‘blocked’  analysis.16 

Illicit  drug  use  during  treatment  was  mea- 
sured by  periodic  urine  drug  test  results.  Clients 
in  Connecticut  methadone  programs  are  re- 
quired to  submit  (under  direct  observation) 
urine  samples  for  drug  testing,  without  prior 
notice,  on  random  days  at  least  once  a month. 

Samples  are  required  more  frequently  in  the 
early  months  of  treatment  and  when  previous 
compliance  has  been  poor.  Urine  samples  were 
tested  by  immunoassay  screen  for  opiates,  co- 
caine, benzodiazepines,  and  barbiturates  but 
were  not  usually  tested  during  the  study  period 
for  alcohol  or  marijuana  derivatives.  We  con- 
sidered a urine  test  to  be  positive  for  illicit  drugs 
if  the  test  identified  opiates  other  than  metha- 
done or  any  of  the  other  three  drugs  classes  for 
which  testing  was  routinely  performed.  For  the  purposes 
of  simplifying  the  analysis,  a client  was  defined  as  show- 
ing persistent  (illicit)  drug  use  if  > 30%  of  his  urine 
samples  were  positive.  A multiple  logistic  regression 
model  was  then  used  to  quantify  the  risk  ratio  (estimated 
by  the  odds  ratio)  of  persistent  drug  use  associated  with 
important  predictors.  The  model  presented  includes  the 
following  variables:  clinic  site,  sex,  age  (dichotomized), 
race/ethnicity,  employment  at  the  time  of  admission,  pre- 
treatment cocaine  use,  and  HIV  counseling. 

Results 

Of  the  594  clients  in  the  study  population,  the  majority 
were  white  (68%),  male  (65%),  >30  years  of  age  (76%), 
and  had  been  using  opiates  for  at  least  10  years  (70%). 
Three  hundred  and  forty-seven  (58%)  clients  received 
initial  HIV  counseling,  and  254  (43%)  were  tested  for  HIV 
antibodies.  Of  those  tested,  234  (92%)  remained  in  treat- 
ment for  two  months  (long  enough  to  receive  HlV-anti- 
body  test  results),  and  204  (80%)  actually  returned  to 
receive  these  results  and  participate  in  posttest  counseling. 

Effect  of  Entry  Characteristics 
and  HIV  Counseling 

Overall,  273  (46%)  of  the  594  clients  dropped  out  of 
treatment  during  the  study  period.  Five  (196)  clients  died 
during  the  study  period,  1 2 (2%)  were  transferred  to  other 
methadone  programs,  and  304  (5 1 %)  were  still  enrolled  in 
the  four  participating  clinics  at  the  end  of  the  study.  The 
Kaplan-Meier  estimate  of  the  12-month  discontinuation 
risk  was  56%. 


Table  1 shows  the  relationship  between  study  charac- 
teristics at  the  time  of  entry  and  initial  HIV  counseling  and 
treatment  discontinuation.  Reported  pretreatment  cocaine 
use  was  the  strongest  predictor  of  discontinuation;  the  12- 
month  discontinuation  risk  for  cocaine-using  clients  vs 
clients  who  denied  using  cocaine  was  69%  vs  47%  (ad- 
justed risk  ratio  (RR)  = 1.9,  P<  0.0001).  After  adjustment, 
the  other  important  predictors  were  male  sex  (RR,  1 .7), 
younger  age  (age  < 30,  RR  1.6),  and  pretreatment  unem- 
ployment (RR,  1 .3).  The  adjusted  point  estimate  of  the  12- 
month  discontinuation  risk  for  clients  who  received  HIV 
counseling  was  similar  to  that  of  clients  who  did  not  (54% 
vs  59%;  RR,  0.8;  P = 0.08). 

Use  of  illicit  drugs  during  treatment  was  common 
among  methadone  clients.  Overall,  33%  (2,531  out  of 
7,715)  of  urine  samples  tested  positive.  The  drug  most 
commonly  found  was  cocaine,  followed  by  opiates  (21% 
and  15%  of  samples,  respectively).  During  treatments 
65%  of  clients  who  reported  cocaine  use  on  the  initial 
interview  and  4 1 % of  those  who  did  not  submitted  at  least 
one  urine  sample  that  was  found  to  contain  cocaine. 

Among  the  594  clients  in  the  study,  147  (25%)  had  no 
positive  urine  results;  153  (26%)  had  1 %-30%  of  urine 
samples  positive;  1 58  (27%)  had  3 1 %-60%  of  urine  samples 
positive,  and  136  (23%)  had  more  than  60%  of  urine 
samples  positive  during  treatment.  Therefore,  51%  of 
clients  showed  persistent  illicit  drug  use  as  defined  above. 
The  most  important  predictor  of  persistent  drug  use  was 
reported  cocaine  use  at  entry  (adjusted  RR,  2.3;  Table  2). 
Men  were  less  likely  than  women  to  show  persistent  drug 
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Table  4. — Relationship  between  information  provided  at 
posttest  counseling  session  and  treatment  outcomes  among 
clients  who  were  tested  and  remained  m methadone 
maintenance  programs  for  >2  months. 
Connecticut.  July  1987-December  1988. 

Posttest  counseling 
HIV-antibody  test  result  No. 

12-month 

dropout 

risk 

(%) 

Persistent 
drug  use 

(%) 

Returned 

HIV  + 

30 

50 

57 

HIV- 

170 

52 

44 

Unknown 

4 

33 

50 

Subtotal 

204 

52 

46 

Did  not  return 

HIV  + 

4 

63 

50 

HIV- 

25 

61 

44 

Unknown 

1 

0 

Subtotal 

30 

63 

43 

Total 

234 

53 

46 

*Not  calculable. 

use  (44%  vs  58%;  RR,  0.7),  even  though  men  were  more 
likely  to  discontinue  treatment.  Clients  who  received  HIV 
counseling  were  less  likely  to  show  persistent  drug  use 
than  those  who  did  not  (46%  V5  53%;  RR,  0.6;  P = 0.01). 

There  was  a strong  relationship  between  the  two  out- 
comes studied.  The  longer  clients  were  observed  in  treat- 
ment, the  less  likely  they  were  to  show  persistent  drug  use, 
regardless  of  whether  their  period  of  observation  ended 
because  they  discontinued  treatment  or  because  the  study 
period  ended  (Table  3).  In  addition,  clients  who  did 
discontinue  treatment  were  more  likely  to  be  persistent 
drug  users  than  clients  who  did  not,  regardless  of  the  time 
observed  in  treatment  (69%  vs  51  %;  P < 0.0001  ) After 
adjusting  for  these  two  relationships  (with  a multivariate 
model  that  included  both  length  of  time  observed  and 
treatment  status  at  the  end  of  the  study)  the  decreased  risk 
of  persistent  drug  use  associated  with  HIV  counseling  was 
still  present  ( RR  = 0.6;  P = 0.03). 

Effect  of  HIV  Testing 

To  study  the  effects  of  the  provision  of  HIV  test  results, 
we  then  limited  the  analysis  to  the  234  clients  who  chose 
to  be  tested  and  stayed  in  treatment  for  > two  months. 
Clients  in  this  group  who  received  HIV-positive  test 
results  had  a 12-month  discontinuation  risk  similar  to 
those  of  clients  who  received  HIV-negative  results  (50% 
vs  52%),  but  were  more  likely  to  show  persistent  drug  use 
(57%  vs  44%;  Table  4).  This  association  between  HIV  test 
results  and  persistent  drug  use  was  unchanged  in  a multi- 


Table 5. — Reasons  for  discontinuation  of  treatment  and 

causes  for  discharge  in  methodane  maintenance  programs. 

Connecticut,  July  1987-December  1988. 

Reason 

n (%) 

Discharged  for  noncompliance  due  to* 

140  (51) 

Failure  to  pay  fees 

100 

Continued  illicit  drug  use 

32 

Failure  to  return  for  methadone 

16 

Failure  to  attend  counseling 

2 

Voluntary 

75  (27) 

Incarcerated 

35  (12) 

Completed  treatment 

14(5) 

Other/unknown 

12(4) 

Total 

273 

*Some  clients  had  more  than  one  cause  for  discharge  cited. 

variate  model  that  included  export  pretreatment  cocaine 
use,  sex,  age,  and  employment  (crude  and  adjusted  RR. 
1 .7),  but  this  may  have  been  due  to  chance  (P=  0.28).  In  the 
calendar  month  during  which  clients  were  told  of  their  test 
results,  and  in  the  following  month,  the  difference  in 
persistent  drug  use  between  HIV-positive  and  HIV-nega- 
tive clients  was  smaller  (50%  vs  44%,  P = 0.55). 

Reasons  for  Discontinuation  of  Treatment 

Over  the  18-month  study  period,  the  most  common 
reason  for  discontinuation  of  treatment  was  discharge  for 
lack  of  compliance  with  clinic  rules  (Table  5).  The  most 
commonly  listed  cause  for  discharge  was  failure  to  pay 
fees,  cited  in  100  (71%)  of  the  140  discharge  clients  (or 
37%  of  the  273  clients  discontinuing  treatment).  Among 
these  discharged  clients,  failure  to  pay  fees  was  cited  as  a 
cause  of  discharge  in  69%  (18  out  of  26)  of  those  with 
private  insurance,  60%  (nine  out  of  15)  of  those  with 
government  insurance,  and  74%  (73  out  of  99)  of  those 
who  had  no  insurance  or  were  classified  as  Tee  for 
service.’  Of  the  18  clients  who  discontinued  treatment, 
and  who  had  tested  positive  for  HIV  antibodies,  10  (56%) 
were  discharged  from  treatment,  eight  of  these  for  failure 
to  pay  fees. 

Discussion 

In  this  retrospective  study  we  found  that  clients  who 
received  HIV  counseling  were  not  more  likely  than  clients 
who  did  not  to  discontinue  treatment  or  to  use  illicit  drugs 
while  in  treatment.  In  fact,  the  point  estimate  for  the  12- 
month  discontinuation  risk  for  counseled  clients  was 
actually  lower  than  that  of  noncounseled  clients  (54%  vs 
59%);  this  difference  did  not,  however,  reach  statistical 
significance  (P=  0.08). 
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The  selection  of  the  clients  in  this  study  who  received 
HIV  pretest  counseling  was  not  made  systematically  or 
through  randomization,  but  was  simply  an  unplanned 
result  of  the  difficulties  encountered  in  operating  the  HIV 
program:  counselor  absences,  position  vacancies,  and 
difficulties  in  scheduling  appointments.  We  cannot  ex- 
clude the  possibility,  therefore,  that  clients  who  partici- 
pated in  HIV  counseling  were  inherently  at  lower  risk  for 
poor  outcomes  than  clients  who  did  not,  and  that  this  low- 
risk  status  was  not  identified  by  the  variables  we  mea- 
sured. Nevertheless,  the  improvement  in  treatment  out- 
comes associated  with  HIV  counseling  was  still  evident 
when  the  data  were  adjusted  for  other  known  predictors  of 
these  outcomes.  In  any  case,  it  is  clear  that  the  concern  that 
HIV  counseling  may  have  a substantial  adverse  effect  on 
drug  treatment  was  not  borne  out  by  the  methadone 
programs  under  study.  Furthermore,  it  is  unlikely  that  this 
issue  could  be  studied  in  a more  systematic  prospective 
way  because  any  study  which  randomizes  clients  to  either 
receive  or  not  receive  HIV  counseling  would  probably  be 
regarded  as  unethical. 

Clients  who  received  HIV-positive  test  results  had  a 
treatment  discontinuation  risk  similar  to  those  clients  who 
received  negative  test  results.  HIV-positive  clients,  how- 
ever, showed  greater  persistent  illicit  drug  use  while  in 
treatment,  although  this  finding  may  have  been  due  to 
chance.  We  cannot  he  certain  that  these  HIV-positive 
individuals  were  not  inherently  at  higher  risk  for  persistent 
drug  use  than  HIV-negative  individuals.  Since  more  fre- 
quent users  of  illicit  drugs  are  probably  more  likely  to 
share  needles,  and  HIV  infection  in  this  group  is  often 
acquired  through  needle-sharing  associated  with  illicit 
drug  use,  it  is  quite  possible  that  such  an  underlying 
difference  does  exist.  The  fact  that  persistent  drug  use  was 
not  substantially  higher  in  HIV-positive  clients  near  the 
time  that  they  were  told  of  their  test  results  further  sug- 
gests that  knowledge  of  HIV-seropositive  status  perse  did 
not  cause  increased  illicit  drug  use.  We  believe  that  the 
slightly  poorer  outcome  in  HIV-positive  patients,  even  if 
it  were  partially  caused  by  knowledge  of  the  test  result, 
would  not  outweigh  the  educational  and  clinical  benefits 
of  offering  HIV  counseling  and  testing  to  all  clients. 

Although  the  effect  of  HIV  counseling  and  testing  in 
these  methadone  clinics  may  have  been  beneficial  overall, 
it  is  clear  that  a substantial  proportion  of  clients  continue 
to  use  illicit  drugs  despite  having  received  HIV  counseling 
Therefore,  the  combination  of  HIV  counseling  and  drug 
treatment  as  offered  by  these  programs  cannot  be  expected 
to  interrupt  HIV  transmission  in  this  group  by  means  of 
stopping  illicit  drug  use.  To  effectively  prevent  HIV 
spread  among  intravenous  drug  users,  public-health  pro- 
grams will  need  to  employ  additional  strategies,  such  as 


programs  that  provide  sterile  needles  or  educational  mes- 
sages that  include  information  about  the  use  of  new  or 
clean  needles  when  injecting  drugs. 

Cocaine  use  has  previously  been  recognized  as  an 
important  negative  influence  on  methadone  treatment;1718 
our  study  confirms  this  finding  and  implicates  cocaine  use 
among  opiate  users  as  the  strongest  known  predictor  of 
poor  outcome  in  methadone  treatment.  Clearly,  research 
on  how  to  better  treat  individuals  addicted  to  both  cocaine 
and  opiates  is  urgently  required 

In  our  survival  analysis,  we  did  not  distinguish  between 
the  various  reasons  for  discontinuation  of  methadone 
treatment.  The  rationale  for  this  was  twofold:  first,  the 
general  philosophy  of  methadone  treatment  in  the  partici- 
pating clinics  was  such  that  discontinuation  of  treatment 
for  any  reason  was  not  encouraged  and  not  considered  a 
success;  second,  many  factors  may  contribute  to  a client’s 
discontinuation  of  treatment,  and  in  our  review  of  data 
collection  forms  and  our  discussions  with  counselors  we 
identified  various  interpretations  of  the  coding  for  treat- 
ment discontinuation.  For  example,  a client  who  discon- 
tinued treatment  after  complying  with  a four- week  puni- 
tive detoxification  for  violating  clinic  rules  may  have  been 
coded  as  any  one  of  completed  treatment,’  ‘left  treatment 
voluntarily  with  clinic’s  advice,’  or  ‘discharged  for  non- 
compliance.’  Combining  the  reasons  for  treatment 
discontinuation  allowed  us  to  avoid  overinterpretation  of 
the  cited  reasons  while  also  being  consistent  with  the 
programs  underlying  philosophy  regarding  methadone 
maintenance. 

This  study  demonstrated  a higher  12-month  treatment 
discontinuation  risk  than  other  studies  of  methadone  treat- 
ment.1920 This  could  have  been  caused  either  by  underly- 
ing differences  in  study  clients  (for  example,  in  their  use 
of  cocaine),  or  by  differences  in  the  management  of  the 
clinic  programs.  This  study  also  differed  from  other  stud- 
ies of  methadone  maintenance  in  the  reasons  for 
discontinuation  of  treatment.  Caution  should  be  used  in 
interpreting  differences  between  studies  in  the  reasons  of 
treatment  discontinuation  because  of  the  problems  de- 
scribed above.  Nonetheless,  we  found  that  clients  in  this 
study  were  far  more  likely  to  have  been  ‘discharged’  than 
to  have  completed  treatment  or  to  have  discontinued 
treatment  ‘voluntarily,’  a reversal  of  the  findings  of  oth- 
ers.419-21 In  addition,  the  majority  of  the  clients  who  were 
discharged  in  our  study  had  failure  to  pay  fees  cited  as  the 
single  cause  for  discharge.  Taken  together  these  findings 
suggest  that  the  problem  of  discharge  for  failure  to  pay 
fees  may  have  had  substantial  impact;  if  so,  it  would,  in 
part,  explain  the  higher  discontinuation  risk. 

Discontinuation  of  treatment  for  failure  to  pay  fees  may 
reflect  any  combination  of  the  behavior  of  the  clients,  the 
treatment  program,  or  the  funding  source  for  the  treatment 


170 


CONNECTICUT  MEDICINE,  MARCH  1994 


program.  We  recognize  that  clients  must  demonstrate 
motivation  to  continue  treatment  and  that  paying  fees  is 
one  concrete  and  practical  way  to  demonstrate  that  moti- 
vation. We  also  recognize  that  treatment  programs  must 
remain  financially  solvent  and  that  funding  is  always 
limited.  However,  the  risks  to  drug  users  out  of  treatment 
are  so  high,  and  the  social  costs  of  drug  use  and  HIV 
infection  so  overwhelming,  that  we  believe  that  the  orga- 
nizational structure  of  methadone  maintenance  in  the 
United  States  should  not  deny  treatment  to  otherwise 
compliant  clients  simply  for  failure  to  pay  fees. 
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CALL 

ANNUAL  MEETING  OF  THE  HOUSE  OF  DELEGATES 

The  1994  Annual  Meeting  of  the  House  of  Delegates  will  be  held  at  the  Ramada  Inn,  275  Research  Parkway, 

Meriden.  The  meeting  will  be  held  on  Wednesday,  May  1 1. 

Howard  J.  Wetstone,  M.D.,  President 
Michael  M.  Deren,  M.D.,  Speaker  of  the  House 
Marjorie  G.  Petro,  M.D.,  Secretary 

1 1 :30  A.M.  Luncheon  and  Registration  of  Delegates 
12:30  P.M.  Call  to  Order 

Guest  Speaker:  Robert  E.  McAfee,  M.D. 

President  Elect  AMA 
INTRODUCTION  OF  RESOLUTIONS 
Article  V,  Section  12,  Par.  3 of  the  Bylaws  of  the  Society  provides  that: 

Resolutions  may  be  introduced  by  any  Active,  Life  Member , Student  Member  or  Postgraduate  Physician  Member  of  The  Society,  in 

compliance  with  the  following  provisions. 

a.  All  resolutions,  reports  and  similar  items  of  business  submitted  in  writing  and  received  at  the  office  of  the  Executive  Director  not  later 
than  thirty  days  before  the  date  scheduled  for  that  meeting  shall  be  considered  as  regular  business  of  the  House  of  Delegates. 

b.  Component  county  associations  or  the  Student  Member  or  Postgraduate  Physician  Member  Associations  whose  meetings  are  held  later 
than  thirty-five  days  prior  to  the  date  of  the  House  of  Delegates  shall  be  allowed  five  days  after  the  close  of  such  meeting  in  which  to  submit 
resolutions,  reports  and  similar  items  of  business  to  the  Executive  Director’s  office  and  still  have  such  material  considered  as  regular 
business.  In  no  event,  however,  may  such  resolutions,  etc.,  be  considered  regular  business  if  they  are  received  later  than  fifteen  days  prior 
to  the  date  of  the  meeting. 

c.  Reports,  recommendations,  resolutions  or  other  new  business  may  be  presented  to  the  House  of  Delegates  by  the  Council  of  the  Society 
at  any  time  and  shall  be  considered  as  regular  business. 

d.  Any  business  which  does  not  qualify  as  regular  business  in  accordance  with  the  foregoing  provisions  may  be  accepted  for  consideration 
by  a majority  vote  of  the  delegates  present  and  shall  be  referred  at  once  by  the  Speaker  to  a reference  committee.  When  business  is 
introduced  under  the  provisions  of  this  paragraph  the  vote  shall  be  taken  without  debate,  except  that  the  introducer  shall  be  allowed  not 
more  than  two  minutes  to  explain  why  it  should  be  considered  as  regular  business. 


Sponsored  By 


The  Connecticut  Hospital  Association  and  Affiliates 


Wednesday 
April  27  - 10 am -5  pm 

Thursday 

April  28  - 10  am -4  pm 


Healthcare 
“Expo  om 


■ "Health  Care  Reform,  Managed  Care  and 
Physician  — Hospital  Integration"  KEYNOTE 
ADDRESS:  Brian  D.  Wong,  M.D.,  M.P.H. 
Corporate  Sponsorships:  Arthur  Anderson 
and  Company,  Bank  of  Boston  Connecticut 


Hartford  Civic  Center 


★ DOCTORS  ★ 

Save  Money  — Save  Time 
Shop  Competitively  — Visit  Our  285  Booths 
Send  Your  Office  Managers 


■ "Value  Reporting  in  a Managed  Care 
Environment"  Guest  Speaker:  John  T. 
Lynch,  V.P.,  Research,  The  Connecticut 
Hospital  Association  and  Affiliates 

■ "Electronic  Data  Interchange  — Panel 
Presentation"  Three  panelists  representing 
hospitals,  physicians,  and  the  insurance 
industry 


Reception  Wednesday  4:30  - 5:30  p.m.  — Sponsored  by  Ernst  & Young 

For  More  Information  Call  Robert  Donnell  Productions 
(203)  677-0094  - (800)  243-9774 
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Medical  Mismanagement  in  Public  Methadone  Programs 

SUSAN  S.  ADDISS,  MHH,  MUrS,  AND  SHER  HOROSKO 


FOR  many  years,  Henry  Blansfield,  M.D.,  has  served 
the  substance  abuse  field  well  by  insisting  on  a public 
dialogue  on  issues  that  escape  easy  answers.  His  article  in 
the  current  issue  of  Connecticut  Medicine  is  illustrative  of 
the  critical  role  he  plays.  We  would  like  to  respond  to  his 
major  themes,  knowing  that  the  dialogue  does  not  end 
here. 

It  is  our  belief  that  every  person  seeking  treatment  is 
entitled  to  receive  it.  However,  the  concept  of  entitlement 
is  not  reflected  in  reality.  In  Connecticut  alone,  we  are 
approximately  20,000  treatment  slots  short  of  meeting 
current  demand. 

The  inadequate  availability  of  treatment  is  partially  a 
consequence  of  limited  resources  and  partially  a conse- 
quence of  troubling  attitudes  and  beliefs.  A major  obstacle 
is  the  prevailing  belief  that  criminal  sanctions  are  more 
effective  than  prevention  and  treatment  in  response  to  our 
nation’s  drug  problem.  Another  impediment  is  the  mis- 
taken belief  held  by  some  policy-makers  that  treatment 
does  not  work.  Methadone  maintenance  programs  in  par- 
ticular have  been  carefully  evaluated  and  are  known  to 
have  significant  positive  results  for  individuals  who  re- 
main in  treatment.  We  observe  that,  despite  the  failures, 
policy  makers  and  citizens  at  large  do  not  demand  the 
same  accountability  from  criminal  justice  approaches. 

Dr.  Blansfield  refers  to  these  attitudes  and  others  as 
symptomatic  of  our  society’s  addictophobia.  It  is  not  clear 
to  us  whether  it  is  fear  of  addicts  and  addiction  or  an 

SUSAN  S.  ADDISS,  MHH,  MUrS,  Commissioner,  and  SHER 
HOROSKO,  Assistant  to  the  Commissioner  for  Substance  abuse.  The 
Department  of  Public  Health  and  Addiction  Services. 


excessive  faith  in  law  enforcement.  The  consequence, 
however,  is  the  same:  too  few  resources  for  treatment  and 
too  much  reliance  on  punishment. 

We  depart  from  Dr.  Blansfield’ s view  insofar  as  it 
judges  some  treatment  professionals  as  uncaring  individu- 
als engaged  in  passive  “extermination.  ” This  language  is 
antithetical  to  our  experience  of  Connecticut’ s methadone 
directors  and  their  programs.  For  most  clients,  methadone 
is  the  treatment  of  last  resort.  Clients  are  often  chronic, 
long-term  users  with  a complex  array  of  emotional,  eco- 
nomic, and  social  problems.  Caring  for  this  population 
requires  energy,  commitment  and  a more  flexible  view  of 
success  than  may  be  present  in  other  treatment  modalities. 
In  our  experience,  methadone  programs  frequently  ex- 
haust every  possible  alternative  before  deciding  to  detox 
a client  from  the  program.  It  is  simply  not  “one  mistake 
and  you’re  out.” 

Dr.  Blansfield’ s article  focuses  almost  exclusively  on 
clients’  rights.  While  that  advocacy  is  essential,  it  is 
necessary  to  balance  client  rights  with  client  responsibili- 
ties. Clients  are  entitled  to  treatment  but  they  forego  these 
rights  when  they  violate  the  rights  of  fellow  clients  or  staff 
to  safety. 

Upon  entering  a treatment  program,  individuals  are 
informed  of  the  guidelines  regarding  unacceptable  behav- 
ior and  the  grounds  for  discharge.  The  rule  prohibiting 
threatening  behavior  is  common  to  all  treatment  pro- 
grams. The  purpose  behind  the  rule  is  to  provide  clients 
with  a safe  environment  in  which  to  work  on  their  recov- 
ery and  to  provide  staff  with  the  safety  to  perform  their  job. 
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There  is  also  a therapeutic  purpose:  boundary  definition 
and  limit  setting  are  important  ingredients  of  the  recovery 
process. 

When  a client  engages  in  threatening  behavior,  even  an 
expression  of  the  intent  to  harm  either  another  client  or  a 
member  of  the  staff,  a treatment  director  must  take  this 
threat  seriously  and  act  in  ways  that  preserve  the  safety  of 
other  clients  and  program  personnel.  We  believe  that  a 
client’s  right  to  treatment,  therefore,  must  be  balanced 
with  a client’s  responsibility  to  act  in  conformance  with 
program  policies  and  procedures.  What  doctor  would 
provide  health  care  to  a person  who  was  threatening  the 
welfare  of  patients  in  his  or  her  waiting  room? 

Methadone  programs  are  governed  by  strict  federal  and 
state  regulations.  All  treatment  programs  have  policies 
and  procedures  in  place  to  guide  program  actions  in 
response  to  threatening  or  violent  behavior.  We  agree  with 
Dr.  Blansfield  that  each  client  should  be  given  an  oppor- 
tunity for  a fair  hearing  in  which  the  client  can  present  his 
or  her  views.  It  is  a matter  of  standard  practice  to  grant 
clients  such  a hearing  at  the  individual’s  request. 

A client’s  final  recourse  is  to  appeal  to  the  Department 
of  Public  Health  and  Addiction  Services  (DPHAS)  to 
determine  whether  policies  and  procedures  were  followed 
in  a given  circumstance.  Dr.  Blansfield  did  appeal  both 
cases  prompting  an  investigation  by  DPHAS.  Our  staff 
people  found  that  the  program  in  question  followed  the 
correct  procedure  for  appeals  in  both  cases. 

Dr.  Blansfield’ s call  to  liberalize  the  provision  of  metha- 
done deserves  thoughtful  consideration  from  public  policy 
makers,  treatment  directors,  and  AIDS  advocates.  The 


debate  on  this  issue  bears  much  in  common  with  the  early 
debates  in  Connecticut  on  needle  exchange.  AIDS  advo- 
cates argued  for  clean  needle  availability  to  reduce  the 
likelihood  of  HIV  infection  through  the  sharing  of  dirty 
injection  equipment  while  a number  of  treatment  provid- 
ers maintained  that  the  provision  of  clean  needles  compro- 
mised society’s  mission  to  move  people  toward  drug-free 
status. 

The  liberalization  of  methadone  is  a replay  of  the  same 
debate.  Should  we  allow  physicians  to  dispense  metha- 
done in  the  absence  of  supportive  services  in  an  effort  to 
reduce  needle  sharing  associated  with  heroin  use?  Or 
should  we  prohibit  physicians  from  dispensing  metha- 
done because  they  cannot  possibly  provide  the  counseling 
and  other  program  services  that  enhance  a person’ s chance 
of  recovery? 

If  our  primary  purpose  is  to  reduce  the  chances  of  HIV 
infection  through  needle  sharing,  we  would  probably 
conclude  on  the  side  of  liberalizing  the  provision  of 
methadone.  If  we  were  to  focus  on  creating  methadone 
programs  that  offer  the  greatest  possibility  for  individual 
success,  we  would  probably  conclude  that  the  liberaliza- 
tion of  methadone  is  not  the  desired  public  policy.  This  is 
a fundamental  ethical  conflict  between  preserving  life  and 
enhancing  the  quality  of  life. 

We  are  inclined  toward  the  liberalization  of  methadone 
as  one  more  harm  reduction  strategy  in  the  age  of  AIDS, 
but  are  mindful  of  the  strong  contrasting  views  held  by 
many  colleagues  in  Connecticut’s  treatment  community. 
At  the  very  least,  we  join  Dr.  Blansfield  in  engaging  the 
debate  in  the  hope  that  we  may  arrive  at  a sound  public 
health  policy  on  a complex  and  controversial  issue. 
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DRUG  INFORMATION  UPDATE:  HARTFORD  HOSPITAL 


Paclitaxel:  A New  Antineoplastic  Agent 


CATHERINE  HITT,  PH  ARM.  D. 


PACLITAXEL,  Taxolfis  the  first  of  an  exciting  new 
group  of  plant-derived  antineoplastic  agents  called 
taxanes.  It  was  first  extracted  from  the  bark  of  the  western 
yew  tree,  Taxus  brevifolia,  however,  it  has  also  been  found 
in  the  needles  of  this  species  and  other  members  of  the 
taxus  genus.1  Paclitaxel  preparation  is  a very  labor  inten- 
sive process  involving  multiple  steps  that  take  many  days 
to  complete.1,2  This  preparation  process  yields  approxi- 
mately one  gram  of  pure  paclitaxel  from  a single  tree. 
Research  is  currently  underway  to  find  alternate  methods 
for  synthesizing  paclitaxel  in  larger  quantities  at  a lower 
cost.2 

Pharmacology  and  Pharmacokinetic  Considerations 

Paclitaxel  works  by  promoting  the  formation  of  an  ab- 
normally large  number  of  nonfunctional  microtubules.3'7 
Microtubules  are  essential  for  normal  cellular  function 
and  division  and  usually  form  only  in  the  presence  of 
critical  concentrations  of  two  cofactors.  The  presence  of 
paclitaxel  promotes  microtubule  formation  in  the  absence 
of  these  cofactors.5'8  The  effects  of  paclitaxel  have  been 
shown  to  be  dependent  on  both  exposure  time  and  concen- 
tration of  paclitaxel.5 

Paclitaxel  has  shown  a biphasic  elimination  pattern 
with  a distribution  half-life  of  approximately  30  minutes 
(variable  based  on  dose)  and  an  elimination  half-life  of 
four  to  eight  hours.  Peak  concentrations  vary  proportion- 
ally with  the  dose  administered.  It  is  thought  that  paclitaxel 
is  highly  protein  bound  because  of  its  large  volume  of 
distribution.6-7’9  Initial  studies  failed  to  show  significant 


CATHERINE  HITT,  Pharm.D.,  Pharmacy  Practice  Resident,  Hartford 
Hospital,  Hartford. 

Editors:  Moses  Sing  Sum  Chow,  Pharm.D.;  Robert  A.  Quercia,  M.S., 
R.Ph.  Editorial  Board:  D.  Drezner,  M.D.;  G.  Gousse,  M.S.;  R.  Quintiliani, 
M.D.;  J.  Laut,  M.D. 


renal  excretion  of  paclitaxel  and  subsequently  the  clear- 
ance of  paclitaxel  has  been  shown  to  be  hepatic  in  na- 
ture.710 More  studies  are  needed  to  elucidate  fully  the 
mechanism  of  paclitaxel  elimination. 

Adverse  Effects 

Acute  hypersensitivity  reactions  have  been  a common 
adverse  effect  in  patients  receiving  paclitaxel.  These  reac- 
tions are  characterized  by  the  development  of  respiratory 
distress,  hypotension,  and/or  angioedema  possibly  ac- 
companied by  flushing,  urticaria,  abdominal  pain,  and/or 
chest  pain. 1 1 Most  sensitive  individuals  will  begin  to  show 
symptoms  of  hypersensitivity  within  the  first  10  to  15 
minutes  of  the  first  or  second  infusion.711  The 
polyoxyethylated  castor  oil  (Cremaphor  EL®)  vehicle  is 
thought  to  be  the  cause  of  this  reaction  and  routine 
premedication  with  dexamethasone  20  mg  orally  12  to  14, 
and  six  to  seven,  hours  prior  to  infusion,  diphenhydramine 
50  mg  intravenously  30  minutes  prior  to  infusion,  and 
cimetidine  300  mg  (or  equivalent  dose  of  an  alternative 
H2-blocker)  intravenously  30  minutes  prior  to  initiation 
of  the  paclitaxel  infusion  is  generally  advised.11'13 
Peereboom  et  al,  recently  reported  successful  retreatment 
in  eight  patients  who  experienced  acute  hypersensitivity 
reactions  by  increasing  the  dexamethasone  component  to 
20  mg  IV  every  six  hours  with  the  last  dose  infused  30 
minutes  prior  to  paclitaxel  infusion,  the  diphenhydramine 
and  H2-blocker  doses  remaining  constant." 

Like  many  other  antineoplastic  agents,  the  primary 
dose  limiting  toxicity  associated  with  paclitaxel  is  bone 
marrow  suppression  seen  primarily  as  an  acute 
leukopenia.7,911  Reported  incidences  of  leukopenia  have 
ranged  from  20%  to  77%,  appear  to  be  dose  related,  and 
have  not  consistently  been  associated  with  anemia  or 
thrombocytopenia.  The  intensity  of  marrow  suppression 
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(ie,  severity  of  leukopenia)  has  been  noted  to  vary  in  the 
same  patient  during  different  courses  of  therapy  at  the 
same  dosage  level.  Doses  of  > 175  mg/m2  are  generally 
associated  with  an  increased  incidence  of  leukopenia.7  911 

Peripheral  neuropathies  have  been  reported  at  rates 
ranging  from  15%  to  30%.  Lipton  et  al,  concluded  that  the 
neuropathy  induced  by  paclitaxel  is  predominantly  sen- 
sory in  nature.14  Those  affected  by  neurologic  toxicities 
experienced  loss  of  peripheral  sensations  of  vibration, 
spacial  orientation,  movement,  pinprick,  and  temperature 
symmetrically  in  both  their  hands  and  feet.  This  was 
accompanied  by  an  apparently  reversible  impairment  of 
deep  tendon  reflexes.14  The  appearance  of  neuropathy 
usually  occurs  with  greater  frequency  in  those  receiving 
> 200  mg/m2  within  one  to  four  days  of  the  first  infusion 
and  gradually  worsens  with  subsequent  infusions.  Recov- 
ery of  reflexes  and  some  sensory  function  usually  occurs 
within  several  weeks  after  the  last  infusion.714 

Paclitaxel  has  also  been  reported  to  induce  bradycardia 
in  about  10%  of  patients.  Development  of  asymptomatic 
bradycardia  (<60)  with  an  average  28%  decline  in  heart 
rate  from  baseline  has  been  reported.9  Other  reports  of 
more  serious  disturbances  in  heart  rate  have  resulted  in  the 
practice  of  continuous  cardiac  monitoring  of  patients  with 
preexisting  cardiac  conduction  disturbances  receiving 
paclitaxel  infusions.  There  are  also  reports  of  moderate 
hypotension  during  infusion  in  23%  of  patients. 

Other  toxicities  reported  include  diarrhea,  alopecia  (at 
doses  > 175  mg/m2),  flu-like  symptoms  (fever,  joint  and 
muscle  aches,  fatigue,  and  headache),  nausea,  vomiting, 
mucositis,  and  taste  perversion.7,9 

Place  in  Therapy 

Paclitaxel  has  been  found  to  have  activity  in  a variety  of 
malignant  diseases  including  ovarian  cancer,  nonsmall 
cell  lung  cancer,  breast  cancer,  and  melanoma.  In  Novem- 
ber 1992,  the  Federal  Drug  Administration  approved  an 
investigational  new  drug  (IND)  protocol  for  the  use  of 
paclitaxel  in  patients  with  advanced  ovarian  carcinoma 
refractory  to  platinum  who  had  failed  with  at  least  two 
different  antineoplastic  regimens.13  Investigational  use  of 
paclitaxel  in  breast  cancer,  esophageal  adenocarcinoma, 
urothelial  carcinoma,  germ-cell  tumors,  endometrial  car- 
cinoma, nonlymphocytic  leukemia,  nonsmall  cell  lung 
cancer,  and  advanced  soft  tissue  sarcomas  are  currently 
underway.15 

Dosage,  Administration,  and  Cost 

Paclitaxel  is  insoluble  in  water  and  is  therefore  avail- 
able in  a Cremaphor  EL  and  ethanol  vehicle,  in  vials 
containing  30  mg  paclitaxel/5  mL.  It  is  usually  prepared 
for  administration  by  addition  of  500  to  1000  ml  of  5% 


dextrose  injection  to  the  desired  dose  in  a glass  bottle,  and 
administered  through  nonpolyvinyl  chloride  (PVC)  tub- 
ing (the  Cremaphor  EL  is  known  to  leach  a potentially 
hepatotoxic  and  carcinogenic  substance  from  PVC  tub- 
ing.)16,17 It  should  be  noted  that  paclitaxel  will  appear 
cloudy  when  mixed  with  5%  dextrose  injection  and  to  date 
there  are  no  known  incompatibilities  with  other  drugs.18 

Participants  in  the  FDA  approved  protocol  for  ovarian 
cancer  receive  a starting  paclitaxel  dose  of  135  mg/m2 
infused  over  24  hours  and  repeated  every  three  weeks.9 
The  cost  of  paclitaxel  is  approximately  $150  per  30  mg 
vial  and  each  cycle  of  the  above  regimen  would  cost  about 
$750. 

Conclusion 

Paclitaxel,  Taxol,  is  a new  anticancer  agent  with  a 
unique  mechanism  of  action.  The  most  serious  side  effect 
is  leukopenia  and  it  is  known  to  cause  allergic-type  reac- 
tions, therefore,  premedication  is  recommended  to  pre- 
vent these  allergic  reactions  from  occurring.  Research  is 
currently  being  done  to  find  a less  expensive  and  more 
practical  way  to  obtain  paclitaxel  in  larger  quantities. 
Paclitaxel  has  shown  promise  in  the  treatment  of  and 
offers  new  hope  to  patients  with  advanced  ovarian  cancer 
that  is  resistant  to  traditional  chemotherapy. 
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"Ron's  Rule  — I give 
myself  one  week  to 
meet  new  people  and 
start  having  fun  on  a 
locum  tenens 
assignment.  It  hasn’t 
failed  me  yet.” 

Ron  Richmond,  MD, 
joined  the 
CompHealth  locum 
tenens  medical  staff 
when  he  completed 
his  residency.  He 
wanted  to  travel.  He 
loves  to  meet  people. 
A little  time  off  sounded 
really  good.  And  he  thinks  being  exposed  to  different  types 
of  medical  practice  will  serve  him  well  when  he  returns  to 
his  hometown  to  establish  a community  health  center. 

A singer.  A board-certified  family  practitioner.  A soft- 
spoken  New  Yorker.  Ron  Richmond  knows. . . 

It  s a great  way  to 
practice  medicine 

CompHealth 

Locum  Tenens 

1-800-453-3030 

Salt  Lake  City  ■ Atlanta  ■ Grand  Rapids,  Mich. 


Saturday,  11  June  1994 

Screening  for  Gynecologic  Malignancies: 

Current  Practice  and  Controversies 

A review  of  current  techniques  for  the  diagnosis  of  gynecological  malignancies  for  physicians  and  other 
health  care  professionals  who  are  responsible  for  the  primary  care  of  women. 

Sponsored  by  Yale  University  School  of  Medicine 
Departments  of  Obstetrics  and  Gynecology  and  Diagnostic  Radiology 

Course  Directors 

Peter  E.  Schwartz,  M.D.  Kenneth  J.W.  Taylor,  M.D.,  Ph.D. 

Professor,  Obstectrics  and  Gynecology  Professor,  Diagnostic  Radiology 

8:30  am — 4:30  pm 
Yale  Art  Gallery  Lecture  Hall 
1 1 1 1 Chapel  Street 
New  Haven,  Connecticut 

For  further  information  and  registration  contact  the  Office  of  Postgraduate  and  Continuing  Medical 
Education,  Yale  University  School  of  Medicine,  333  Cedar  Street,  P.O.  Box  208052,  New  Haven,  CT 
06520-8052;  tel  (203)  785-4578;  fax  (203)  785-3083. 
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Yale-New  Haven  Launches  Physician  Referral  Service 
Linking  Public  with  Over  800  Doctors 


Yale-New  Haven  Hospital  has  launched  a physician  referral  service  capable  of  linking  the  public  with 
over  800  Yale  University  and  community  physicians  who  practice  at  Yale  New  Haven  and  The  children’s 
Hospital. 

By  dialing  785-2000,  callers  can  obtain  information  about  general  internists,  obstetricians,  pediatricians, 
and  specialists  who  practice  at  the  medical  center.  The  service,  which  is  free,  may  be  called  Monday  through 
Friday  from  8:00  am  to  4:30  pm. 

“We  estimate  that  of  the  240,000  households  in  Yale-New  Haven’s  primary  and  secondary  market,  that 
one-third  are  looking  for  a doctor  in  a given  year,”  said  Tucker  Leary,  director  of  the  new  service. 
Individuals  looking  for  a doctor  are  doing  so  for  a variety  of  reasons,  Leary  explained,  including  a 
relocation,  a change  in  insurance  status,  and  a change  in  the  family  dynamics,  including  pregnancy,  among 
other  variables. 

“This  new  service  will  take  the  guesswork  out  of  finding  a physician  affiliated  with  Yale-New  Haven 
or  the  Children’s  Hospital,”  Leary  added,  noting  that  the  service  expects  to  handle  between  7,000  and 
12,000  calls  during  its  first  year  of  operation. 

Callers  who  use  the  service  are  matched  with  a physician  or  physicians  who  best  meet  their  individual 
needs,  including  preferred  geographic  location  and  type  of  insurance  coverage.  Other  individual  prefer- 
ences are  also  considered,  such  as  physician  gender  and  any  foreign  language  requirements.  The  system 
reviews  as  much  as  200  bits  of  information  about  each  physician  in  a particular  category  or  specialty, 
selecting  one  or  more  names. 

“Each  search  takes  no  more  than  a few  minutes,”  Leary  noted.  “Specially-trained  counselors  will  make 
appointments  for  callers  who  require  care  within  24  hours.  Those  who  do  not  require  immediate  care  are 
invited  to  contact  the  physician(s)  on  their  own.  As  a reference,  every  referral  is  documented  in  a follow- 
up letter  to  the  caller  reviewing  information  related  on  the  phone.” 

Patients  who  call  the  service  on  the  weekend  or  during  off  hours  may  leave  a voice  mail  message  and 
a counselor  will  return  the  call  first  thing  Monday  morning.  All  acute  care  needs,  regardless  of  the  time  of 
the  call,  will  be  referred  to  the  adult  or  pediatric  emergency  departments  at  Yale-New  Haven. 

The  physician  referral  service  at  Yale-New  Haven  and  The  Children’s  Hospital  may  be  reached  by 
calling  785-2000. 
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A Biologist  Considers  Social  Security 

H.  S.  BURR,  PH.D.,  New  Haven 


The  Author.  The  E.  K.  Hunt  Professor  of  Anatomy, 
The  School  of  Medicine,  Yale  University;  Member, 
Editorial  Board  Connecticut  State  Medical  Journal. 


FOR  THE  past  decade  or  more,  a new  ideology  has  been 
developing  in  this  country.  Its  growth  has  been  gradual. 
Unlike  normal  growth,  however,  it  has  lacked  direction. 
Its  ultimate  goal  has  been  broadly  stated  as  a new  and 
better  way  of  life.  More  recently,  it  has  been  defined  under 
the  general  head  of  “The  Four  Freedoms.”  If,  however,  the 
whole  process  be  examined,  it  is  evident  that  the  goals 
have  not  been  rigorously  defined  nor  are  there  any  signs 
which  indicate  the  route  by  which  these  goals  ca  n be 
attained.  The  whole  program,  as  it  is  set  up,  requires  an  act 
of  faith.  It  demands  emotional  adherence.  In  other  words, 
this  is  wish-fulfillment,  with  scarcely  a sign  of  method, 
least  of  all  of  scientific  method. 

Those  who  oppose  Social  Security  legislation  are  equally 
guilty  of  instinctive  reaction.  Without  expending  much 
thought,  they  quite  bitterly  oppose  the  whole  program  and 
at  once  find  themselves  in  a serious  dilemma.  No  one  can 
quarrel  with  the  hope  for  a new  and  better  way  of  life;  we 
all  want  it.  Even  the  partial  definition  to  be  found  in  “The 
Four  Freedoms”  receives  almost  universal  approval.  To 
oppose  the  program  by  implication  denies  the  validity  of 
the  goal.  This,  of  course,  is  the  major  difficulty.  When 
objectives  are  poorly  defined  or  couched  in  generalities,  it 
is  impossible  to  work  out  the  necessary  means  by  which 
the  ultimate  objective  is  to  be  reached.  The  totalitarians, 
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no  doubt,  also  wish  for  a newer  and  better  way  of  life,  but 
obviously  we  completely  disapprove  of  the  route  by  which 
they  hope  to  reach  that  happy  ending.  Thus  it  is  quite  clear 
that  it  is  not  enough  to  hope  wishfully  for  an  indeterminate 
good.  On  the  contrary,  it  is  vitally  necessary  that  the 
ultimate  value  be  as  rigorously  described  and  defined  as 
present  circumstances  permit;  the  definition  to  rest  squarely 
on  some  theory  of  man’s  ultimate  place  in  the  Universe. 
With  such  a working  hypothesis,  it  is  possible  to  derive  a 
series  of  logical  deductions  which  can  then  be  tested  in  the 
fire  of  human  experience  with  consequent  validation  or 
rejection  of  first  principles.  This  is  the  method  of  science. 
It  is  slow  and  laborious  but,  so  far  as  we  know,  is  the  surest 
pathway  to  truth  which  the  mind  of  man  can  tread. 

If  now,  the  basic  concepts  of  those  who  would  set  up  the 
Social  Security  Program  are  examined,  there  is  found  no 
adequate  exposition  of  theory,  or  no  definition.  An  analy- 
sis of  the  proposals,  however,  forces  the  belief  that  there 
is  a fundamental  principle,  the  logical  consequence  of 
which  is  Social  Security  legislation.  It  is  clear  that  the 
proponents  make  one  fairly  simple  assumption.  This  is, 
that  the  human  organism,  from  the  moment  of  conception, 
is  entitled  not  only  to  “Life,  liberty,  and  the  pursuit  of 
happiness,”  but  also  to  free  bed  and  board,  such  as  it  is,  and 
complete  protection  from  all  the  exigencies  of  life,  how- 
ever incurred.  Every  individual,  according  to  this  view- 
point, must  be  protected  not  only  from  the  perils  of 
existence,  but  also  from  the  consequences  of  his  own 
failures.  Stated  this  way,  the  entire  ideology  sounds  rea- 
sonable and  possibly  desirable.  The  proponents  seek  to 
strengthen  the  position  taken  by  calling  the  whole  devel- 
opment “liberal  humanitarianism.”  This  is  an  example  of 
the  fond  and  widely  held  belief  that,  by  attaching  a high- 
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sounding  label  to  a bill  of  goods,  the  things  sold  acquire 
virtue  from  that  label.  Such  labelling  has  the  added  advan- 
tage of  forcing  those  opposed  into  the  ranks  of  the  anti- 
social. 

A second  logical  consequence  of  the  fundamental  prin- 
ciple lies  in  the  fact  that  in  some  way  or  other  this  program 
must  be  financed.  To  this  end,  it  is  planned  to  tax  every- 
one, above  a certain  economic  level,  an  amount  sufficient 
to  meet  the  bills.  In  other  words,  the  integrity,  indepen- 
dence, and  intelligence  of  a part  of  the  population  is  to  be 
taxed  to  support  those  who  have  none  of  these  attributes. 
It  is  clear  that  this  whole  program  is  essentially  collectiv- 
ist. This  is  admitted  by  some  who  have  considered  the 
matter,  for  they  argue  that  examination  of  the  history  of 
civilization  shows  that  with  the  passage  of  time,  individu- 
als of  the  human  race  have  been  collecting  into  ever  larger 
groups.  It  is  argued  that  this  means  that  there  is  an 
evolution  in  social  organization  analagous  to  the  evolu- 
tion of  biological  systems.  They  point  out  that  originally 
the  first  biological  group  organization  was  a collection  of 
independent  units.  With  the  passage  of  time,  division  of 
labor  arose  in  these  colonies  and  eventually  many-celled 
animals  appeared  consisting  no  longer  of  independent 
units  but  of  highly  specialized  cells  subservient  to  the 
organization  of  the  whole  animal.  If  this  is  the  direction 
civilization  is  to  take,  then  you  and  I,  as  individuals,  must 
give  up  individual  freedom  for  the  sake  of  the  group  as  a 
whole.  The  Social  Security  Program  becomes,  then,  a step 
in  this  direction. 

Reasonable  as  this  concept  may  appear  to  be,  it  contains 
one  serious  fallacy.  While  it  is  true  that  in  man  individual 
cells  lose  much  of  their  freedom  in  order  to  serve  the  whole 
organism,  it  is  equally  clear  that  these  cells  are  obeying 
fundamental  biological  laws.  The  laws  which  bind  to- 
gether the  individuals  in  the  new  ideology  are  not  laws  of 
the  Universe  but  man-made  laws  and  are,  therefore,  change- 
able, uncertain  and  at  best  only  occasionally  reliable. 
Biologically,  the  new  and  better  life  so  proposed  is  not 
new.  Mother  Nature  tried  it  out  on  the  social  insects  long 
ago.  While  successful  enough  among  those  forms  to 
permit  survival,  it  did  not  lead  to  the  development  of  the 
most  valuable  single  characteristic  that  man  possesses — 
individuality. 

As  a matter  of  fact,  it  becomes  quite  clear  that  those 
opposed  to  the  new  order  can  make  a good  case  for 
themselves.  It  has  been  adequately  stated  in  the  Constitu- 
tion of  the  United  States.  The  country  was  established  on 
the  conviction  that  the  most  valuable  thing  in  the  world  is 
individual  liberty.  Our  forefathers  knew,  as  every  biolo- 
gist knows,  that  the  one  property  which  differentiates  man 
from  all  other  animals  is  his  differentness.  Moreover,  our 
ancestors  held  it  to  be  self-evident  that  man  was  created 


free  and  equal.  Just  what  was  meant  by  “free  and  equal” 
has  been  a subject  of  much  debate.  Some  have  Interpreted 
it  literally.  Biologists  and  most  thinking  people  are  aware 
that  this  interpretation  is  dangerous.  No  one  is  free  from 
inherited  patterns.  We  are  constrained  to  act  in  certain 
ways  by  the  particular  piece  of  nervous  machinery  which 
we  have  received  from  our  parents.  No  two  of  these 
machines  are  ever  equal,  nor  do  they  ever  permit  of 
complete  freedom.  However,  it  cannot  be  denied  that 
ideally  every  human  organism,  whatever  its  native  equip- 
ment or  situation,  should  have  free  and  equal  opportunity 
to  develop  to  the  utmost  extent  the  powers  which  it 
possesses.  It  becomes,  therefore,  the  duty  of  free  men  to 
see  to  it  that  both  individually  and  collectively  nothing  is 
done  to  destroy  that  freedom  or  to  limit  equality  of 
opportunity.  It  does  not  mean  that  any  small  group  of  men, 
free  or  bond,  should  legislate  the  character  and  nature,  of 
that  freedom  or  equality.  This  basic  idea  rests,  of  course, 
on  three  attributes  of  human  nature,  without  which  noth- 
ing can  be  expected  of  man.  Our  Colonial  ancestors  had 
such  characteristics  to  a limited  extent;  presumptively 
there  are  individuals  still  here  and  there  who  possess  them. 
They  are  no  longer  fashionable,  however,  and  in  general 
they  are  looked  at  askance.  These  three  attributes  can  be 
variously  defined,  but  in  simple  form  can  be  said  to  be 
integrity,  independence,  and  intelligence.  This  is  not  the 
place  to  define  these  terms  in  detail;  common  sense  should 
provide  an  adequate  understanding.  If  the  human  animal 
could  develop  these  three  aspects  of  behavior  there  would 
be  no  need  for  security  legislation.  With  them,  civilization 
can  go  forward;  without  them  it  can  only  regress. 

It  will  be  noted  that  this  whole  attitude  of  mind  is 
antithetical  to  that  of  the  collectivists.  The  latter  would 
substitute  legislative  procedure  for  those  three  basic  stan- 
dards. It  will,  of  course,  be  asserted  that  the  Social  Security 
Program  does  not  entail  the  disapproval  of  these  three 
virtues.  It  is  true,  of  course,  that  they  are  not  mentioned. 
However,  it  is  obvious  that  the  Social  Security  Program 
has  as  its  goal  the  safety  and  protection  of  man.  The  goal 
of  those  opposed  to  this  view  seek  the  enlargement  of  the 
individual  and  through  the  individual  the  advance  of 
civilization.  This  is  a goal  to  strive  for,  not  one  toward 
which  man  must  be  driven.  This  is  a hope  for  mankind,  not 
a salve  for  his  wounds.  To  be  sure,  this  is  “rugged  indi- 
vidualism,” the  one  unique  characteristic  of  man  which 
differentiates  him  from  all  other  animals.  It  is  also  the 
direction  of  progress.  Those  who  are  opposed  to  this 
whole  program  must  agree  on  basic  assumptions,  must 
draw  up  a program  of  logical  consequences  of  those 
assumptions  and  plough  ahead  as  individuals  toward  what 
can  and  must  be  a better  life.  No  one  knows  enough  to 
draw  a blueprint  for  this  kind  of  program. 
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Some  Remarks  by  the  Student  to  the  Source  of  His  Knowledge 


In  the  first  decade  of  this  century  the  Carnegie  Foundation  for  the  Advancement  of 
Teaching  decided  it  would  support  a study  of  the  quality  and  characteristics  of  the 
education  of  the  members  of  a profession.  The  law  and  the  ministry  did  not  desire  to 
participate,  but  medicine  was  willing  to  be  the  third  choice. 

Simon  Flexner,  Director  of  Laboratories  of  the  Rockefeller  Institute  of  Medical 
Research  had  a younger  brother,  Abraham,  who  had  a BA  from  Johns  Hopkins  and  was 
running  a boy’s  prep  school  in  Louisville.  So  Carnegie  gave  Abe  the  job.  He  soon 
discovered  that  of  the  155  medical  schools  in  the  United  States  only  16  required  two 
years  of  college,  only  two  a baccalaureate  degree  (which  they  sometimes  waived).1 

He  found  that  when  graduates  applied  for  positions  in  the  military,  the  U.S.  Navy 
rejected  half,  the  Marine  Corps  85%.  Many  schools  were  for-profit  diploma  mills. 
Flexner’ s report  of  medical  education  in  the  United  States  and  Canada  was  published 
in  1910.  Eli  Ginzberg  viewed  this  product  as  follows: 

“ In  the  entire  history  of  this  country  it  is  hard  to  find  a more  influential  social  tract.. . . These  reforms  resulted  in  all 
future  physicians  receiving  a sound  grounding  in  the  biological  under  pinnings  of  medicine,  in  carefully  graded 
educational  experiences,  and  in  well-supervised  post  graduate  training.”2 

Now.  in  the  world  of  the  1990s  no  finer  academic  institutions  exist  than  the  medical  schools  of  our  nation,  no  more 
sacred  citadels  of  all  that  is  expected  of  academe — research,  teaching,  scientific  integrity,  contributions  to  society. 
As  we  reform  health  care  these  schools  are  as  much  at  risk  as  the  practice  of  medicine  itself.  How  easy  to  cut  off  their 
funds,  redirect  their  research  efforts,  curtail  their  academic  excellence,  dim  the  pure  white  light  in  which  we  ourselves 
were  nurtured. 

Does  this  mean  the  schools  need  not  change  at  all?  No — they  have  been  doing  that  since  1910.  What  are  some  of 
the  directions  we  hope  they’ll  move  in  soon? 

1)  They  must  become  competitive  in  the  world  of  managed  care.  Whether  the  government  or  private  sectors  do  it, 
competition  is  here  to  stay,  for  it  cannot  long  be  suppressed  in  a capitalist  republic. 

2)  As  they  master  the  art  of  such  practice  they  must  teach  it  to  their  students  and  graduates  so  they  too  can  survive 
in  the  years  to  come. 

3)  They  must  lead  the  way  in  developing  scientifically  valid  outcome  studies  of  our  efforts.  These  will  establish  the 
rationale  for  course  correction  as  the  medical  system  evolves. 

4)  They  must  never  abandon  their  academic  purposes,  and  we — their  graduate  practitioners — must  see  to  it  that 
society  does  not  abandon  its  support  of  their  efforts. 

Oh  yes,  and  5)  They  must  include  in  all  they  do  and  teach  (as  must  we)  a full  measure  of  sensitivity  for  the  patient 
who  in  the  end  is  all  we  and  they  are  about. 

We,  the  LMD  (Local  Medical  Doctor)  and  they,  the  LMS  (Local  Medical  School)  we  attended  must  begin  to  support 
each  other  in  innovative  ways  after  we  part  company  at  graduation.  What  we  are  and  what  they  are,  what  we  can  be  and 
what  they  can  be  have  mutually  synergistic  potential  in  this  perplexing  time  of  health-care  reform. 
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“Filling  out  insurance  forms  gives  my  patients 
a pain  in  the  neck.” 

—Dr.  Patrick  J.  Carolan,  Orthopedics,  Bridgeport,  CT 


“Good  medical  care  was  once  as  easy  as  seeing  your  doctor. 
Complications  set  in.  Forms  to  fill  out.  Deductibles.  Hidden  costs.  Partial 
coverage.  Non-medical  intrusions  into  the  patient-physician  relationship.” 

“Doctors  decided  to  do  something  about  it.  Through  our  State  Medical 
Society,  we  first  created  CSMS-IPA,  Connecticut's  only  statewide  I PA. 
Then  we  launched  M.D.  Health  Plan,  based  on  a simple  principle:  The  best 
medicine  for  patients  is  practiced  by  physicians — not  insurance  companies, 
not  benefit  managers,  not  cost  analysts.” 

“It  worked!  Now  the  fastest  growing  health  plan  in  Connecticut  and  the 
choice  of  over  1 15,000  patients,  our  company  is  100%  owned  and  100% 
directed  by  practicing  physician.  Why  not?” 

Patrick  Carolan,  M.D. 
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REFLECTIONS  ON  MEDICINE 


Imagine  a Simpler  Way 

ROBERT  U.  MASSEY,  M.D. 


IN  academic  administration,  Jacques  Barzun,  former 
Provost  of  Columbia  University,  said  the  first  rule  could 
be  stated  in  one  word:  SIMPLIFY.  David  Thoreau  said  it, 
too:  “Our  life  is  frittered  away  by  detail.... Simplify,  sim- 
plify.” Even  Albert  Einstein’s  “conceptual  system  [was] 
built  on  premises  of  great  simplicity.”1 

As  I try  to  imagine  a new  system  for  paying  for  medical 
care,  two  principles  recur:  cover  everyone  for  basic  care 
and  keep  it  simple.  But  as  I try  to  imagine  the  proposals 
being  considered,  I believe  I understand  them  if  only  they 
will  hold  still  long  enough,  but  once  they  go  into  action  in 
my  mind,  as  they  must  in  reality,  everything  breaks  down. 
For  that  reason  others,  far  more  expert  than  I,  surely  share 
some  of  my  concern.  Any  plan  that  does  not  embody  a 
simple,  elegant,  and  convincing  solution  to  well-defined 
problems  will  never  survive  intact  the  manhandling  it  will 
have  to  take  from  experts  and  the  Congress,  and  will 
neither  improve,  nor  even  sustain,  the  quality  of  care  nor 
control  costs. 

Perhaps  in  this  late  20th-century  a simple  anything  is  a 
vain  hope.  Others  have  observed  that  the  second  law  of 
thermodynamics  does  not  obtain  in  human  society;  en- 
tropy, rather  than  increasing,  decreases.  Animal  societies 
also  tend  toward  complexity,  but  only  until  some  neutral 
point  is  reached  where  numbers  and  organization  reach  a 
more  or  less  stable  equilibrium.  Our  hubris,  lust  for  power, 
and  our  terrible  fecundity  make  that  kind  of  ideal  rest- 
point  for  our  species  forever  impossible. 

And  now  there  is  talk  of  an  information  highway,  as 
though  we  were  not  already  overwhelmed  by  more  facts 
than  we  can  use:  random  facts  (data?)  often  directed 

ROBERT  U.  MASSEY,  M.D.,  Professor  Emeritus,  Division  of 
Humanistic  Studies,  Department  of  Community  Medicine  and  Health 
Care,  University  of  Connecticut  School  of  Medicine,  Farmington. 


nowhere  and  to  no  one  in  particular.  Television  screens 
and  FAX  machines  and  ubiquitous  telephones  with  their 
chattering  voice  mail  are  never  rest.  We  need  a knowledge 
highway,  but  knowledge  is  harder  to  access  than  random, 
unrelated,  and  irrelevant  facts.  For  health  care  reform  that 
is  more  than  price,  price,  and  price,  we  need  better  infor- 
mation about  outcomes,  information  like  that  reported 
recently  suggesting  that  coronary  bypass  surgery,  coro- 
nary angioplasty,  and  medical  therapy  after  the  passage  of 
a year  are  remarkably  equivalent  in  outcome.2  Information 
to  solve  problems  and  knowledge  that  leads  to  good 
judgment  are  what  is  wanted,  not  just  noisy,  jostling  facts 
about  everything  and  nothing  roaring  along  just  outside 
the  windows  of  our  consciousness. 

Scientific  research  is  subject  to  fashion,  economics,  and 
politics;  witness  the  passing  of  the  supercollider  and  the 
growing  nervousness  about  mapping  the  human  genome. 
More  and  more  our  journals  are  paying  attention  to  out- 
comes of  procedures  and  therapy  that  we  had  thought 
rested  upon  the  bedrock  of  science.  We  may  be  entering  a 
new  period  of  “radical  empiricism,”  questioning  whether 
much  of  what  we  do  really  works,  just  as  Pierre  Louis  in 
the  1820s  dared  to  question  blood-letting  for  inflamma- 
tory diseases  such  as  pneumonia  and  erysipelas.  I like  to 
think  that  we  will  question,  as  Louis  did,  because  we  are 
curious  about  and  suspicious  of  some  current  medical 
practices.  Empiricism  may  be  the  natural  sequence  to  an 
excess  of  theorizing,  especially  in  revolutionary  times,  as 
it  was  in  the  early  1 8th-century . But  radical  empiricism  is 
a requirement  when  resources  are  limited. 

The  requirement  to  limit  expenditures  in  medical  care 
will  drive  the  work  in  outcomes  research,  maybe  even 
inducing  parsimony  in  the  use  of  technology.  I heard  a 
clinician  tell  a group  of  students  and  house  officers  that  “a 
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YOCCW 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B -adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient’s  sensitive  to  the  drug,  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1'2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 3'4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  ’/a  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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test  that  yields  a negative  result  is  an  assault  on  the 
patient!”  Of  course  he  overstated  it,  but  a radiologist 
recently  questioned,  “Why  a portable  chest  on  ICU  pa- 
tients every  day?  Even  every  36  hours  would  save  money! 
And  have  they  forgotten  how  to  use  a stethoscope?”  There 
are  a hundred  small  research  projects  waiting  to  be  done  in 
every  hospital  and  outpatient  department  to  demonstrate 
how  adequate,  even  superior,  medical  care  can  be  pro- 
vided with  fewer  resources,  reducing  assaults  on  patients, 
their  pocketbooks,  and  the  national  economy,  and  making 
clinical  medicine  an  intellectual  challenge  again. 

Perhaps  the  virtue  in  limiting  resources  would  be  to 
compel  us  to  imagine  and  then  to  build  a less  extravagant, 
more  efficient,  and  simpler  system  of  medical  care.  Find- 
ing the  means  within  a trillion  dollar  budget  to  provide 
first-rate  care  to  everyone  while  disciplining  resource 
growth  to  population  growth  and  dollar  inflation  just 
might  inspire  20th-century  Pierre  Louises  all  over  the 
place! 
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CALL  FOR  PAPERS 

Members  of  the  Connecticut  State  Medical  Society 
reading  papers  before  other  organizations  are 
requested  to  submit  their  papers  to  the  JOURNAL 
for  consideration  by  the  Board  of  Editors  for 
publication.  Authors  preparing  manuscripts  for 
submission  to  Connecticut  Medicine  should  consult 
Information  for  Authors.  This  material  may  be 
obtained  from  most  issues  of  Connecticut  Medicine 
or  from  the  Journal  office.  Adherence  to  the 
instructions  will  prevent  delays  both  in  acceptance 
and  in  publication.  All  papers  on  computer  should  be 
submitted  on  floppy  disk  along  with  the  hardcopy. 

Please  send  them  to: 

Robert  U.  Massey,  M.D. 

Connecticut  Medicine 
160  St.  Ronan  Street 
New  Haven,  CT  06511 
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MEDICAL  NEWS  CAPSULES 


This  Month’s  Reading  in  Review 


• Health  and  business  groups  announced  on  February 
15  the  formation  of  the  Health  Care  Liability  Alliance.The 
group  will  work  to  ensure  that  health  reform  legislation 
“includes  reasonable  and  fair  medical  liability  provi- 
sions” since  it  feels  “there  can  be  no  effective  national 
health  care  reform  without  health  liability  reform. . . .’’The 
group  advocates  liability  provisions  similar  to  California’ s 
Medical  Injury  Compensation  Reform  Act  (MICRA)  .... 
Members  of  the  alliance  include  “health  professionals  and 
providers,  pharmaceutical  and  device  manufacturers,  blood 
services  providers  and  business.” 

• The  nation’ s capital  has  been  voted  the  worst  place  in 
the  nation  in  terms  of  getting  sued,  according  to  a survey 
by  Forbes  magazine  in  the  Jan.  17  issue.  (Connecticut 
ranked  No.  12)  According  to  the  report,  the  greatest 
concentration  of  litigiousness — lawsuits  stemming  from 
car  accidents  to  medical  malpractice — is  in  the  Northeast, 
while  the  Midwest  and  Rocky  Mountain  states  have  lower 
levels.  The  state  with  the  fewest  lawsuits:  Utah,  followed 
by  Indiana,  North  Dakota,  Kansas,  and  South  Dakota. 
USA  Today  (15  December  1993) 

• “At  least  $140  billion  of  the  estimated  $1  trillion 
spent  on  health  care  in  the  U.S.  in  1994  will  be  attributable 
to  substance  abuse  and  addiction.  More  than  $7.4  billion 
of  the  estimated  $41  billion  in  inpatient  Medicaid  spend- 
ing for  1994  can  be  traced  directly  to  smoking,  chewing 
tobacco,  alcohol,  and  drug  abuse.”  Joseph  Califano,  Former 
HEW  secretary  & current  president  of  Columbia 
University’s  Center  on  Substance  Abuse  & Addictions 

• “Violence  is  the  cause  of  very  expensive  medical 
care  for  people  who  are  uninsured  or  underinsured.  Vio- 
lence is  not  just  a criminal  justice  problem;  it’s  a health 
care  problem.”  Attorney  General  Janet  Reno  in  the  Wash- 
ington Post  (29  November  1993) 

• “A  single  crime — related  injury  costs  an  average  of 
$41,000  for  medical  and  psychological  problems  and  the 
nation’s  toll  is  more  than  $20  billion  a year  for  gunshot 
wounds  alone.  Add  all  the  injury — causing  crimes  that 


TIMOTHY  B.  NORBECK,  Executive  Director,  Connecticut  State 
Medical  Society. 


occur  in  a single  year  and  the  bill  to  society...  is  $202 
billion  over  the  victims’  lifetimes.”  Health  Affairs  (Spring, 
1994) 

• Some  36%  of  the  public  and  43%  of  business  leaders 
believe  that  protecting  medical  record  privacy  is  abso- 
lutely essential  for  health  care  reform. Washington  Post 
(8  February  1994) 

• The  percentage  of  children  living  in  poverty  in  the 
United  States  is  more  than  double  that  of  other  major 
industrialized  nations... More  than  one  in  five  U.S.  kids 
live  in  poverty.  Education  Week  (December  1993) 

• Every  30  seconds  a baby  is  born  in  poverty .. ..Every 
34  seconds  a baby  is  born  to  a mother  who  did  not  graduate 
from  high  school. . ..Every  five  minutes  a child  is  arrested 
for  a violent  crime.  Boston  Globe  (6  February  1994) 

• Fewer  than  1%  of  the  nation’s  82,000  schools  has  a 
health  clinic.  Robert  Wood  Johnson  Foundation 

• Those  aged  85  and  over  spend  twice  as  much  per 
capita  on  hospital  care  as  the  young  elderly  (ages  65  to  69); 
on  nursing  home  care  they  spend  more  than  20  times  as 
much.  Hudson  Institute’s  “The  Curable  Crisis.” 

• A new  study  finds  that  women  who  drink  between 
one  and  one-half  and  three  cups  of  coffee  a day  during 
pregnancy  double  their  risk  of  a miscarriage;  consumption 
of  more  than  three  cups  a day  triples  the  risk.  JAMA  (22- 
29  December  1993) 

• When  Andy  Hansen  brought  home  a report  card  with 
a disappointing  C in  math,  instead  of  grounding  him  or 
sending  him  to  a tutor,  his  parents  sued  the  teacher.  After 
a year  and  six  different  appeals  within  the  school  district, 
another  year’ s worth  of  court  proceedings,  $4,000  in  legal 
fees  paid  by  the  Hansens,  and  another  $8,500  by  the 
district,  the  couple  got  their  own  report  card  from  the 
Superior  Court  judge  that  the  C stands. 

• The  student’s  father  now  plans  to  take  the  case  to  the 
State  Court  of  Appeals.  “We  went  in  and  tried  to  make  a 
deal,”  he  said.  “They  wanted  a C,  we  wanted  an  A,  so  why 
not  compromise  on  a B?  But  they  dug  in  their  heels,  and 
here  we  are.”  From  an  article  in  the  San  Francisco  Exam- 
iner and  the  Forbes  (7  February  1994) 
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IN  MEMORIAM 


ALDERMAN,  DONALD  B.,  Long  Island  College  of 
Medicine,  1946.  Dr.  Alderman  opened  his  private  practice 
in  New  Haven  in  1949,  specializing  first  in  general  sur- 
gery, then  in  vascular  surgery  until  his  retirement  in  1990. 
He  was  a member  of  the  New  Haven  County  Medical 
Association,  the  Connecticut  State  Medical  Society  and 
the  American  Medical  Association.  Dr.  Alderman  died  27 
February  1994  at  the  age  of  72. 

CLARKE,  CLEMENT  C.,  Yale  University  School  of 
Medicine,  1932.  Dr.  Clarke  was  in  private  practice  as  an 
ophthalmologist  in  New  Haven  and  was  associated  with 
the  clinical  program  at  the  Yale  University  School  of 
Medicine  until  1969.  He  was  a member  of  the  New  Haven 
County  Medical  Association,  the  Connecticut  State  Medi- 
cal Society  and  the  American  Medical  Association.  Dr. 
Clarke  died  17  February  1994  at  the  age  of  90. 

CURLEY,  JR.,  WILLIAM  H.,  Cornell  University 
Medical  School,  1938.  Dr.  Curley  was  chief  of  the  depart- 
ment of  surgery  at  St.  Vincent’s  Hospital  from  1952  to 
1974.  He  was  also  a consultant  in  surgery  at  Bridgeport 
Hospital  and  Park  City  Hospital  and  served  as  chairman  of 
the  Bridgeport  Dispensary  Board  for  several  years.  Dr. 
Curley  was  active  in  many  medical  organizations,  serving 
as  governor  of  the  American  College  of  Surgeons,  past 
president  of  the  Connecticut  Society  of  American  Board 
Surgeons  and  past  president  of  the  Connecticut  Chapter  of 
the  American  College  of  Surgeons.  He  was  a member  of 
Fairfield  County  Medical  Association,  the  Connecticut 
State  Medical  Society  and  the  American  Medical  Associa- 
tion. Dr.  Curley  died  27  February  1994  at  the  age  of  79. 

GRUBIN,  SAMUEL,  School  of  Medicine  of  the  Royal 
Colleges,  Edinburgh,  Scotland,  1936.  Dr.  Grubin  worked 
10  years  as  a dentist  prior  to  returning  to  medical  school, 
embarking  on  his  career  as  a maxilla-facial  surgeon.  In 
1941,  he  voluntarily  joined  the  United  States  Army  as  a 
military  doctor  in  World  War  II,  serving  five  years  as  a 
surgeon  in  the  evacuation  hospitals.  In  1946,  Dr.  Grubin 
returned  to  a general  practice  in  New  York,  from  which  he 
retired  in  1970.  In  1971,  Dr.  Grubin  became  Southbury’s 
town  director  of  health,  serving  until  1985.  He  was  a 
member  of  the  New  Haven  County  Medical  Association, 
the  Connecticut  State  Medical  Society  and  the  American 
Medical  Association.  Dr.  Grubin  died  14  January  1994  at 
the  age  of  95. 


HADDAD,  FRED  M.,  Y ale  University  School  of  Medi- 
cine, 1943.  Dr.  Haddad  maintained  a general  practice  in 
Ansonia  for  50  years.  ~e  was  a member  of  the  New  Haven 
County  Medical  Association,  the  Connecticut  State  Medi- 
cal Society  and  the  American  Medical  Association.  Dr. 
Haddad  died  29  January  1994  at  the  age  of  76. 


LOE  WENBERG,  PETER  C.,  Friedrich- Wilhelm  Uni- 
versity Medical  School,  Berlin,  1939.  Dr.  Loewenberg 
maintained  a general  practice  in  East  Hartford  from  1955 
until  his  retirement  in  1984.  He  was  a member  of  the 
Hartford  County  Medical  Association,  the  Connecticut 
State  Medical  Society  and  the  American  Medical  Associa- 
tion. Dr.  Loewenberg  died  3 January  1 994  at  the  age  of  70 


MURPHY,  EDWARD  F.,  Tufts  University  School  of 
Medicine,  1955.  Dr.  Murphy  served  as  medical  director 
for  Combustion  Engineering  in  Windsor  for  30  years  until 
his  retirement  in  1991.  Prior  to  that,  he  was  in  private 
practice  in  Windsor.  Dr.  Murphy  was  a member  of  the 
Hartford  County  Medical  Association,  the  Connecticut 
State  Medical  Society  and  the  American  Medical  Associa- 
tion. Dr.  Murphy  died  1 February  1994  at  the  age  of  66. 


POUTAS,  JOHN  J.,  Harvard  Medical  School,  1930. 
Prior  to  his  retirement,  Dr.  Poutas  maintained  a small, 
private  practice  in  Old  Greenwich  and  was  director  of 
Lever  Brothers  Company  in  New  York  City  from  1948  to 
1970.  He  was  a member  of  the  Fairfield  County  Medical 
Association,  the  Connecticut  State  Medical  Society  and 
the  American  Medical  Association.  Dr.  Poutas  died  13 
December  1993  at  the  age  of  88. 


SANDLER,  MELVIN  J.,  Tulane  University  School  of 
Medicine,  1955.  Prior  to  his  retirement  in  1989,  Dr. 
Sandler  was  a Willimantic  obstetrician  and  gynecologist. 
Dr.  Sandler  was  a former  president  of  the  Greater  Hartford 
Obstretrical  Society  and  was  on  the  staff  of  the  University 
of  Connecticut  School  of  Medicine  and  Windham  Com- 
munity Memorial  Hospital.  He  was  a member  of  the 
Windham  County  Medical  Association,  the  Connecticut 
State  Medical  Society,  where  he  was  a member  of  the 
Committee  on  Maternal  Morbidity  and  Mortality,  and  the 
American  Medical  Association.  Dr.  Sandler  died  22  De- 
cember 1993  at  the  age  of  62. 
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BOOK  REVIEW 


Empathy  and  the  Practice  of  Medicine 

Edited  by  Howard  Spiro,  Mary  G.  McCrea  Cumen, 

Enid  Peschel,  and  Deborah  St.  James,  xi,  208  pp. 

New  Haven  and  London,  Yale  University  Press,  1993. 
$20.00.  ISBN  0-300-05640-3. 

Empathy  is  a word  I often  use  carelessly  to  mean 
sympathy,  compassion,  or  understanding;  my  thesaurus 
lets  me  do  that,  but  at  times  I have  sensed  that  empathy 
implies  something  more  “inner”  than  those  other  words. 
This  excellent  collection  of  essays  on  empathy  in  medi- 
cine clarifies  by  example,  story,  and  poem  how  essential 
this  inner  vision  is  to  the  practice  of  our  art. 

Empathy  is  a 20th-century  word  (1912),  a translation  of 
the  German  word,  Einfiihlunq,  first  used  by  Theodor 
Lipps  in  1903  to  signify  projecting  oneself  into  a work  of 
art  in  order  to  understand  the  artist’s  meaning.  I found  a 
Greek  word,  empathes,  that  means  “a  state  of  emotion,  or 
much  affected,”  but  Jeanne  Levasseur  and  David  Vance 
derived  empathy  not  from  empathes  but  from  ematheia 
which  comes  from  a verb  “to  learn  by  inquiry,  to  perceive, 
to  comprehend.”  After  reading  these  essays,  I came  to 
recognize  both  of  these  meanings:  empathy  is  indeed  an 
emotional  state  of  mind  that  may  allow  us  to  perceive 
emotions,  ideas,  concerns,  and  suffering  (pathe)  in  an- 
other, as  though  we  had  entered  into  the  consciousness  of 
the  other.  No  mystery  is  involved,  but  rather  it  is  being 
sensitive  to  minimal  clues,  a talent  my  dog  has  developed 
more  keenly  than  most  human  beings  I know. 

The  editors  of  Empathy  and  the  Practice  of  Medicine 
have  assembled  this  collection  of  17  essays  by  20  authors 
to  probe  the  meaning  for  doctors  and  nurses  of  this  “power 
of  projecting  one’s  personality  into  the  object  of  contem- 
plation, and  so  fully  understand  it”  (Selzer).  Only  one 
contributor  (Landau)  argues  that  “Effective  physicians 
...will  be  sensitive,  sympathetic,  imperturbable,  under- 
standing, and  occasionally  empathic,  but  by  far  the  least 
of  these  traits  will  be  empathy.”  The  other  essayists,  of 
course,  strongly  dissent,  but  are  not  all  in  agreement  about 
the  way  empathy  works  in  the  care  of  patients.  Some  see 
it  as  another  clinical  skill,  of  deriving  meaning  from  the 
patient's  narrative;  others  as  a means  of  comforting, 
healing,  soothing  (Kramer),  and  relieving  pain.  For  Peter 
Kramer  empathy  is  the  essence  of  “self-psychology,”  a 
form  of  non-Freudian  psychoanalysis;  others  recognize 
that  empathy  and  scientific  medicine  are  complementary, 
that  either  one  without  the  other  leads  to  disaster  (Glick, 


Richard  and  Enid  Peschel).  To  feel  empathy  for  another 
person,  to  share  fear  and  anxiety,  to  perceive  what  our 
patients  perceive,  and  in  their  way,  allow  us  “to  feel 
satisfied,  generous,  and  at  peace”  (Charon).  The  poet 
Percy  Shelley,  Rita  Charon  reminds  us,  wrote  that  the 
imagination  is  the  “great  instrument  of  moral  good,”  and 
Shimon  Glick,  contrasting  empathy  with  the  “modem 
narcissistic  world  view,”  has  found  it  often,  though  not 
exclusively,  “among  those  with  a deeply  religious  com- 
mitment,” and  calls  us  to  remember  Albert  Schweitzer 
and  Mother  Teresa. 

We  are  often  asked  why  the  humanities  are  important  to 
medicine,  and  whether  a few  discussions  and  readings  in 
ethics,  literature,  or  history  makes  any  difference  to  stu- 
dents immersed  already  in  a dense,  cluttered  curriculum. 

Literature  can  substitute  for  the  inexperience  of  the 
young  medical  student  (Reiser);  “‘Pathography’  the  sto- 
ries of  illness  from  the  inside,  help  nourish  empathy,” 
observes  Howard  Spiro,  “. . .to  read  great  works  of  fiction 
is  to  widen  experience.”  Harold  Morowitz,  supporting 
this  point  of  view,  suggests  a “thorough  evaluation  of 
medical  school  requirements  and  the  undergraduate 
experience.... a National  Research  Council  Study  under 
the  Supervision  of  the  National  Institute  of  Medicine  and 
funded  by  the  National  Center  of  Research  Resources  of 
the  National  Institutes  of  Health.  How’s  that  for  a sugges- 
tion?” 

I once  suggested  to  a curriculum  planning  group  that 
students  might  learn  far  more  psychology  from  Shakespeare 
than  from  a course  in  behavioral  science.  Stanley  Reiser 
notes  that  Thomas  Sydenham  recommended  Don  Quixote. 
Good  writers  must  get  inside  their  characters’  heads  or 
their  stories  have  no  authenticity;  lacking  empathy,  a 
physician  may  diagnose  the  patient’s  disease  but  never 
understand  her  illness.  Aristotle  recognized  this  over  two 
millenia  ago:  “If  then  a physician  without  experience  has 
the  theory  and  knows  the  general  principle  but  not  the 
individual  covered  by  it,  he  will  often  go  wrong  with  his 
treatment,  for  the  individual  is  what  he  has  to  cure” 
{Metaphysics). 

Empathy  as  a way  of  knowing  is  so  commonplace,  so 
everyday,  that  we  forget  it  is  there  to  use:  “put  yourself  in 
my  shoes,”  “try  to  see  it  my  way,”  “how  would  you  feel  if 
this  were  happening  to  you?”  Some,  more  advanced  in  the 
almost  mystical  art  of  uniting  with  the  self  of  another, 
would  claim  that  it  is  even  possible  to  bear  that  other’s 
burden,  take  on  another’s  fear,  or  pain,  or  sorrow.  Charles 
Williams  in  his  novels  tells  of  this  kind  of  love,  but  warns 
us  of  its  terrible  cost. 

Nothing  quite  like  that  has  been  suggested  by  the 
authors  in  Empathy  and  the  Practice  of  Medicine.  They 
tell  us  that  we  need  only  to  sharpen  a sense  we  already 
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possess  but  may  have  allowed  to  atrophy,  being  almost 
hopelessly  seduced  by  our  technology,  its  images  and 
numbers,  convinced  of  its  “reality”  and  our  “logico- 
scientific”  way  of  knowing.  The  medical  school  may 
suggest  to  uncritical  students  that  real  knowledge  about 
health  and  disease  is  to  be  found  solely  in  the  molecules, 
cells,  and  tissues  and  not  at  all  in  the  minds  of  their 
patients.  Michael  Lacombe  wonders  if  all  this  might  be 
the  work  of  the  lying  tempter  Belial  or  one  of  his  minor 
demons! 

Doctors  and  nurses  must  use  both  ways  of  knowing,  to 
listen  to  what  is  said  and  not  said,  if  they  are  to  care  for 
their  patients  effectively,  and  be  satisfied  and  at  peace 
with  their  work.  “But,”  writes  Joan  Lynn,  “it  is  not  easy  to 
get  good  care.  In  fact  is  is  so  difficult  and  unlikely  that 
people  might  well  seek  death  just  because  doing  otherwise 
is  so  burdensome.  Accepting  a responsibility  to  work  to 
change  the  shortcomings  of  the  present  system  argues 
against  reducing  the  pressure  for  change  by  removing  the 
sufferers  through  death.” 


Helle  Mathiasen  and  Joseph  Alpert  remind  us  of  that 
model  of  restrained  empathy  in  the  person  of  Dr.  Rieux  in 
Camus’s  novel,  The  Plague.  Perhaps  empathy  joined  with 
William  Osier’ s aequanimitasl  I found  some  lines  spoken 
by  Dr.  Rieux  that  placed  empathy  ahead  of  sympathy: 
“The  evil  that  is  in  the  world  always  comes  of  ignorance, 
and  good  intentions  may  do  as  much  harm  as  malevo- 
lence, if  they  lack  understanding.” 

This  book  is  rich  in  its  variations  on  the  theme  of  the 
physician-patient  relationship.  Whether  the  editors  have 
freighted  the  word  empathy  with  more  meaning  than  it 
easily  bears,  each  reader  must  decide.  A seminar  for 
medical,  dental,  and  nursing  students  during  their  clinical 
rotations  could  profitably  be  organized  using  this  collec- 
tion, with  the  additional  support  of  selections  from  the 
excellent  references  cited  by  the  authors.  Encouraging 
young  professional  students  to  act  out  their  patients’ 
stories  would  be  empathogenic ! 

Robert  U.  Massey,  M.D. 


MAURICE  J.  MARTIN,  M.D. 


has  been  honored  as  the  recipient  of  the  1994 
C.  CHARLES  BURLINGAME,  M.D.  AWARD 
for  his  outstanding  leadership 
in  psychiatry  and  education 
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1991  George  E.  Vaillant,  M.D. 

1992  A.  John  Rush,  M.D. 

1993  John  C.  Nemiah,  M.D. 
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CSMS  PHYSICIAN  PLACEMENT  SERVICE 


The  Society  maintains  the  Physician  Placement  Service  as  si  free  service  to  the  medical  profession,  hospitals, 
and  communities  in  Connecticut. 

Opportunities  should  be  typed,  double-spaced  copy  on  letterhead  and  submitted  to  CSMS,  Physician 
Placement  Service,  160  St.  Ronan  Street,  New  Haven,  CT  06511  (203)  865-0587  or  fax  to  (203)  865-4997.  These 
will  be  published  as  space  permits  and  will  be  distributed  to  physicians  making  inquiries  of  such  opportunities. 

Physicians  wishing  to  locate  in  Connecticut  may  call  the  office  requesting  opportunities  in  their  specialty.  Also, 
candidates  are  invited  to  submit  a resume  to  be  kept  on  file  with  the  Society.  An  announcement  of  a physician’s 
availability  will  be  published  in  two  issues  of  Connecticut  Medicine  as  space  permits. 

Listing  of  physicians  in  the  Placement  Service  does  not  in  any  way  represent  certification  by  the  Society. 
Investigation  of  credentials  and  experience  is  the  responsibility  of  those  seeking  applicants  for  positions. 

Announcements  on  the  Physician  Placement  Service  page  under  Classified  Advertising  are  charged  at  the 
regular  Classified  Advertising  rate. 


OPPORTUNITIES  FOR  PRACTICE 


AMBULATORY  CARE 

Fairfield  county:  Busy  urgent-care  facility  seeks  BC/ 
BE  full  time  physician.  Competitive  salary  and  benefit 
package.  Pleasant  staff,  nice  patient  population.  Experi- 
ence in  general  medicine,  occupational  medicine  and 
minor  surgery  required.  Send  CV  to  LB  P.O.  Box  9473, 
New  Haven,  CT  06534. 

Motivated  Physician  wanted:  To  work  part  time  in  a 
well  established  walk-in  medical  center  (operational  since 
1984)  to  provide  quality  out-patient  medical  care  to  com- 
munity and  occupational  clients,  east  of  the  river.  Excel- 
lent hourly  wage,  for  more  information  please  contact: 
Eileen  Willson-Wagner,  President,  East  Windsor  Walk-in 
Medical  Center,  Inc.,  122  East  Prospect  Hill  Road,  East 
Windsor,  CT  06088.  Telephone:  (203)  627-0185.  Li- 
censed by  the  state  of  Connecticut. 

CONSULTING  PHYSICIAN 

Part  time  position  (approx.  3 hours/week)  in  make  it 
work  program  (EAP);  effective  mid-March/ April  1;  Li- 
censed M.D.;  Occupational  Health  Experience  desirable; 
must  have  own  malpractice  insurance,  or  be  able  to  obtain 
same;  oversee  part  time  registered  nurse  working  in  com- 
pany medical  clinic;  see  employees  in  same  clinic;  consult 
with  client  company  on  medical  issues.  Please  contact: 
Ron  Rising,  Program  Director,  Make  It  Work,  The  Village 
for  Families  & Children,  Inc.,  Ill  Charter  Oak  Avenue, 
Hartford,  CT  06106.  AA/EOE. 


FAMILY  PRACTICE 

Seeking  physician  for  non-surgical  position  of  private 
practice  in  Chesapeake,  Va.  Scopoe  of  position  will  in- 
clude 4 hours  per  week  devoted  to  private  practice  care  in 
physician’s  office  and  36  hours  per  week  providing  pre- 
ventive and  chronic  care  services  in  community  outpatient 
- chronic  care  (no  acute  illness  care),  with  extensive 
interface  with  other  private  physicians  who  provide  free 
diagnostic/consultative  services  for  this  patient  popula- 
tion. Benefits  package  and  malpractice  coverage  pro- 
vided. OPTION  available  to  perform  additional  paid  after- 
hours  service  for  private  practice  (i.e.  night  calls,  weekend 
coverage,  evening  ER  and  hospital  inpatient  care).  Salary 
range  for  40  hours  a week  component  is  $68,000  - $70,000. 
Optional  coverage  pay  negotiable.  Applications  and  in- 
quiries should  be  directed  to:  Dr.  Michael  Creef,  South 
Norfolk  Family  & Urgent  Care,  1201  Jackson  Avenue, 
Chesapeake,  VA  23324;  Telephone:  (804)  543-7222. 

GENERAL  SURGERY 

Wanted  BC/BE  General  Surgeon  to  join  a busy  surgical 
practice.  Additional  training  in  Surgical  Oncology  or 
Colorectal  Surgery  is  desirable  but  not  essential.  Please 
respond  to:  CSMS  c/o  GS/VS. 

INTERNAL  MEDICINE 

BC/BE  Internist  w/wo  subspecialty  to  join  three  pri- 
mary care  physicians  in  New  Haven.  Academic  teaching 
opportunites.  Initial  salary  with  the  hope  of  partnership. 
Send  CV  or  call:  Wayne  S.  Warren,  M.D.,  1308  Chapel 
Street,  New  Haven,  CT  06511.  Telephone:  (203)  865- 
5111. 
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PEDIATRICS 

Exceptional  opportunity  to  join  a pediatric  practice  of 
four  Board  Certified  pediatricians.  Located  in  shoreline 
community,  5 miles  from  Yale-New  Haven  Medical  Cen- 
ter, our  chief  hospital  affiliation.  . Salary  $1 10,000.00/ 
year.  Malpractice  Insurance  included.  Buy-in  option  also 
available.  Call:  1-203-248-4846,  any  evening  after  8:00 
P.M. 

Pediatrician  BC/BE  to  join  well-established  pediatric 
group  practice  to  replace  retiring  partner.  Two  community 
hospitals  nearby  and  two  university  hospitals  within  30 
minute  drive.  Reply  with  CV  to  Drs.  Labriola,  Falk,  and 
Ransome,  577  North  Church  Street,  Naugatuck,  CT  06770. 

PSYCHIATRY 

Part  time  private  practice  opportunity  for  a female 
psychiatrist,  to  join  a group,  available  immediately.  Ado- 
lescent experience  a plus.  Please  respond  to:  CSMS  c/o 
PS/MN. 


MOVING? 

ADDRESS  CORRECTION? 


Attach  your  current  mailing  label  here 
and  enter  correction  below. 

Please  give  us  six  weeks  notice. 

Name 

Address  

City 

State 

Zip 

Send  address  changes  to: 

Connecticut  State  Medical  Society 
Membership  Department 
160  St.  Ronan  Street 
New  Haven,  CT  06511 


PHYSICIANS  WISHING  TO  PRACTICE  IN 
THE  STATE  OF  CONNECTICUT 


ANESTHESIOLOGY 

Board-Certified  Anesthesiologist  looking  for  Locum- 
tenens  work  in  CT  or  Mass,  on  weekends,  holidays  or 
selected  weeks.  Thirty-five  year  old,  M.D.,  A.M.G.,  pro- 
ficient with  all  types  of  general  and  regional  Anesthesia, 
Acute  and  Chronic  Pain  Management,  Invasive  Monitor- 
ing. Excellent  references.  Versatile.  Contact  1-203-621- 
0429  or  digital  beeper  1-800-612-7073.  Independant  of 
any  agency. 

GASTROENTEROLOGY 

Available  July  1994.  Age  32.  Licensed  in  New  York. 
Passed  National  Boards.  American  Board  Certified.  M.D. 
at  University  of  Vermont  College  of  Medicine.  Internship 
and  Residency  at  Beth  Israel  Medical  Center  in  New  Y ork. 
Would  like  to  join  a solo,  group  or  associate  practice  in  a 
medium  size  community  in  Connecticut.  Would  consider 
to  practice  some  Internal  Medicine  as  well  as  Gastroenter- 
ology. Skilled  in  performing  endoscopic  procedures, 
motility  and  pH  studies,  in  addition  to  an  interest  in 
hepatology.  Please  respond  to:  CSMS  c/o  GA/DH. 

OB/GYN 

Available  at  once.  Age  43.  Board  certified  in  Obstetrics 
and  Gynecology.  M.D.  at  University  of  Oklahoma,  resi- 
dency at  San  Diego  Naval  Hospital.  Extra  training  in 
ultrasound;  experienced  in  outpatient  procedures  includ- 
ing colposcopy,  LEEP,  hysteroscopy.  Have  practiced  in 
military  and  in  private  group  setting;  have  also  been 
involved  in  training  of  family  pMctitioners  and  nurse- 
midwives.  Would  like  to  join  group,  full  or  part  time. 
Please  respond  to:  Janet  H.  Buck,  M.D.,  76  Spring  Rock 
Road,  East  Lyme,  CT  06333;  (203)  739-2407. 

RADIOLOGY 

Semi-retired,  Board  Certified  General  Radiology.  Also, 
Nuclear  Medicine  Certification.  Available  for  hour,  day 
or  weekly  coverage.  Licensed  in  six  states.  Practiced  in 
Connecticut  for  38  years.  Call  (203)  434-1617. 
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PAID  CLASSIFIED  ADVERTISING 


All  PAID  classified  advertising  orders,  correspondence,  and  payments  should  be  directed  to:  CONNECTICUT 
MEDICINE,  Classified  Department,  160  St.  Ronan  Street,  New  Haven,  CT  06511,  Tel.  (203)  865-0587.  The 
Classified  rates  are  as  follows:  $60.00  for  25  words  or  less;  plus  $1.00  each  additional  word.  For  confidential 
answers,  the  cost  is  $3.00  per  insertion,  sent  in  care  of  CONNECTICUT  MEDICINE.  Ad  copy  must  be  typewritten, 
double  spaced,  with  payment,  and  delivered  no  later  than  the  first  day  of  the  month  preceding  the  month  of  issue. 


^“PHYSICIAN’S  ASSISTANT” 
VYour  Personal  Medical  Librarian 

VProfessional  Medical  Online  Solutions 
for  Patient  Care,  Training,  and  Research 

Particularly  appropriate  if  you  are  keeping  up 
with  scholarship  in  your  field.  Tracking  new 
treatment  methods.  Presenting  expert  testimony. 
Researching  a difficult  clinical  problem. 
Developing  a course  curricula.  Preparing  a talk 
or  speech.  Writing  an  article  or  presentation. 
You’ll  find  citations  and  full  text  to  many  types  of 
published  articles.  Original  research.  Literature 
reviews.  Reports  of  surveys.  Book  chapters. 
Case  studies.  Clinical  trials.  Theoretical  discussions. 

Published  conference  reports.  Bibliographies. 
Descriptions  of  tests  and  apparatus.  Comments  and 
replies.  Reprints.  Office  practice. 

Paula  Daitzman,  M.S.,  M.L.S. 

19  Blackberry  Drive  East, 

Stamford,  Connecticut  06903 
Telephone  (203)-322-6421 
FAX  (203)-968-0490 
VRequest  your  information 
package  today 


MEDICAL  EQUIPMENT  FOR  SALE 

Closed  Medical  Practice  selling  medical  equipment, 
supplies,  and  furniture — EKG,  flexible  sigmoidoscope, 
exam  table,  chemistry  analyzer,  and  more,  call  (203)  242- 
1683. 


FOR  RENT 

Large  fully  equipped  Medical  Office — off  street  park- 
ing. Convenient  location  in  Ansonia — Call  (203)  735- 
4684  or  write  to  P.O.  Box  519,  Ansonia,  CT  06401. 


MEDICAL  PROVIDERS— DOCTORS 

Do  you  feel  the  stress  of  “Medicare”  and  Medicaid?  I 
have  the  solution  to  your  Recievables  Problem.  Paul 
LaRose  / (203)  484-2913. 


WANTED— OFFICE  EQUIPMENT 

Dermatologist  moving  into  new  office:  needs  examina- 
tion tables,  surgery  table,  autoclave,  lamps,  waiting  room 
furniture.  Good  condition  only.  Robert  Langdon,  M.D. 
(203)  245-2399. 
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Information 

Manuscripts 

Manuscripts  should  be  submitted  to  Robert  U.  Massey, 
M.D.,  Editor,  CONNECTICUT  MEDICINE,  160  St.  Ronan 
St.,  New  Haven,  CT  06511,  in  original  and  one  duplicate 
copy.  The  author  should  retain  another  copy  for  his  records.  A 
covering  letter  should  identify  the  person  (with  the  address  and 
telephone  number)  responsible  for  negotiations  concerning  the 
manuscript;  the  letter  should  make  it  clear  that  the  final  manu- 
script has  been  seen  and  approved  by  the  authors. 

Author  Responsibility 

The  author  is  responsible  for  all  statement,  including  changes 
made  by  the  copy  editor.  Manuscripts  are  received  with  the 
explicit  understanding  that  they  are  not  simultaneously  under 
consideration  by  any  other  publication.  All  manuscripts  are 
acknowledged  upon  receipt  and  are  followed  up  by  notification 
of  either  acceptance,  revision,  or  rejection.  Although  rejected 
manuscripts  are  returned  the  author,  the  Journal  is  not  respon- 
sible for  loss.  Accepted  manuscripts  become  the  permanent 
property  of  the  Journal  and  may  not  be  published  elsewhere 
without  permission  from  both  the  author  and  the  Journal. 

Copyright.  Material  that  is  published  in  CONNECTICUT 
MEDICINE  is  protected  by  copyright.  In  view  of  The  Copy- 
right Revision  Act  of 1976,  effective  January  1, 1978,  authors 
of  articles  accepted  for  publication  will  be  required  to  sign  a 
statement  containing  the  following  language:  “In  considera- 
tion of  the  Connecticut  State  Medical  Society  taking  action  in 
reviewing  and  editing  my  submission  entitled  (here  give  title) 
the  author(s)  undersigned  hereby  transfers,  assigns,  or  oth- 
erwise conveys  all  copyright  ownership  to  the  CSMS  in  the 
event  that  such  work  is  published  by  the  CSMS.” 

Manuscript  Preparation 

Copy  must  be  typewritten  double-spaced  on  (872  x 11-inch) 
heavyduty,  white,  bond  paper.  This  requirement  applies  to  all 
text  elements;  references,  legends,  footnotes,  and  others.  Pages 
should  be  numbered.  Authors  should  generally  follow  JAMA 
style  or  consult  Manual  for  Authors  & Editors , Eighth  Edition, 
1989,  compiled  for  the  AMA  and  published  by  Williams  & 
Wilkins. 

Titles  and  Author’s  Names 

The  first  page  of  the  manuscript  should  include  (A)  title  of 
paper;  (titles  should  be  short,  specific,  clear,  an  amenable  to 
indexing;  (B)  name  of  author(s),  including  first  name(s)  and 
academic  degree(s);  (C)  List  hospital  positions  for  each  author 
and  any  institutional  or  other  credits.  If  an  author’s  present 
affiliation  is  different  from  the  affiliation  under  which  the  work 
was  done,  both  should  be  given.  Include  academic  appointments 
when  applicable. 

Units  of  Measurement 

Express  all  measurements  in  Systeme  International  (SI)  units, 
but  include  older  conventional  units  in  parentheses  if  desired. 
Use  Celsius  for  temperature. 

Abstracts 

The  second  page  should  contain  an  abstract  of  not  more  than 
150  words.  This  abstract  should  be  factual,  not  descriptive,  and 
should  present  the  reason  for  the  study,  the  main  findings  (give 
specific  data  if  possible),  and  the  principal  conclusion.  Do  not 
include  a summary. 

References 

The  following  minimum  data  should  be  typed  double-spaced: 
names  of  all  authors,  complete  title  of  the  article  cited,  name  of 
journal  abbreviated  according  to  Index  Medicus,  year  of  publi- 
cation, volume  number,  and  first  and  last  page  numbers.  All 


for  Authors 

references  must  be  cited  in  the  text.  They  should  be  arranged 
according  to  the  order  of  citation,  and  not  alphabetically.  All 
references  must  be  numbered  consecutively.  Numbered  refer- 
ences to  personal  communications,  unpublished  data  and  “in 
preparation”  are  unacceptable.  If  absolutely  essential,  such  ma- 
terial may  be  incorporated  in  the  appropriate  place  in  the  text  or 
as  a footnote.  Sample  references  are  as  follows: 

1.  Jones  J:  Necrotizing  Candida  esophagitis.  JAMA 
1980;244:2190-1. 

2.  Kremer  H,  Kellner  E,  Schierl  W,  et  al:  Ultrasonic  diagnosis  in 
infiltrative  gastrointestinal  diseases.  Dtsch  Med  Wochenschr 
1978;103:965-6.  Abstracted,  JAMA  1978;240:2784. 

3.  Influenza  vaccine — recommendations  of  the  Public  Health 
Service  Advisory  Committee  on  Immunization  Practices. 
MMWR  1979;28:231-8. 

4.  Fischer  DH:  Growing  Old  in  America.  New  York,  Oxford 
University  Press,  1977,  pp  210-6. 

Tables 

Data  presented  in  tables  should  be  self-explanatory  and 
should  supplement,  not  duplicate,  the  text  or  figures.  Excessive 
tabular  data  are  discouraged.  Each  table  should  be  typed  double- 
spaced, including  all  headings,  on  separate  sheets  of  872  x 11- 
inch  paper.  Oversize  papers  should  not  be  used.  Instead,  repeat 
heads  and  stubs  on  a second  sheet  for  tables  requiring  extra 
width.  Number  tables  consecutively  with  respect  to  citation  in 
the  text.  Each  table  must  have  a title. 

Illustrations 

Figures  should  be  professionally  drawn  and  photographed,  if 
possible.  Glossy,  clear  black  and  white  photographs  should  be 
submitted. 

Line  drawings,  graphs,  and  charts  should  be  done  in  India  ink 
on  high-grade  white  drawing  paper.  Lines  should  be  examined 
for  evenness,  breaks,  and  proper  alignment.  Lettering  and  sym- 
bols should  be  clear  and  of  even  density  throughout.  Symbols, 
lettering,  and  numbering  should  be  of  such  proportioned  size  that 
when  the  figure  is  reduced  to  Journal  column  width  (8  cm)  each 
item  will  be  distinctly  recognizable. 

Do  not  send  original  artwork  or  black  and  white  negatives. 

Each  figure  should  have  a label  pasted  on  its  back  indicating 
the  figure’s  number,  the  names  of  the  authors,  and  the  top  of  the 
figure.  Do  not  mount  the  figure  on  cardboard.  Do  not  write  on  the 
backs  of  figures,  nor  expose  them  to  paper  clips. 

If  photographs  of  patients  are  used,  either  the  subjects  should 
not  be  identifiable,  or  their  pictures  must  be  accompanied  by 
written  permission  to  use  the  figure. 

Legends  for  illustrations  should  be  typewritten  (double 
spaced)  on  a separate  sheet  with  numbers  corresponding  to  the 
figures. 

Drug  Names 

Generic  names  should  be  used.  If  an  author  so  desires,  brand 
names  may  be  inserted  parenthetically. 

Permissions 

Materials  taken  from  other  sources  must  be  accompanied  by  a 
written  statement  from  both  author  and  publisher  giving  permis- 
sion to  the  Journal  to  reproduce  such  material.  If  clearances  are 
required  by  the  author’s  institution,  statements  concerning  such 
clearance  should  be  provided  in  the  manuscript. 

Review  and  Action 

All  manuscripts  are  subject  to  review  by  referees  in  appropri- 
ate fields  of  medicine.  Authors  are  usually  notified  within  three 
to  six  weeks  as  to  the  acceptability  of  a manuscript,  but  some- 
times longer  delays  are  unavoidable. 


The  Public  Health  Impact  and  Economic  Cost  of 
Smoking  in  Connecticut — 1989 

MARY  L.  ADAMS,  M.S.,  M.P.H. 


ABSTRACT — Estimates  of  the  smoking-attributable 
morbidity,  mortality,  and  economic  costs  for 
Connecticut  for  1989  were  made  using  software 
distributed  by  the  Centers  for  Disease  Control  and 
Prevention.  The  software  calculations  are  based  on 
relative  risks  for  smoking-related  diseases  from 
major  prospective  studies.  Using  smoking  pre- 
valence, mortality,  population,  and  health-care 
expenditure  data  for  the  state,  19.3%  of  all  deaths  in 
Connecticut  in  1989  were  estimated  to  be  related  to 
smoking.  Cardiovascular  disease  and  cancer 
accounted  for  the  largest  number  of  these  estimated 
deaths.  Men  who  died  from  smoking-related  deaths 
lost  an  estimated  11.6  years  of  life  while  women  died 
an  estimated  12.8  years  prematurely  from  smoking- 
related  causes.  The  total  cost,  including  direct  and 
indirect  smoking-related  costs,  was  estimated  to  be 
$944  million,  or  $287  for  each  man,  woman,  and 
child  in  the  state. 

Cigarette  smoking  has  been  identified  as  the  major 
avoidable  cause  of  premature  mortality  in  the  United 
States  today.  This  report  provides  estimates  of  the  disease 
impact  of  smoking  in  Connecticut  for  1989.  The  estimates 
were  made  using  SAMMEC  2.1,1  an  updated  version  of 
software  originally  developed  by  the  Minnesota  Depart- 
ment of  Health  and  provided  to  the  states  by  the  Centers 
for  Disease  Control  and  Prevention  (CDC).2  It  consists  of 
a spreadsheet  that  operates  within  LOTUS  1-2-3  and 
contains  diagnosis-specific  relative  risks  for  smoking- 
related  diseases  obtained  from  major  prospective  studies 
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as  published  in  the  1989  Surgeon  General’s  Report.3 
Estimates  of  mortality  are  generated  for  adults  ages  35  and 
older  and  infants  less  than  one  year.  The  number  of  years 
of  life  lost  is  computed  to  life  expectancy.  It  must  be 
emphasized  that  the  values  generated  by  the  software  are 
estimates  and  not  actual  measures  of  mortality,  morbidity, 
or  cost. 

Five  sets  of  data  are  needed  for  the  population  under 
study  in  order  to  generate  the  estimates.  These  calcula- 
tions were  done  using  smoking  prevalence  data  (current 
and  former  smokers)  from  the  1989  Current  Population 
Survey  (CPS),4  or  the  Behavioral  Risk  Factor  Surveillance 
System,5  provisional  mortality  data  for  1989  from  the 
Connecticut  Department  of  Public  Health  and  Addiction 
Services,6  Connecticut  population  data  from  the  1990 
census,  1989  personal  health-care  expenditures  for  Con- 
necticut, and  earnings  data  for  the  United  States  as  pro- 
vided in  the  spreadsheet.  Burn  deaths  related  to  smoking 
were  estimated  to  be  one  half  of  all  burn  deaths  for  each 
age  and  sex  group. 

The  smoking  prevalence  rates  from  the  1989  CPS  that 
were  used  in  the  calculations  are  shown  in  Table  1.  The 
CPS  is  a large  in-person  survey  conducted  by  the  U.S. 
Bureau  of  the  Census  which  provides  data  for  all  states. 
According  to  the  CPS,  about  one  third  of  both  Connecticut 
men  and  women  ages  35  to  64  years  reported  they  were 
current  smokers.  The  rate  for  women  ages  35  to  64  years 
was  especially  high,  and  only  Kentucky  and  Oklahoma 
had  higher  rates  for  this  group.  The  high  rate  for  these 
women  was  also  reflected  in  the  rate  for  women  of 
childbearing  age  (ages  18  to  44  years)  where  25.1% 
reported  that  they  currently  smoke.  Former  smokers  rep- 
resented a significant  fraction  of  those  in  the  65  and  older 
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Table  1. — Smoking  Prevalence  Rates — Connecticut  Adults  1989 
Prevalence  Rate 

Category 

35-64  years 

65  and  older 

18-44  years 

CPS 

BRFSS 

CPS 

BRFSS 

CPS 

BRFSS 

Male  current 

35.3% 

27.6% 

18.9% 

15.8% 

Male  former 

29.2% 

41.8% 

47.5% 

52.0% 

Female  current 

33.2% 

31.2% 

11.8% 

12.7% 

25.1% 

30.2% 

Female  former 

19.7% 

29.5% 

25.8% 

26.7% 

Sources:  CPS:  Current  Population  Survey,  U.S.  Bureau  of  the  Census,  1989 
BRFSS:  Behavioral  Risk  Factor  Surveillance  System,  1989 

age-group.  For  both  men  and  women  in  this  group,  the 
prevalence  of  former  smoking  was  two  or  more  times  as 
high  as  the  rate  for  current  smokers. 

Slightly  different  prevalence  rates  were  obtained  in  the 
Behavioral  Risk  Factor  Surveillance  System  (BRFSS)5 
(see  Table  1)  which  is  a state-based  telephone  survey 
coordinated  by  the  CDC  and  conducted  in  most  states. 
Note  that  rates  for  current  smokers  tend  to  be  higher  from 
the  CPS  survey,  while  prevalence  rates  for  former  smok- 
ers are  higher  for  the  BRFSS.  The  CPS  data  which  were 
obtained  in  face-to-face  interviews  may  be  more  accurate 
than  information  obtained  via  telephone.  Although  recent 
studies  have  shown  good  comparability  between  the 
BRFSS  estimates  for  smoking  and  estimates  from  similar 
in-person  interviews  which  included  physiological  mea- 
surements, estimates  for  other  risk  factors  showed  signifi- 
cant differences  between  the  two  studies.7 

Results 

Using  the  CPS  rates,  a total  of  5,446  deaths  were 
estimated  to  be  attributable  to  smoking  in  Connecticut  in 
1989  (Table  2).  Using  the  BRFSS  data,  smoking-attribut- 
able mortality  was  estimated  at  5,448  deaths.  The  BRFSS 
estimates  for  each  gender  were  within  3%  of  the  estimates 
made  using  the  CPS  data,  and  the  total  estimates  were 
within  0.04%.  Since  these  overall  estimates  were  so  simi- 
lar, the  remaining  results  are  reported  only  for  estimates 
made  using  the  rates  from  the  CPS.  The  total  estimate  of 


Table  2. — Estimated  Smoking- Attributable  Mortality 

All  Causes,  BRFSS  and  CPS  Rates  Compared 
Source  Males  Females  Both  Genders 

CPS  3,475  1,971  5,446 

BRFSS  3,420  2,028  5,448 

Sources:  CPS:  Current  Population  Survey, 

U.S.  Bureau  of  the  Census,  1989 
BRFSS:  Behavioral  Risk  Factor  Surveillance  System,  1989 


smoking  attributable  deaths  represents  19.3%  of  the  total 
number  of  deaths  in  the  state  that  year,  or  nearly  one  in 
every  five.  Deaths  attributable  to  smoking  increased  with 
increasing  age,  and  were  higher  for  men  in  every  age 
group,  as  shown  in  Fig.  1.  Included  in  these  deaths  are  21 
infants  who  died  of  low-birth  weight,  respiratory  condi- 
tions, and  sudden  infant  death  syndrome  (SIDS)  estimated 
to  be  attributable  to  their  mothers’  smoking.  Cardiovascu- 
lar disease  accounted  for  the  largest  number  of  estimated 
deaths  for  both  men  and  women  as  shown  in  Table  3. 
Neoplasms,  predominantly  lung  cancer,  accounted  for  the 
next  largest  number.  Lung  cancer  alone  was  responsible 
for  the  largest  number  of  deaths  for  a single  disease 
category,  as  illustrated  in  the  pie  chart  (Fig.  2).  This  was 
followed  closely  by  ischemic  heart  disease.  Bear  in  mind 
that  while  these  estimates  were  based  on  prevalence  rates 
for  1989,  the  diseases  were  likely  caused  by  smoking  in 
the  1950s  through  1980s. 

Estimated  smoking-attributable  deaths  for  1989  repre- 
sent a 27.5%  increase  from  the  4,270  deaths  estimated  to 
be  attributed  to  smoking  in  1985. 8 The  smoking-attribut- 


Table  3. — Smoking- Attributable  Mortality 

By  Disease  Category  and  Gender- 

-Connecticut  1989 

Category 

Estimated  Number  of  Deaths 
Both 

Males  Females  genders 

Neoplasms 

1,324 

647 

1,971 

Cardiovascular  Disease 

1,550 

878 

2,428 

Respiratory  Diseases 

573 

430 

1,003 

Perinatal  conditions 

13 

8 

21 

Other  Causes 

15 

8 

23 

TOTAL 

3,475 

1,971 

5,446 

Source:  SAMMEC  2.1  Calculations,  Connecticut 
Department  of  Public  Health  and  Addiction  Services. 
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Smoking  Attributable  Mortality 
All  Diseases,  by  Gender  and  Age  Group 
Connecticut — 1989 
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Figure  1. — Smoking-attributable  mortality  for  all  diseases,  by 
gender  and  age  group,  Connecticut,  1989. 


able  deaths  in  1985  represented  15.2%  of  all  deaths 
compared  with  19.3%  of  all  deaths  in  1989.  The  1985 
estimates  were  made  with  an  earlier  version  of  the 
SAMMEC  software  which  used  a different  diagnosis  list 
and  relative  risks  based  on  information  available  at  that 
time.  The  later  version  of  SAMMEC  used  for  the  1989 
estimates  incorporates  methodological  advances  and  more 
recent  research  on  smoking-related  disease.  These  differ- 
ences in  the  software  could  account  for  some  or  all  of  this 
increase. 


The  total  number  of  years  of  potential  life  lost  before 
life  expectancy  due  to  the  estimated  5,446  deaths  in  1989 
was  65,424  years.  This  represented  an  average  loss  of  1 1 .6 
years  of  life  for  each  man  who  died  from  smoking-related 
causes,  and  12.8  years  of  life  for  each  woman  dying 
prematurely  from  smoking.  Infants  lost  approximately  70 
years  of  potential  life  based  on  life  expectancy  when  they 
died  prematurely  (Table  4). 

The  annual  costs  for  persons  who  receive  medical 
treatment,  miss  work,  or  die  from  smoking-related  causes 
are  also  estimated  by  the  software.  The  total  estimated 
economic  costs  from  smoking  are  composed  of  direct 
medical  costs,  indirect  mortality  costs,  and  indirect 
morbidity  costs.  Direct  costs  include  hospital  care,  physi- 
cian services,  medications,  nursing  home  and  home  health- 
care, and  other  professional  and  personal  health-care 
services.  Direct  costs  also  include  costs  for  research, 
public  health  activities,  and  construction  of  medical  facili- 
ties. Direct  smoking-related  costs  were  estimated  at  $269. 1 
million  for  Connecticut  for  1989  (Table  5). 

Indirect  smoking-related  costs  include  costs  due  to  lost 
income  and  productivity  from  premature  death  or  illness 
related  to  smoking.  These  estimates  for  indirect  costs 
assume  that  an  individual’s  value  to  society  is  his  or  her 


production  potential  and  that  the  value  is  measured  by 
earnings.  Indirect  mortality  costs  from  premature  deaths 
due  to  smoking-related  causes  for  Connecticut  were  esti- 
mated to  be  $574.4  million  for  1989.  This  includes  $55 1 .4 
million  for  adults  ages  35  and  older,  and  $23  million  for 
younger  persons,  including  infants. 


Indirect  morbidity  costs  include  the  value  of  lost  in- 
come and  productivity  for  persons  disabled  by  smoking- 
related  illness.  These  estimated  costs  added  $100.4  mil- 
lion, to  bring  the  total  estimated  smoking-attributable 
costs  for  Connecticut  in  1989  to  nearly  $944  million 
(Table  5). 

Because  the  sum  of  earnings  tends  to  overstate  the 
present  value  of  those  earnings  over  a lifetime,  discount- 
ing is  used  to  convert  the  stream  of  earnings  into  the 
present  value.  The  discount  rate  reflects  a tradeoff  be- 
tween the  value  of  a dollar  now  and  in  the  future.  The 
discount  rate  used  to  estimate  lifetime  earnings  as  reported 
above  was  3%;  use  of  other  discount  rates  (2%-6%)  would 
produce  indirect  cost  estimates  from  about  10%  higher  to 
20%  lower  than  these  estimates.  Since  these  estimates 
used  U.S.  earnings  data  and  the  per  capita  incomes  in 
Connecticut  are  higher  than  in  other  parts  of  the  country, 
these  figures  may  underestimate  indirect  costs  for  our 
state. 

Discussion 

Smoking-related  costs  are  financed  by  both  smokers 
and  nonsmokers  in  the  form  of  medical  expenses,  health 
insurance  costs,  and  taxes;  these  costs  amounted  to  an 
estimated  $287  for  each  man,  woman,  and  child  in  Con- 
necticut in  1989.  Not  included  in  these  estimates  is  any 
effect  on  nonsmokers  who  may  be  increasing  their  health 
risks  as  a result  of  exposure  to  environmental  tobacco 
smoke,  or  any  mortality  caused  by  pipes,  cigars,  or  smoke- 
less tobacco  use.  In  addition,  pain  and  suffering  were  not 


Smoking  Attributable  Mortality 
Connecticut — 1989 


Cause  of  Death 


Figure  2. — Smoking-attributable  mortality  by  cause  of  death, 
Connecticut,  1989.  Total  deaths  = 5,446. 
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Table  4.- 

-Smoking-Attributable  YPLL* 

Average  Years  of  YPLL- 

—Connecticut  1989 

Estimated  Average  Number  of  YPLL 

Disease  Category 

Males 

Females 

Both  genders 

Neoplasms 

12.9  years 

15.9  years 

13.9  years 

Cardiovascular  Disease 

11.0 

11.0 

11.0 

Respiratory  Diseases 

8.0 

10.4 

9.0 

Perinatal  conditions 

69.6 

76.0 

72.4 

* Years  of  potential  life  lost  before  life  expectancy 
Source:  SAMMEC  2.1  Calculations,  Connecticut  Department  of  Public 
Health  and  Addiction  Services. 

people.9  In  addition,  it  should  be  recognized 
that  the  estimates  assume  that  smoking  would 
be  completely  eliminated,  yet  that  is  still  a 
somewhat  remote  possibility.  However,  be- 
cause of  the  high  relative  risks  associated 
with  smoking,  smaller  reductions  in  smoking 
would  be  likely  to  yield  significant  benefits. 
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Table  5.- 

-Smoking-Attributable  Economic  Costs 

By  Gender,  Ages  35  and  Older 

Connecticut  1989 

Estimated  Smoking-Attributable  Cost 

Type  of  Cost 

Males 

Females 

Both  genders 

Direct  Health-care 

$179,981,165 

$ 89,137,721 

$269,118,885 

Indirect  Mortality 

$403,940,311 

$147,439,672 

$551,379,982 

Indirect  Morbidity 

$ 65,798,737 

$ 34,573,656 

$100,372,393 

Total 

$649,720,212 

$271,151,049 

$920,871,261 

Including  indirect  mortality  costs  for  ages  0-34 

$943,847,142 

Totals  may  appear  incorrect  because  of  rounding;  these  are  actual 

spreadsheet  results. 

Source:  SAMMEC  2.1  Calculations,  Connecticut  Department  of  Public 

Health  and  Addiction  Services. 
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A Collaborative  Effort  to  Improve 
Cardiovascular  Care  in  Connecticut 
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ACUTE  myocardial  infarction  (AMI)  is  the  leading 
cause  of  death  in  the  United  States,  accounting  for 
approximately  500,000  deaths  annually.1  In  recent  years 
there  have  been  important  scientific  and  technologic  ad- 
vances in  the  treatment  of  myocardial  infarction.  Despite 
this  progress  not  all  eligible  patients  receive  proven  thera- 
pies; this  is  especially  true  of  elderly  patients.2  In  addition, 
hospitals  vary  in  the  rates  at  which  medical  therapies  are 
utilized2  and  cardiovascular  procedures  are  performed.3'5 
In  order  to  make  such  comparisons  useful  there  is  a need 
to  adjust  for  interhospital  differences  in  severity  of  illness 
and  comorbidity.  Attempts  to  address  such  issues  with 
claims  data  are  limited  by  inaccuracies  and  variable  cod- 
ing practices  between  hospitals.  This  report  describes  two 
collaborative  projects  in  which  the  Connecticut  Peer  Re- 
view Organization  (CPRO)  and  local  physicians  and  hos- 
pitals are  addressing  these  issues  in  identifying  opportuni- 
ties for  improvement  in  the  care  of  patients  with  acute 
myocardial  infarction.  The  first  project  is  a unique  Con- 
necticut initiative  evaluating  the  timing  and  appropriate- 
ness of  therapies  in  both  Medicare  and  non-Medicare 
patients.  The  second  project,  part  of  a four-state  pilot  of 
the  Health  Care  Financing  Administration’s  Cooperative 
Cardiovascular  Project  (CCP),  provides  profiles  of  the 
care  provided  to  Medicare  patients  hospitalized  for  AMI, 
coronary  artery  bypass  surgery,  and  coronary  angioplasty.6 
The  two  projects  will  be  contrasted  in  order  to  highlight 
their  differences  and  similarities.  Finally,  the  collabora- 
tive process  and  study  design  of  these  projects  will  be 
described  as  a potential  model  for  quality  improvement 
under  health-care  reform. 

THOMAS  P.  MEEHAN,  M.D.,  M.P.H.,  Principal  Clinical 
Coordinator,  Connecticut  Peer  Review  Organization.  MARCIA  K. 
PETRILLO,  Executive  Director,  Connecticut  Peer  Review  Organization. 


Medicare  Hospital  Information  Project 
(MHIP)  Pilot 

In  1992-93  CPRO  was  one  of  two  PROs  to  pilot  the 
Health  Care  Financing  Administration’ s Medicare  Hospi- 
tal Information  Project  (MHIP).  The  goals  of  the  MHIP 
pilot  were  for  the  participating  PROs  to  work 
collaboratively  with  their  local  health-care  communities 
to  analyze  the  Medicare  mortality  data,  and  to  develop 
effective  methods  of  educational  feedback.  CPRO,  work- 
ing in  close  collaboration  with  a panel  of  Connecticut 
physicians  and  hospital  representatives,  decided  to  go 
beyond  the  analysis  of  claims  data  and  to  conduct  a chart 
abstraction  study  focusing  on  the  care  of  patients  with 
AMI.  This  was  done  in  order  to  address  several  recognized 
limitations  of  claims  data,  ie,  coding  inaccuracy,  incom- 
plete risk  adjustment,  and  unknown  variations  in  pro- 
cesses of  care.  The  MHIP  pilot  AMI  study  evaluated  data 
from  six  hospitals  during  fiscal  years  1988-90.  Results 
showed  that  coding  for  a principal  diagnosis  of  AMI  was 
quite  accurate  (96%  overall,  range  92-98%)  and  that,  with 
the  addition  of  clinical  data,  it  was  possible  to  fine-tune  the 
mortality  risk  adjustment  which  the  Health  Care  Financ- 
ing Administration  (HCFA)  had  used  with  the  claims  data. 
It  was  also  found  that  the  three  therapies  evaluated  as 
process  of  care  measures  of  quality  were  underutilized  in 
patients  with  indications  and  without  contraindications: 
thromboly  tics  at  hospital  presentation,  43% ; beta  blockers 
at  discharge,  41%;  and  aspirin  at  discharge,  73%.  Further- 
more, the  study  showed  that  there  were  significant  varia- 
tions in  utilization  among  the  six  hospitals,  with  the  higher 
risk-adjusted  mortality  hospitals  exhibiting  lower  utiliza- 
tion rates  and  the  lower  risk-adjusted  mortality  hospitals 
showing  higher  utilization  rates.  Feedback  of  these  results 
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was  provided  in  on-site  presentations  at  the  six  study 
hospitals  and  15  non-study  hospitals  by  a physician  clini- 
cal coordinator.  Those  who  attended  these  presentations 
were  subsequently  surveyed  for  their  response.  Survey 
results  showed  that  physicians  and  hospitals  viewed  the 
project  as  useful,  because  it  provided  local  comparative 
data  pertaining  to  processes  of  care.  A follow-up  study 
utilizing  more  current  data,  and  involving  more  hospitals 
and  patients,  was  requested  by  the  hospitals. 

Myocardial  Infarction  Project  II 

Sixteen  of  the  33  acute  care  hospitals  in  the  state  have 
volunteered  to  participate  in  a follow-up  study  (Myocar- 
dial Infarction  Project  II)  aimed  at  updating  the  findings  of 
the  MHIP  pilot  and  identifying  reasons  for  underutilization 
of  therapies.  The  model  that  has  been  jointly  developed  by 
CPRO  and  the  hospitals  reflects  a growing  sense  of  coop- 
eration and  collegiality,  as  all  are  contributing  resources 
toward  the  common  goal  of  improving  cardiovascular 
patient  care.  CPRO  has  contributed  by  convening  an 
expanded  AMI  clinical  panel  which  includes  representa- 
tives from  each  participating  hospital.  Working  with  CPRO, 
this  panel  has  decided  on  the  processes  of  care  that  MIP II 
will  evaluate,  and  on  the  actual  data  elements  to  collect. 
CPRO  has  also  developed  and  field-tested  a data  collec- 
tion instrument  and  has  trained  and  validated  abstractors 
from  each  participating  hospital.  Data  collected  by  these 
abstractors  from  their  own  institutions  are  currently  being 
submitted  to  CPRO  for  aggregation  and  comparative 
analyses.  CPRO  has  continued  to  reabstract  5%  of  study 
cases  in  order  to  assure  abstraction  accuracy  throughout 
the  study.  Following  data  analysis,  CPRO  will  provide 
institutional  feedback  in  on-site  presentations  delivered 
by  one  of  several  physician  clinical  coordinators. 

At  the  request  of  the  participating  hospitals  the  MIP  II 
study  will  evaluate  the  care  of  all  AMI  patients  and  not  just 
Medicare  beneficiaries.  This  was  requested  because  the 
AMI  clinical  panel  felt  that  the  standards  for  care  of  AMI 
patients  should  not  vary  based  on  age  alone,  and  they  were 
interested  in  determining  actual  practice  patterns.  CPRO 
has  agreed  to  expand  the  study  as  requested,  although  only 
Medicare  charts  will  be  reabstracted  and,  in  order  to 
preserve  confidentiality,  individual  case  identifiers  will 
be  removed  from  non-Medicare  cases  before  submission 
to  CPRO.  Data  will  be  abstracted  from  AMI  admissions 
from  the  period  July  through  December  1993.  In  order  to 
reflect  current  medical  practice,  indications  and 
contraindications  for  thrombolytics,  aspirin,  and  beta 
blockers  have  been  updated  from  the  original  MHIP  pilot 
study . Other  processes  of  care  that  have  been  added  to  MIP 
II  include  timing  of  administration  for  aspirin  and 
thrombolytics,  and  discharge  use  of  calcium-channel 
blockers  and  angiotensin  converting  enzyme  (ACE)  in- 
hibitors. In  addition  to  these  elements  of  care,  it  was  felt 


that  certain  institutional  characteristics  could  affect  the 
care  of  AMI  patients.  Some  of  these  characteristics  in- 
clude hospital  size  (bed  number),  teaching  status,  physi- 
cian demographics,  and  the  presence  of  unique  institu- 
tional policies,  eg,  mandatory  cardiology  consultations  or 
the  use  of  standing  orders.  In  hopes  of  identifying  relation- 
ships between  therapy  utilization  rates  and  such  hospital 
characteristics,  clinical  panel  members  are  collecting  these 
data  from  their  institutions  and  supplying  their  findings  to 
CPRO  for  analysis.  Although  panel  members  have  ex- 
pressed a strong  interest  in  the  evaluation  of  outcomes  of 
care  in  relation  to  processes,  they  also  have  recognized 
that  the  ability  to  perform  such  analyses  for  individual 
institutions  will  be  limited  by  small  numbers.  Process- 
outcome  relationships  will  be  evaluated  for  the  aggre- 
gated database  and  for  individual  institutions  whenever 
adequate  numbers  of  cases  exist. 

Cooperative  Cardiovascular  Project  Pilot 

The  Cooperative  Cardiovascular  Project  is  the  second 
national  project  to  be  piloted  by  CPRO  under  HCFAs  new 
philosophy  of  pattern  analysis  and  educational  feedback. 
The  goal  of  this  project  is  to  provide  hospitals  and  physi- 
cians with  profiles  of  the  care  that  they  are  providing  to 
Medicare  beneficiaries  hospitalized  with  acute  myocar- 
dial infarction,  coronary  artery  bypass  graft  (CABG) 
surgery,  and  percutaneous  transluminal  coronary 
angioplasty  (PTC A).  These  patient-care  profiles  are  to  be 
used  as  starting  points  for  local  and  institutional  quality 
improvement  efforts.  Data  for  institutional  feedback  are 
generated  by  abstracting  individual  cases  and  comparing 
actual  care  to  guidelines  developed  by  nationally  recog- 
nized expert  groups.  The  guidelines  for  care  of  AMI 
patients  were  originally  published  by  the  American  Col- 
lege of  Cardiology  (ACC)  and  the  American  Heart  Asso- 
ciation (AHA),7  while  the  guidelines  for  CABG  and  PTCA 
are  based  on  appropriateness  criteria  developed  by  the 
RAND  Corporation.4  5 

Initial  work  on  the  CCP  pilot  has  focused  on  acute 
myocardial  infarction.  From  the  guidelines  for  care  of 
AMI  patients  developed  by  the  ACC/AHA,  HCFA  ini- 
tially developed  27  patient  care  algorithms  (PCAs).  These 
algorithms  identify  cohorts  of  patients  with  indications 
and  without  contraindications  for  particular  therapies. 
The  original  PCAs  were  critiqued  by  a national  steering 
committee  comprising  representatives  of  the  American 
College  of  Cardiology,  the  American  College  of  Physi- 
cians, and  others.  After  some  revision  by  HCFA  the 
algorithms  were  then  divided  among  four  pilot  PROs 
(Alabama,  Connecticut,  Iowa,  and  Wisconsin)  to  field- 
test  and  further  refine.  The  refinement  process  has  made 
use  of  data  abstracted  from  cases  in  the  pilot  states  during 
the  period  March  1992  through  February  1993. 
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In  order  to  accomplish  its  assignment  CPRO  recruited 
two  academic  cardiologists  with  experience  in  health 
services  evaluation,  Dr.  Martha  Radford  (University  of 
Connecticut  School  of  Medicine)  and  Dr.  Harlan  Krumholz 
(Yale  University  School  of  Medicine).  These  two  physi- 
cians have  subsequently  worked  with  CPRO  staff  in 
testing  and  refining  the  assigned  algorithms  within  the 
Connecticut  database.  As  a result  of  these  efforts  there 
rave  been  extensive  changes  and  improvements  in  each  of 
the  algorithms  assigned  to  Connecticut.  Additional  clini- 
cal  input  has  been  obtained  from  practicing  physicians 
who  are  members  of  CPROs  AMI  clinical  panel.  The 
comments  and  suggestions  of  these  physicians  have  been 
submitted  to  HCFA  for  consideration  in  further  PCA 
refinement.  Doctors  Radford  and  Krumholz  have  also 
field-tested  feedback  presentations  using  aggregated  state- 
wide data  at  their  home  institutions  and  with  CPROs  Inter- 
Tospital  Committee  and  AMI  clinical  panel.  The  sugges- 
dons  and  critiques  of  those  attending  feedback  sessions 
will  be  incorporated  when  actual  feedback  to  hospitals  is 
legun  early  in  1994. 

A similar  process  has  occurred  at  each  of  the  CCP  pilot 
3R0s  with  its  assigned  algorithms.  Each  PRO  has  given 
its  recommendations  to  HCFA  and,  in  response,  HCFA 
las  revised  some  and  eliminated  other  algorithms.  The  10 
3CAs  which  remain  (Table  1)  are  felt  to  be  based  on  the 
strongest  scientific  evidence  and  to  be  the  most  clinically 
important.  Final  testing  and  refinement  of  the  AMI  algo- 
rithms is  currently  occurring  at  each  of  the  pilot  PROs.  It 
is  hoped  that  the  completed  AMI  algorithms  and  accom- 
panying data  will  be  ready  for  on-site  hospital  feedback 
sessions  later  this  year.  Data  abstraction  for  PTCA  and 
CABG  and  initial  refinement  of  these  algorithms  is  also 
underway. 

Table  1. — Patient  Care  Algorithms 
Diagnosis  of  myocardial  infarction 
Thrombolytics  at  presentation 
Aspirin  during  hospitalization  and  at  discharge 
IV  nitroglycerin  for  sustained  angina 
Low-dose  heparin  as  deep  venous  thrombosis  prophylaxis 
ACE  inhibitors  with  low-ejection  fraction 
Response  to  unstable  angina 
Smoking  cessation  counseling 
Exercise  tolerance  test  at  discharge 
Beta  blocker  at  discharge 
Calcium  channel  blocker  when  contraindicated 

provide  hospitals  with  their  own  patterns  of  cardiovascu- 
lar patient  care  in  relation  to  national  guidelines.  Hospitals 
will  be  able  to  make  direct  comparisons  between  them- 
selves and  either  local  peers,  or  state-wide  data,  or  the 
aggregated  four-state  data.  The  American  College  oj 
Physicians  has  suggested  that  the  provision  of  such  “sur- 
veillance data”  by  HCFA  can  be  a useful  first  step  in 
aelping  hospitals  to  focus  their  quality  improvement  ac- 
tivities.8 There  are,  however,  limitations  to  this  type  o! 
overview  data.  While  useful  in  highlighting  patterns  oi 
care,  the  CCP  pilot  will  not  provide  answers  as  to  why 
particular  patterns  exist.  These  types  of  questions  will  be 
pest  addressed  through  local  initiatives,  such  as  MIP  II. 
Because  it  was  conceived  and  organized  locally,  this 
project  will  reflect  standards  of  care  that  exist  in  Connecti- 
cut and  will  address  specific  questions  that  have  arisen 
from  previous  Connecticut  data  analysis  (MHIP  pilot),  eg. 

Comparison  of  CCP  Pilot  and  MIP  II  Studies 

why  thrombolytic  therapy  appears  to  be  underutilized  in 
Medicare  patients.  Although  documentation  inadequacies 

The  MIP  II  and  Cooperative  Cardiovascular  Project 
pilot  are  complementary  in  what  they  offer  to  institutional 
quality  improvement  efforts  (Table  2).  The  CCP  pilot  will 

may  prevent  full  answers  to  such  questions,  clues  are 
Likely  to  be  found  that  will  allow  Connecticut  hospitals  to 
design  programs  to  improve  care.  Follow-up  studies  can 

Table  2. — Comparison  of  CCP  Pilot  and  MIP  II 


Cooperative  Cardiovascular  Project  Pilot 

Myocardial  Infarction  Project  II 

National  pilot 

Local  initiative 

Medicare  patients  only 

Medicare  and  non-Medicare  patients 

PCAs  from  national  guidelines 

Local  standards  of  care 

National  and  local  comparisons 

State-wide  and  peer  comparisons 

Identifies  opportunities  for  improvement 

Verifies  opportunities  for  improvement 

Evaluates  processes  and  outcomes 

Evaluates  structures,  processes,  and  outcomes 

Raises  questions 

Attempts  to  answer  questions 
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then  be  structured  to  evaluate  the  effect  of  these  hospital  II,  such  a system  already  exists  in  Connecticut.  How  this 

interventions  and  to  share  what  is  learned.  Additional  collaboration  will  evolve  in  the  future  is  unknown,  but  an 

benefits  of  MIP II  are  that  it  will  pro  vide  local  comparative  opportunity  currently  exists  for  Connecticut  to  take  the 

data  on  non-Medicare  patients  and  on  selected  hospital  lead  in  presenting  a model  of  cooperative  health-care 

characteristics  that  may  affect  cardiovascular  patient  care,  quality  improvement  to  the  nation. 


Implications  For  Health-Care  Reform 

In  the  coming  year  state  and  federal  legislators  will  very 
likely  enact  new  laws  to  implement  health-care  reform. 
Part  of  this  legislation  will  pertain  to  quality  oversight, 
probably  for  all  patients  on  a state-by-state  basis.  This 
presents  both  a potential  hazard  and  an  opportunity.  If 
done  poorly,  a system  could  be  put  in  place  that  would  be 
entirely  dependent  on  claims  data  without  additional  clini- 
cal information.  In  the  worst  case  scenario  such  a database 
could  be  utilized  by  nonclinicians  who  might  draw  naive 
or  inappropriate  conclusions  about  the  quality  of  health- 
care in  place  at  particular  institutions  or  as  practiced  by 
individual  physicians.  These  conclusions  might  then  be 
made  public,  or  even  punitive  measures  taken.  Such  a 
quality  oversight  arrangement  would  be  unfair,  ineffec- 
tive, and  harmful  to  all  parties.  On  the  other  hand,  a system 
that  makes  use  of  clinical  as  well  as  claims  data,  and 
directly  involves  practicing  physicians  in  the  design  of 
focused  studies,  interpretation  of  results,  and  follow-up 
interventions  could  be  expected  to  enhance  patient  care. 
As  evidenced  by  CPRO’s  Myocardial  Infarction  Project 
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Computed  Tomographic  Evaluation  of  Maximal 
Diaphragmatic  Crural  Thickness 

DANIEL  J.  DOVGAN,  M.D.,  LEON  LENCHIK,  M.D.,  AND  ALAN  D.  KAYE,  M.D. 


ABSTRACT — The  purpose  of  this  study  is  to 
determine  the  range  of  maximal  diaphragmatic 
crural  thickness  during  different  phases  of 
respiration  and  to  correlate  crural  thickness  with 
age  and  gender.  Prospective  evaluation  of  computed 
tomographic  (CT)  scans  of  200  patients  without 
juxtacrural  abnormalities  was  performed.  Maximal 
short-axis  crural  thickness  measurements  were 
determined  in  all  patients.  Measurements  were 
obtained  at  full  inspiration  during  chest  CT  (n=60), 
full  expiration  during  abdominal  CT  (n=89),  and 
unknown  phase  of  respiration  during  dynamic  CT 
scans  (n=51).  Maximal  crural  thickness  mea- 
surements were  analyzed  by  side,  age,  and  gender. 
The  right  crus  was  thicker  than  the  left  crus  in  91  % 
of  patients.  The  range  of  maximal  crural  thickness 
remained  fairly  constant  from  the  second  to  the 
eighth  decades  of  life.  The  range  of  maximal  crural 
thickness  was  1.8-18.8  mm  in  men  and  1.8-21.1  mm 
in  women.  Maximal  crural  thickness  does  not 
significantly  vary  with  age  and  gender  for  specific 
phase  of  respiration.  Index  Terms:  diaphragm, 
diaphragm-crura,  diaphragm-computed  tomo- 
graphy, abnormalities  diaphragm, 
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Introduction 

Differentiating  disorders  involving  the 

juxtacrural  spaces  from  normal  diaphragmatic  crura 
can  be  difficult  because  of  the  marked  variation  in  crural 
thickness  and  morphology.  Previous  investigators  have 
evaluated  the  mean  crural  thickness,  the  variation  of  crural 
thickness  with  age  and  gender,  and  the  change  in  crural 
thickness  with  respiration.  The  range  of  maximal  dia- 
phragmatic crural  thickness  has  not  been  established.  This 
study  was  performed  to  correlate  maximal  crural  thick- 
ness with  age  and  gender  as  well  as  to  define  in  a large 
population  the  range  of  maximal  crural  thickness  during 
different  phases  of  respiration  in  a large  population. 

Materials  and  Methods 

Two  hundred  chest  and  abdominal  CT  scans  were 
prospectively  analyzed.  CT  scans  of  patients  with 
juxtacrural  masses,  disseminated  neoplasms,  or  diaphrag- 
matic abnormalities  were  excluded.  There  were  107  men 
and  93  women  ranging  in  age  from  20  to  90  years.  All 
examinations  were  performed  at  a single  tertiary  care 
hospital  on  a GE  9800  scanner  (Milwaukee)  using  10  mm 
sections  and  1 0 mm  collimation  with  patients  in  the  supine 
position.  The  chest  examinations  were  performed  at  full 
inspiration  while  the  abdominal  examinations  were  per- 
formed at  full  expiration.  Patients  who  were  unable  to 
follow  commands  to  obtain  scans  at  full  inspiration  or  full 
expiration  or  whose  clinical  status  mandated  rapid  scan- 
ning underwent  dynamic  scans.  In  these  patients,  the 
phase  of  respiration  for  a given  axial  slice  was  unknown. 
The  maximal  short-axis  measurements  of  the  right  and  left 
crura  were  obtained  using  computer  calipers  during  each 
examination.  To  facilitate  comparison  with  previous  stud- 
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ies,  maximal  crural  thickness  measurements  were  also 
obtained  at  the  origin  of  the  superior  mesenteric  artery 
(SMA).  Some  of  the  chest  examinations  required  addi- 
tional slices  to  ensure  inclusion  of  the  crura  at  the  level  of 
the  SMA.  All  measurements  were  obtained  by  means  of 
computer  calipers  using  soft  tissue  window  settings.  Fig. 
1 demonstrates  the  short  axis  measurement  of  the  crura. 
The  maximal  crural  thickness  was  analyzed  by  crural  side, 
age,  gender,  and  respiratory  phase. 

The  results  were  compared  to  data  from  previously 
published  trials.  Statistical  analysis  was  performed  using 
a pooled  t-test  to  evaluate  maximal  right  vs  left  crural 
thickness  as  well  as  maximal  crural  thickness  vs  gender. 
Linear  regression  analysis  was  used  when  correlating 
maximal  crural  thickness  and  age. 

Results 

Demographic  characteristics  of  the  study  population 
are  summarized  in  Table  1.  The  mean  age  was  56  years. 
The  maximal  thickness  of  the  right  crus  was  greater  than 
the  left  crus  in  91%  of  patients  (90%  of  men  and  93%  of 
women).  Mean  maximal  crural  thickness  was  8.4  mm  (8.6 
mm  in  men  and  8.2  mm)  on  the  right  and  6.3  mm  (6.4  mm 
in  men  and  6. 1 mm  in  women)  on  the  left. 

There  was  no  correlation  between  maximal  right  and 
left  crural  thickness  and  age  (r=0.31  for  right  crus  and 
r=0.50  for  left  crus).  The  range  of  maximal  right  crural 
thickness  was  2.1-21.1  mm.  The  range  of  maximal  left 
crural  thickness  was  1.8-11.8  mm  (Table  2). 

The  range  of  maximal  crural  thickness  was  similar  in 
men  and  women  (Table  3).  There  was  also  no  significant 
difference  in  mean  maximal  crural  thickness  and  gender 
(P=0.45  for  right  crus  and  P= 0.53  for  left  crus). 

When  evaluated  by  phase  of  respiration  (scan  type), 
there  was  no  significant  change  in  the  range  of  maximal 
crural  thickness  with  aging:  for  abdominal  scans  the  range 
was  2.1-13.2  mm  on  the  right  and  1.8-8. 9 mm  on  the  left, 
for  chest  scans  the  range  was  3.9-21.1  mm  on  the  right  and 
1.8-1 1.8mm  on  the  left,  and  for  dynamic  scans  the  range 
was  3.0-10.9  mm  on  the  right  and  2. 1-8.9  mm  on  the  left. 

Maximal  crural  thickness  occurred  at  the  origin  of  the 
SMA  in  73%  of  patients  (73%  of  men  and  72%  of  women). 


Table  1 . — Demographic  Characteristics 
of  the  Study  Population 

CT  scan  type 

Data  Abdominal 

Chest 

Dynamic 

Total 

# patients  89 

60 

51 

200 

Age  (mean)  57 

55 

56 

56 

Gender  (M/F)  50/39 

32/28 

25/26 

107/93 

Table  2, 

— Range  of  Maximal  Crural  Thickness 

All  Scans  (n=200) 

Age 

Number 

Right  crus 

Left  crus 

(yr) 

(M/F) 

(mm) 

(mm) 

20-29 

12/9 

3.0-18.2 

1.9-11.8 

30-39 

19/13 

4.4-15.4 

2.2-10.1 

40-49 

16/15 

3.7-21.1 

1.8-10.5 

50-59 

19/21 

3.5-18.7 

2.3-11.2 

60-69 

23/17 

2.1-17.8 

2.0-10.5 

70-79 

12/12 

3.6-15.9 

2.9-11.0 

80-90 

6/6 

3.1-18.8 

2.8-11.1 

The  right  crus  in  74%  of  patients,  the  left  crus  in  81%  of 
patients,  and  both  crura  in  73%  of  patients  were  thickest  at 
the  origin  of  the  SMA. 

Discussion 

The  diaphragmatic  crura  consist  of  musculotendinous 
fibers  which  anchor  the  posterior  diaphragm  to  the  lumbar 
spine.  They  arise  from  anterolateral  bodies  and  interverte- 
bral discs  of  the  first  three  lumbar  vertebra  on  the  right  and 
the  first  two  lumbar  vertebra  on  the  left.  The  crura  often 
have  variable  morphology  which  can  make  their  differen- 
tiation from  adjacent  structures  difficult.1'9  This  can  lead 
to  errors  when  interpreting  chest  and  abdominal  CT  scans; 
especially  if  there  is  disease  involving  the  juxtacrural 
spaces. 

Previous  investigators  have  evaluated  the  crura  using 
different  criteria  to  characterize  normal  morphology  and 
thickness.  Naidich  et  al,  proposed  a classification  scheme 
of  crural  types  to  avoid  confusing  normal  crural  variants 
and  pathological  conditions.  They  divided  the  crura  based 
on  the  type  of  transition  between  the  crura  and  the  medial 
arcuate  ligaments:5 

Type  1 Smooth  Transition  (89%) 

A.  Right  crus  thicker  than  left;  transition  indistinct 
(50%  of  type  1) 

B.  Right  crus  thicker  than  left;  both  crura  prominent 
(26%  of  type  1) 

C.  Atrophic  crura  (24  % of  type  1) 

Type  2 Abrupt  Transition  (11%). 


Table  3. — Maximal  Crural  Thickness  by  Gender  and  Side 
All  Scans  (n=200) 

Mean  (mm) 

Range  (mm) 

Right  crus  Left  crus 

Right  crus 

Left  crus 

Men  8.6  6.4 

2.1-18.8 

1.8-11.2 

Women  8.2  6.1 

3.3-21.1 

1.8-11.8 
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Figure  1, — Short  axis  measurement  of  right  and  left 


crura  at  level  of  SMA  origin. 


This  classification  scheme  recognizes  the  variability  of 
crural  morphology,  however,  it  does  not  evaluate  crural 
nodularity  and  does  not  provide  a quantitative  range  of 
acceptable  crural  thickness. 

Crural  nodularity  was  investigated  by  Rosen  et  al,  who 
found  focal  nodularity  of  crural  margins  in  29%  of  pa- 
tients. Sixty  percent  of  the  patients  with  crural  nodules 
were  greater  than  70  years  in  age.  Explanations  for  in- 
creased crural  nodularity  in  the  elderly  included  dimin- 
ished muscle  tone,  increased  connective  tissue  laxity,  and 
nonuniform  diaphragmatic  contractions.6 

Caskey  et  al  quantified  crural  thickness  and  studied 
crural  nodularity.  In  120  patients  ranging  in  age  from  20 
to  70  years  crural  measurements  were  obtained  at  end 
expiration  at  three  levels  and  then  averaged.  Correlation 
of  mean  crural  thickness  was  then  made  with  age,  gender, 
muscle  mass,  obesity,  and  emphysema.  The  mean  crural 
thickness  was  found  to  be  greater  on  the  right  than  on  the 
tefh  greater  in  men  than  in  women,  and  greater  in  patients 
with  more  developed  spinal  musculature.  In  that  series,  no 
correlation  between  crural  thickness  and  aging  was  found, 
but  there  was  an  increased  number  of  diaphragmatic 
nodules  with  aging.7 


Our  data  support  that  of  Caskey  et  al  by  demonstrating 
no  correlation  between  maximal  crural  thickness  and  age. 
Also  our  results  establish  there  is  no  correlation  between 
maximal  crural  thickness  and  age  regardless  of  the  phase 
of  respiration.  This  is  significant  as  crural  thickness  changes 
with  phase  of  respiration. 

Unlike  Caskey  et  al  we  found  no  difference  in  crural 
thickness  between  men  and  women.  Our  study  supple- 
ments the  data  of  Rosen  et  al  and  Caskey  et  al  by  providing 
a range  for  maximal  crural  thickness.6-7  We  have  found  the 
maximal  short-axis  crural  thickness  to  be  a useful  param- 
eter when  evaluating  the  diaphragmatic  crura  in  the  pres- 
ence of  juxtacrural  space  pathology.  Knowledge  of  the 
range  of  maximal  crural  thickness  may  help  in  differenti- 
ating pathologic  conditions  involving  the  crura  from  nor- 
mal crural  variants.  The  crura  can  also  be  distinguished 
from  juxtacrural  abnormalities  by  determining  the  change 
in  crural  thickness  with  respiration.6-811  The  origin  of  the 
SMA  has  been  used  as  a landmark  by  previous  investiga- 
tors in  evaluation  of  crural  thickness.8  The  maximal  crural 
thickness  was  at  the  origin  of  the  SMA  in  73%  of  our 
patients.  This  reinforces  the  use  of  the  SMA  as  a landmark 
in  evaluation  of  crural  thickness. 
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In  summary,  we  have  established  a range  of  maximal 
diaphragmatic  crural  thickness. 

In  the  presence  of  juxtacrural  pathology  this  was  found 
to  be  useful  in  interpretation  of  chest  and  abdominal  CT 
scans  in  the  presence  of  juxtacrural  pathology.  Future 
studies  may  evaluate  the  crura  for  maximal  thickness  and 
respiratory  variability  in  patients  with  pulmonary  paren- 
chymal and  neuromuscular  disease. 
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Abstracts: 

Second  Annual  Pediatric  Resident  Research  Conference 
University  of  Connecticut  School  of  Medicine 


EDWIN  L.  ZALNERAITIS,  M.D.  Moderator, 

Director  of  the  Pediatric  Residency  Program,  University  of  Connecticut, 
Associate  Professor  of  Pediatrics  and  Neurology, 

University  of  Connecticut  School  of  Medicine 


FOREWORD 


On  1 June  1993  the  second  consecutive  Annual  Pediatric  Resident  Research  Conference  was  held  at 
the  Hartford  Medical  Society  building  in  Hartford,  Connecticut.  This  conference  series  has  been 
established  to  provide  a forum  in  which  to  present  the  results  of  research  by  residents  in  the  University 
of  Connecticut  Pediatric  Residency  Program. 

The  Pediatric  Residency  Program  at  the  University  of  Connecticut  is  the  graduate  medical  education 
part  of  the  regional  pediatric  program  of  the  University  of  Connecticut  School  of  Medicine.  This 
program  includes  the  University  of  Connecticut  Health  Center,  Hartford  Hospital,  St.  Francis 
Hospital  and  Medical  Center,  Newington  Children’s  Hospital,  and  other  community  clinical  programs. 
Its  resident  physicians  participate  in  a range  of  research  from  basic  science  to  clinical  investigation, 
and  through  these  conferences,  they  now  have  a yearly  opportunity  to  share  the  fruits  of  their  efforts 
with  the  pediatric  community  of  the  region.  On  behalf  of  the  Department  of  Pediatrics  of  the  University 
of  Connecticut  School  of  Medicine,  we  are  proud  to  present  these  abstracts.  They  reflect  the  diversity 
of  our  resident  physicians  and  the  broad  scope  of  their  research  interests. 

Working  with  their  mentors  and  collaborators,  Drs.  Scheich  and  Goyal  addressed  clinical  problems 
by  studying  cellular  mechanisms.  Dr.  Veligati  worked  to  improve  our  understanding  of  a clinically 
applied  biochemical  test  in  a group  of  children,  while  Dr.  Sigfusson  readdressed  clinical  phenomena 
by  studying  a whole  population. 
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Metabolic  Alkalosis:  Truly  or  Falsely  Corrected  by  Sodium  Chloride? 


ADRIENE  SCHEICH,  M.D.  AND  MITCHELL  L.  HALPERIN,  M.D. 

Division  of  Nephrology,  Toronto  University  and  Department  of  Pediatrics,  University  of 

Connecticut  School  of  Medicine 


Although  an  elevated  serum  concentration  of  bicarbon- 
ate is  one  of  the  hallmarks  of  metabolic  alkalosis,  it  is  not 
clear  whether  it  is  invariably  associated  with  a surplus  of 
bicarbonate  in  the  body.  Accordingly,  a model  of  meta- 
bolic alkalosis  was  developed  in  fasted  rats  where  changes 
in  the  content  of  bicarbonate  and  extracellular  fluid  (ECF) 
volume  were  analyzed  independently.  In  the  generation 
stage,  a loop  diuretic  was  administered  to  induce  the  loss 
of  NaCl  ( 1 674  |xmol)  and  KC1  (781  |xmol)  over  four  hours; 
these  losses  led  to  a concentration  of  the  ECF  volume 
(from  87  to  78  mL)  and  a rise  in  bicarbonate  from  28.8  to 
32.0  mmol/L  without  a significant  change  in  the  content  of 
bicarbonate  ions  in  the  ECF.  At  the  end  of  this  four-hour 
period,  deficits  of  Na-i-  and  K+  were  replaced  as  their 
bicarbonate  salts  (2455  |xmol).  Hence  metabolic  alkalosis 
occurred  in  conjunction  with  intracellular  acidosis.  To 
substantiate  that  there  had  been  a shift  of  protons  into  the 
intracellular  fluid  (ICF),  cumulative  deficits  for  Cl-ions 
were  replaced  either  as  NaCl  or  as  KC1  and  observations 
were  made  over  the  next  eight  hours.  Three  processes 


could  explain  the  fall  in  bicarbonate  in  the  NaCl  (9.4 
mmol/L)  and  the  KC1  (13.2  mmol/L)  groups.  First,  ECF 
volume  reexpansion  was  similar  in  both  groups  (10  and  7 
mL);  second,  bicarbonaturia  was  also  small  and  similar  in 
both  groups  (169  and  228  p.mol).  Although  the  remainder 
of  bicarbonate  disappeared  from  the  ECF  by  titration,  the 
source  of  the  H+  ions  differed  in  the  two  groups.  In  the 
NaCl  group  H+  ions  were  generated  during  the  production 
of  endogenous  acids  (483  |xmol),  whereas  919  p,mol  of 
H+  ions  exited  from  the  ICF  in  conjunction  with  K+  entry 
into  cells  in  the  KC1  group.  Hence  the  degree  of  ICF 
acidosis  was  exacerbated  in  the  NaCl  group  and  amelio- 
rated in  the  KC1  group.  We  conclude  that  an  overall 
positive  balance  for  protons  was  present  in  this  model  of 
metabolic  alkalosis  with  an  overall  deficit  of  KC1  (extra- 
cellular alkalosis  and  intracellular  acidosis).  To  interpret 
events  in  metabolic  alkalosis,  the  analysis  should  focus  on 
all  three  compartments  where  important  changes  are  likely 
to  occur,  the  ECF,  ICF,  and  urine. 


Clonality  of  Hematopoietic  Reconstitution  after  Human  Bone  Marrow  Transplantation 


RAKESH  K.  GOYAL,  M.D.,  STEVEN  K.  BERGSTROM,  M.D.,  DAVID  TUCK,  M.D., 

AND  NICHOLAS  DAINIAK,  M.D. 

Department  of  Pediatrics  and  Medicine,  University  of  Connecticut  School  of  Medicine 


The  clonality  of  hematopoietic  precursor  cells  was 
evaluated  using  single  colony  polymerized  chain  reaction 
(PCR)  assay.  Donor/recipient  pairs  were  evaluated  for 
heterozygosity  at  the  phosphoglycerate  kinase  (PGK)  as 
well  as  the  human  androgen  receptor  antigen  (HUMARA) 
locus.  Pairs  that  could  be  evaluated  were  then  examined 
for  informative  patterns  on  variable  number  tandem  re- 
peats analysis,  which  would  distinguish  donor  from  re- 
cipient. Following  transplantation,  whole  bone  marrow 


was  obtained  at  intervals  and  grown  in  long-term  bone 
marrow  culture.  Single  colonies  granulocyte-erythroid- 
macrophage-megakaryocyte  colony-forming  unit,  eryth- 
rocyte colony-forming  unit,  and  long-term  colony-initiat- 
ing culture  were  obtained,  and  the  deoxyribonucleic  acid 
extracted.  Samples  were  split  with  half  undergoing  Hpall 
digestion,  and  undigested  samples,  following  PCR  ampli- 
fication at  the  PGK  or  HUMARA  locus,  allowed  identifi- 
cation of  the  active  allele.  Statistical  analysis  of  these 
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results  has  been  used  to  determine  the  likelihood  that  the 
clonality  of  the  reconstituted  marrow  is  poly-  or  mono- 
clonal. Four  patients  have  been  examined  to  date  using 
this  technique.  Two  of  these  have  had  multiple  determina- 
tions. All  four  patients  have  demonstrated  multiclonal 
reconstitution  at  the  earliest  determination.  Changes  in  the 
pattern  of  subsequent  samples  may  suggest  limitations  in 


the  number  of  active  clones  as  reconstitution  of  the  bone 
marrow  progresses.  These  data  indicate  that  early  recon- 
stitution of  marrow  function  following  bone  marrow  trans- 
plantation is  the  result  of  a larger  number  of  progenitor 
cells,  many  with  limited  ability  to  replicate.  Long-term 
engraftment  appears  to  be  the  product  of  a limited  number 
of  clones  with  greater  replication  capacity. 


Pediatric  Malpractice  in  the  Greater  Hartford  Area — A Study 

TEODOR  GEORGESCU,  M.D.  AND  FRANCIS  J.  DIMARIO,  M.D. 
Department  of  Pediatrics,  University  of  Connecticut  School  of  Medicine 


The  extent  and  characteristics  of  pediatric  malpractice 
in  the  Greater  Hartford  area  have  not  been  assessed  re- 
cently. 

We  sent  questionnaires  to  290  pediatricians  (University 
of  Connecticut  mailing  list).  Response  rate  was  34.5%. 
Twenty-one  percent  of  respondents  had  a claim  or  suit 
filed  against  them  (sued  = S).  Nine  percent  were  both  a 
defendant  and  expert  witness  at  different  times  (sued/ 
expert  = S/E),  14%  were  expert  witnesses  (expert-nonsued 
= E),  and  65%  were  never  involved  in  litigation  (nonsued/ 
nonexpert  = NS/NE). 

The  age  groups  of  patients  most  often  cited  were  neo- 
nates (36%),  toddlers  (26%),  and  school-age  children 
(26%). 

In  the  experience  of  S,  the  high-risk  presentations  were 
acute  CNS  disturbances  (21%),- followed  by  acute  ab- 
dominal processes  (14%),  and  nonacute  congenital  prob- 
lems (undiagnosed  during  well-child  check-ups  (14%).  In 
the  E experience,  poor  perinatal  outcomes  (33-44%)  fol- 


lowed by  meningitis/encephalitis  (10-18%),  and  appendi- 
citis (15%)  were  the  most  frequent  diagnoses  involved. 

Among  the  reasons  for  filing  a claim,  24%  of  S,  33%  of 
S/E,  and  16%  of  NS/NE  listed  poor  outcome  while  33%  of 
NS/NE,  0%  of  S/E,  and  16%  of  S cited  communication 
gaps.  Other  reasons  were  timeliness  of  diagnosis  (24%  of 
S)  and  timeliness  of  treatment  (22%  of  S/E).  Ninety 
percent  of  S/E  and  70%  of  S advised  better  documenta- 
tion, 55%  of  E recommended  improved  communications 
with  patients,  while  empathy  (caring  personal  relation- 
ship) was  mentioned  by  45%  of  NS/NE,  0%  of  S,  0%  of  S/ 
E,  and  15%  of  E. 

The  extent  and  characteristics  of  the  malpractice  phe- 
nomenon in  the  Greater  Hartford  area  are  comparable  with 
the  national  data. 

A relative  dichotomy  in  perception  and  recommenda- 
tions has  been  identified  between  sued  and  nonsued  phy- 
sicians that  further  studies  have  to  take  into  account. 
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Incidence  and  Diagnosis  of  Congenital  Heart  Defects  in  Iceland 


GUNNLAUGUR  SIGFUSSON,  M.D.  AND  HRODMAR  HELGASON,  M.D. 

Department  of  Pediatrics 

University  of  Connecticut  School  of  Medicine  and  University  Hospital  of  Iceland 


The  purpose  of  our  study  was  to  investigate  the  inci- 
dence of  congenital  heart  defects  in  Iceland,  the  distribu- 
tion of  specific  defects,  the  age  at  diagnosis,  and  causes  of 
death.  This  retrospective  study  deals  with  live-born  chil- 
dren in  Iceland  from  1985-89,  diagnosed  with  congenial 
heart  defects  (CHD)  by  echocardiography,  catherization, 
or  after  autopsy. 

There  were  215  children  found  to  have  CHD,  1.1%  of 
live  born  children.  Of  these,  99  had  major  cardiac  defects. 
Of  the  116  patients  with  minor  cardiac  defects,  94  had 
small  ventricular  septal  defects  (VSD).  Of  the  99  children 
with  major  cardiac  defects,  25  had  VSD,  16  had  atrial 
septal  defect,  15  had  patent  ductus  arteriosus,  seven  had 
transposition  of  the  great  arteries,  six  had  tetralogy  of 
Fallot,  and  nine  had  aortic  stenosis.  Other  defects  were 
less  frequent. 

Twenty-three  of  the  patients  with  major  heart  defects 
had  other  extracardiac  congenital  anomalies.  Of  those,  12 
had  chromosomal  abnormalities,  nine  of  whom  had  Down’ s 


syndrome.  About  47%  of  the  patients  with  major  cardiac 
anomalies  were  diagnosed  during  the  first  week  of  life  and 
before  discharge  from  the  delivery  institution.  Of  the 
other,  17%  were  referred  from  routine  well-child  care, 
18%  were  referred  from  doctors’  offices,  and  18%  were 
diagnosed  after  hospital  admission  for  what  was  felt  to  be 
a noncardiac  problem.  Seventeen  patients  with  major 
heart  defects  died.  The  cause  of  death  was  a cardiac 
condition  in  most  of  these  patients.  Two  patients  have 
permanent  brain  damage  associated  with  open  heart  sur- 
gery, but  the  other  80  survivors  are  all  in  good  health. 

We  conclude  that  the  incidence  of  congenital  heart 
defects  in  Iceland  is  somewhat  higher  than  reported  in 
population  studies  from  other  countries.  Though  many 
factors  could  explain  this  difference,  more  complete 
ascertainment  of  true  incidence  seems  to  be  the  most  likely 
explanation.  Diagnosis  and  outcome  of  children  born  with 
congenital  heart  defects  in  Iceland  is  similar  to  that  found 
in  countries  with  similar  medical  systems. 


A Reappraisal  of  Diagnostic  Criteria  for  Breath  Hydrogen  Testing  in  Children 


L.  NARAYAN  VELIGATI,  M.D.,  WILLLAM  R.  TREEM,  M.D.,  BARBARA  SULLIVAN, 
R.N.,  GEORGIANA  BURKE,  PH.D.,  AND  JEFFREY  S.  HYAMS,  M.D. 

Department  of  Pediatrics 

Hartford  Hospital  and  University  of  Connecticut  School  of  Medicine 


Disagreement  persists  concerning  the  appropriate  crite- 
ria to  establish  an  abnormal  breath  hydrogen  test  (LBHT) 
in  the  diagnosis  of  lactose  malabsorption  (LM).  To  reap- 
praise the  diagnostic  criteria  for  breath  hydrogen  testing  in 
children,  we  examined  the  relationship  of  symptom  devel- 
opment following  lactose  challenge  to  peak  rise  above 
base  line  (A>=2Qppm,  A10-19,  <A10ppm)  and  no-re- 


sponse groups,  and  the  time  of  peak  rise  (30-60  min,  90- 
1 20  min,  and  1 50- 1 80  min)  after  the  loading  dose.  METH- 
ODS: LBHT  were  performed  at  30-minute  intervals  for 
three  hours  after  a 12-hour  fast  using  2 g/kg  lactose  (max 
50  g).  Symptom  assessment  diaries  were  completed  by 
patients/parents  following  each  test.  RESULTS:  652  LBHT 
and  completed  symptom  diaries  were  available  for  analy- 
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sis.  Fifty-two  patients  were  excluded  for  baseline  above 
>20ppm.  Six  hundred  children  ranging  in  age  from  one 
month  to  19  years  constitute  the  study  population.  Thirty- 
five  percent  of  patients  were  less  than  five  years  of  age  and 
the  remainder  were  five  to  19  years.  The  percentage  of 
subjects  developing  the  specified  symptom  as  a function 
of  rise  in  breath  hydrogen  was  as  follows: 


# 

Gas 

Bloating 

Abd.  Pain 

Diarrhea 

A<10 

242 

37% 

26% 

36% 

23% 

A10-19 

35 

46% 

34% 

46% 

29% 

A>/20 

224 

57% 

39% 

46% 

52% 

No-Resp 

99 

41% 

27% 

36% 

36% 

There  was  no  significant  difference  in  symptom  devel- 
opment in  A10-19ppm,  AclOppm,  and  nonresponders. 
Compared  to  all  groups,  diarrhea  was  more  common  in 
A>=20ppm  group  (P<0.01).  Other  symptoms  were  also 
more  common  in  A>=20ppm  group  compared  to  indi- 
vidual groups;  compared  to  nonresponders  and  A<10ppm: 
gas  CP<0.01),  bloating  (P<0.04);  compared  to  AclOppm: 
pain  (P<0.04).  The  mean  peak  breath  H2  in  the  A=20ppm 
group  developing  diarrhea  was  9 8ppm  compared  to  77 ppm 
in  subjects  not  developing  diarrhea  (P<0.003).  In  relation 
to  the  time  of  peak  rise  in  breath  hydrogen,  diarrhea  was 
more  common  when  the  rise  was  at  or  before  120  minutes 
compared  to  150- 1 80  minutes  after  the  loading  dose  (55% 
vs  16%,  PcO.OOl).  A A>=20ppm  would  appear  to  be  a 
better  standard  for  a positive  LBHT.  The  large  number  of 
subjects  reaching  either  threshold  not  developing  symp- 
toms underscores  the  importance  of  distinguishing  lactose 
malabsorption  (+  LBHT)  from  lactose  intolerance  (+ 
LBHT  and  symptoms). 


“I’m  practicing 
medicine  the  way  I 
think  it  should  be 
practiced,  sans  the 
paperwork  and 
administrative 
overload.” 

Owen  Brodie, 
MD,  joined 
Comp  Health  s 
locum  tenens 
medical  staff  in 
1989,  after  21 

_ . . - - " years  in  private 

practice.  Since 

then  he’s  worked  in  temporary  assignments 
in  state  facilities,  filled  in  for  attending  physicians, 
covered  for  private  practitioners  across  the  country. 


A pilot.  A historian.  A board-certified  psychiatrist. 
Southern  to  a fault.  Owen  Brodie  knows... 


It  s a great  way  to 
practice  medicine 

CompHealtti 

Locum  Tenens 

1-800-453-3030 

Salt  Lake  City  ■ Atlanta  ■ Grand  Rapids,  Mich. 
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For  Relief  of  Administrative 
Headaches  & Hassles. 


Are  you  tired  of  the  endless  paper  trail  brought  on  by  claims  administration? 
ProMed  Systems  can  remedy  your  situation  with  the  help  of  your  office’s 
personal  computer. 


ProMed  offers  a variety  of  low-cost  office  systems  that  can  save  you  both  time 
and  money: 


♦ 

♦ 


Faster  and  more  accurate 
claim  submission 

Complete  installation 
and  on-going  support 
services 


Reduced  paperwork 

Detailed  financial  and 
clinical  management 
reporting 


And,  you  can  gain  access  to  more  than  1 20  payors  across  the  country  through 
the  Connecticut  Health  Information  Network  (CT/HIN),  the  latest  addition  to 
ProMed’s  service  capabilities. 


For  your  prescription  to  a more  efficient  office,  call  today  at  1-800-922-3385. 


SYSTEMS  INCORPORATED 


ProMed  Systems,  Inc. 
221  Whitney  Avenue 
New  Haven,  CT  0651 1 
1-800-922-3385 


CSMS  House  of  Delegates 


TIMOTHY  B.  NORBECK 
11  March  1994 


SUBJECT:  AM  A Washington  Meeting — 7 and  8 March  1994 


THE  American  Medical  Association  held  a health 
reform  forum  in  Washington,  D.C.,  to  hear  views 
from  Congressional  leaders  relative  to  the  Clinton  health 
plan  (Health  Security  Act  of  1993-HR  3600  and  S 1757) 
and  other  health  reform  proposals.  The  meeting  afforded 
the  opportunity  to  receive  an  update  on  health  reform  as  of 
early  March  1994.  On  the  stage  was  a huge  banner  which 
stated:  “AMA’s  Message  to  Congress:  Voice  plus  Choice 
plus  Coverage  equals  AMA  Support.”  The  following  is  a 
report  on  what  was  said  by  the  speakers  including  their 
predictions  (when  given)  on  what  might  happen  later  this 
year. 


“President  Clinton  has  restored  a sense  of  seriousness  to 
public  policy,  and  I’m  sure  that  he  will  be  traveling  more 
in  the  next  few  months  to  sell  his  plan. 

“George  Mitchell’s  lame  duck  status  (his  decision  not 
to  run  for  reelection  in  1994)  and  the  ensuing  struggle  for 
his  Senate  Majority  Leader  slot  may  have  some  effect  on 
reform.” 

Prediction 

“There  is  a 70%  - 80%  chance  that  some  reform  will  be 
enacted,  perhaps  mostly  insurance  reform,  and  I do  see  a 
Rose  Garden  ceremony  in  October  of  this  year. 

FredBames,  Senior  Editor,  New  Republic  (. McLaughlin 
Report). — Mr.  Barnes  said  that  if  the  White  House  would 
move  toward  compromise,  it  could  achieve  health  reform 
this  year.  It  was  his  belief  that  the  employer  mandate  and 
alliances  would  not  be  a part  of  any  enacted  reform 
package.  He  did  mention  to  the  audience  that  New  Repub- 
lic had  endorsed  the  Clinton  proposal. 

Mr.  Barnes  pointed  to  a poll  of  Ross  Perot  voters  in 
which  they  had  indicated  by  a three  to  one  margin  that  “the 
more  we  learn  about  the  Clinton  plan,  the  less  we  like  it.” 
He  inferred  from  this  survey  of  swing  voters  that  a “center- 
left”  coalition  of  legislators  will  not  carry  the  day  and  that 
any  legislation  passed  will  be  a centrist  bill. 

“There  has  been  a major  miscalculation  of  the  White 
House  in  that,  to  this  day,  they  maintain  that  the  Clinton 
plan  has  no  price  controls. 


Eleanor  Clift,  Deputy  Bureau  Chief  and  Chief  White 
House  Correspondent,  Newsweek  ( McLaughlin  Report). — 
She  said  that  the  next  30  days  in  Congress  are  critical  to 
health  reform  progress  and  felt  that  there  would  be  sub- 
stantial changes  made  in  President  Clinton’s  health  plan. 
For  example,  Ms.  Clift  believed  that  the  alliances  would 
be  smaller  and  probably  voluntary,  and  that  there  would  be 
a compromise  reached  on  premium  caps.  She  opined  that 
the  employer  mandate  was  the  only  real  area  of  conten- 
tion, and  that  it  might  be  mandated  only  for  companies  that 
had  more  than  100  employees. 

“A  Rostenkowski  loss  in  the  primary  (15  March)  or  an 
indictment  could  have  a critical  effect  on  health  reform. 


TIMOTHY  B.  NORBECK,  Executive  Director,  Connecticut  State 
Medical  Society. 
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The  administration  does  not  understand  the  public  aver- 
sion to  entitlements  and  big  government. 

Prediction 

“It  depends  on  the  number  of  compromises  the  White 
House  is  willing  to  make  as  to  what  reform  is  enacte. 

Congressman  Newt  Gingrich  (R-GA),  Minority  Whip. — 
Mr.  Gingrich  said  that  the  official  public  Clinton  health 
plan  was  dead.  In  speaking  against  the  plan,  he  asserted 
that  should  the  U.S.  go  to  government  health  care,  the 
public  will  become  used  to  mediocre  care. 

“If  you  love  public  housing,  you  will  love  public  medi- 
cine. 

“I  know  a little  about  preexisting  conditions.  My  oldest 
daughter  had  a condition  which  prevented  her  from  being 
covered  for  one  year.” 

Congressman  Jim  McDermott,  M.D.  (D-WA), 
House  Ways  and  Means  Committee. — Congressman 
McDermott  spoke  mainly  about  his  single-payer  bill  (HR 
1200)  and  stated  that  it  was  best  for  physicians  and 
patients,  and  that  it  would  cut  down  on  insurance  intru- 
sions. He  mentioned  that  the  choices  of  physicians  are 
being  restricted  and  that  his  single-payer  plan  would  put 
physicians  back  in  the  driver’s  seat. 

NOTE:  According  to  a Public  Agenda  opinion  study 
released  on  24  February,  Americans’  responses  to  the 
health-care  reform  proposals  usually  change  as  they  be- 
come more  informed  of  the  details.  For  example,  Public 
Agenda  polled  564  people  in  13  cities  on  a range  of  health- 
care questions  and  then  gave  a presentation  explaining  the 
concepts  behind  the  reform  proposals.  Those  plans  that 
entail  significant  government  involvement  tended  to  lose 
support  as  people  in  the  study  became  more  informed 
about  them.  Although  56%  of  respondents  said  before  the 
presentation  that  a single-payer  system,  as  proposed  by 
Dr.  McDermott,  is  a good  way  to  expand  coverage,  only 
44%  supported  that  system  after  the  presentation. 

In  asking  for  support  for  his  plan,  he  related  the  situation 
in  Seattle  where  one  hospital  has  already  purchased  200 
physician  practices  this  year.  He  mentioned  the  disheart- 
ening and  outrageous  occurrence  in  Santa  Cruz,  Califor- 
nia, where  one  insurance  company  opened  the  enrollment 
of  its  health  plan  to  all  physicians  and  then  “fired”  70%  of 
them.  The  physicians  took  out  a newspaper  ad  which 
stated:  “If  you  wondered  where  we  went,  they  fired  us. 

“Only  the  Clinton  plan  and  my  single-payer  proposal 
promise  universal  coverage,  and  the  Congressional  Bud- 
get Office  (CBO)  said  that  single-payer  will  achieve 
universal  care  faster. 


“There  are  no  administrative  savings  in  the  president’s 
plan. 

“Your  (physician)  message  has  been  muted  and  con- 
fused— you  must  speak  out  with  one  voice.” 

Prediction 

“Nothing  will  pass  Congress  without  tort  reform.” 

Senator  Phil  Gramm  (R-TX),  Chair,  National  Republi- 
can Senatorial  Committee. — Senator  Gramm  declared  his 
interest  in  reforming  Medicaid  and  his  belief  that  every 
patient  should  pay  something,  however  nominal,  for  each 
medical  episode.  He  asserted  his  opposition  to  employer 
mandates,  claiming  that  such  a requirement  would  “saw 
off  the  bottom  rung  of  the  economic  ladder.” 

Mr.  Gramm  said  that  any  health  plan  enacted  should 
include  federal  employees  and  the  Congress,  and  he  chided 
President  Clinton  for  excluding  them  from  his  plan.  He 
poked  fun,  saying,  “I  guess  that  the  president  must  feel  that 
they  will  be  busy  and  will  need  to  be  healthy.” 

“People  who  take  care  of  themselves  should  pay  less  for 
health  insurance  than  the  slug  who  doesn’t. 

“We  will  go  back  and  forth  between  bankrupting  the 
government  and  rationing  care  if  we  adopt  the  president’s 
health  plan — and  will  ruin  our  health  care  system. 

“Physicians  must  be  given  the  right  to  negotiate  collec- 
tively with  government  and  insurance  companies,  but  you 
don’t  win  those  negotiations  with  the  government.” 

Responding  to  a question  about  the  need  for  tort  reform, 
Mr.  Gramm  expressed  his  disgust  in  a system  whereby 
even  the  threat  of  a suit  often  resulted  in  out-of-court 
settlements.  He  related  a recent  story  of  a minor  auto 
mishap  in  which  he  was  a passenger  in  a car  that  “barely 
touched”  the  other  vehicle.  Passengers  in  the  other  car 
claimed  soft  tissue  injuries  and  brought  suit.  Senator 
Gramm  told  the  insurance  company  that  he  would  be 
happy  to  testify  in  defense  of  his  driver,  but  the  insurance 
company  settled  the  case  with  payment  saying  that  it 
would  cost  more  than  that  to  defend  it.  “This  deep  pocket 
problem  must  be  addressed,”  he  said. 

Congressman  John  D.  Dingell  (D-MI),  Chair,  House 
Energy  and  Commerce  Committee,  Speaking  on  Behalf  of 
the  Administration. — NOTE:  Mr.  Dingell’ s father,  John 
Dingell,  Sr.,  wrote  Congress’s  first  national  health  insur- 
ance bill  in  1943,  a plan  which  the  AMA  had  helped  to 
defeat.  Ever  since  1955,  the  year  he  succeeded  his  father 
in  Congress,  Dingell  has  introduced  his  father’s  bill  on  the 
first  day  of  every  new  Congress.  He  always  numbers  it  HR 
16  after  their  16th  District  of  Michigan. 
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Congressman  Dingell  reiterated  many  of  the  adminis- 
tration complaints  about  our  present  health-care  system, 
including  the  ofttimes  repeated  charge  of  having  higher 
costs  than  other  countries.  He  admonished  the  AM  A for 
having  retreated  on  its  previous  unequivocal  support  of 
employer  mandates,  but  he  did  go  on  to  praise  it  for  its 
health-reform  proposal  and  efforts  to  change  the  system. 
"Your  document  does  you  great  credit."  he  added.  NOTE: 
The  AM  A document  he  referred  to  and  entitled  "Provid- 
ing Health  Coverage  for  All  .Americans"  is  attached  to  this 
report  ( along  with  a handy  reference  card).  It  describes  the 
AA LA's  health-reform  goals  and  objectives  and  will  sen  e 
as  an  excellent  resource  in  vour  health  reform  discussions 
with  colleagues,  legislators,  and  the  media. 

Mr.  Dingell  expressed  his  belief  that  professional  liabil- 
ity reform  should  be  addressed.  “I  support  you  on  this."  he 
said,  “and  it  was  my  Energy  and  Commerce  Committee 
that  was  first  to  report  out  a tort-reform  bill  (albeit  on 
product  liability ).  but  the  forces  against  it  were  too  great." 

"All  I want  is  a health  care  package  that  will  work  and 
adhere  to  the  president's  goals. 

"I  want  to  work  with  physicians,  and  the  AMA  has  done 
a good  job  of  telling  us  of  your  concerns. 

"I  myself,  find  many  flaws  in  the  president's  plan  such 
as  the  confusing  nature  of  the  proposal  and  the  alliances.'' 

Prediction 

"I  am  not  a prophet,  but  there  will  be  a health  reform  bill 
on  the  House  floor  this  year  and  there  will  be  a bill  on  the 
Senate  floor.  They  will  pass  and  there  will  be  a conference 
agreement  and  a White  House  signing." 

Senator  Bob  Dole  iR-KS ).  Minority  Leader. — Senator 
Dole  mentioned  that  35  of  the  44  Republican  L7S.  Sena- 
tors met  with  some  Republican  governors  and  house 
members  in  Annapolis.  Maryland  over  a recent  weekend 
in  order  to  find  areas  of  agreement  on  health-reform.  He 
gave  credit  to  the  president  and  Mrs.  Clinton  for  placing 
the  health  reform  issue  on  the  front  burner.  "It  is  still  on  the 
front  burner.”  he  said,  "but  the  Clinton  plan  is  too  compli- 
cated." 

Mr.  Dole  predicted  that  mandator)  alliances  will  not  be 
a part  of  any  bill  enacted  and  declared  that  "we  don't  need 
any  more  politics  in  health  care."  He  said  that  whenever  he 
attends  a town  meeting  in  Kansas,  someone  always  asks 
him:  "Bob.  why  are  we  fixing  100%  of  the  health-care 
system  when  only  15%  of  it  is  broken."  In  agreeing  that 
any  bill  enacted  should  include  members  of  Congress,  he 
mentioned  seeing  in  Washington  a bumper  sticker  that 
said:  “Give  Us  the  Same  Health  Plan  You  Have!"  Mr. 
Dole  also  supports  antitrust  relief  for  physicians. 


"We  must  have  real  tort  reform  and  not  the  window 
dressing  in  the  President's. 

"We  must  stop  looking  for  villains  and  start  looking  for 
solutions. 

"We  must  find  a way  to  control  costs." 

Prediction 

“Mandatory  alliances  are  in  intensive  care.  I don't 
believe  there  will  be  price  controls  or  employer  man- 
dates." 


Senator  John  H.  Chafee  (R-RI).  Ranking  Minority 
Member.  Health  for  Families  and  the  Uninsured  Subcom- 
mittee. Senate  Finance  Committee. — Senator  Chafee  also 
mentioned  the  Republican  gathering  in  Annapolis  on  3 
and  4 March  where  35  senators  attempted  to  reach  a 
consensus  on  basic  health  reform  principals. 

NOTE:  The  35  are  currently  divided  into  three  camps, 
one  group  supporting  Senator  Chafee  (S  1770).  another 
backing  legislation  introduced  by  Senator  Phil  Gramm  ( S 
1807).  which  would  spur  the  creation  of  medical  savings 
accounts  for  consumers  and  make  minor  changes  in  the 
health  insurance  system,  and  the  third  behind  Senator  Don 
Nickle's  proposal  (S  1743)  to  alter  the  tax  system  to 
encourage  people  to  purchase  their  own  health  insurance. 

Mr.  Chafee  spoke  about  his  bill  and  stated  that  "we  have 
the  toughest  malpractice  insurance  reform  of  any  bill."  He 
went  on  to  say  that  the  legislation  imposed  a real  cap  on 
lawyers'  fees,  established  an  alternative  dispute  resolu- 
tion. provided  a cap  on  premium  deductibility  to  encour- 
age consumers  to  buy  less  expensive  plans,  outlawed 
cherry  picking  by  insurance  companies  and  required  com- 
munity rating,  and  allowed  for  individual  mandates  (em- 
ployers now  providing  their  employees'  insurance  would 
continue  to  do  so). 

“Even  time  the  government  gets  involved  in  health 
care,  their  costs  greatly  exceed  the  estimates. 

"Price  controls  don't  work  and  I'm  worried  about  a 
huge  new  entitlement  program. 

"This  country  needs  prescription  drugs  and  long-term- 
care  benefits,  but  we  can' t make  that  promise  until  we  find 
out  how  to  pay  for  them." 

Prediction 

"Health  reform  will  pass  this  year  and  go  into  effect  in 
1996.'’ 

Senator  Orrin  G.  Hatch  (R-UT).  Senate  Finance  Com- 
mittee and  Ranking  Minority  Member.  Senate  Judiciary 
Committee. — Senator  Hatch  said  that  the  first  thing  to  do 
on  health  reform  is  to  pass  a tort  reform  package  and  that 
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“could  be  done  right  now.”  He  mentioned  some  of  the 
estimates  of  defensive  medicine  being  in  the  range  of  $25 
billion  to  $30  billion  but  suspected  that  the  number  was 
much  higher. 

Mr.  Hatch  complained  that  only  43  cents  of  every  dollar 
spent  on  liability  litigation  goes  to  the  injured  plaintiff.  It 
is  his  Health  Care  Antitrust  Improvements  Pact  of  1 993  (S 
1658),  now  before  Congress,  which  would  grant  antitrust 
relief  to  physicians.  The  legislation  is  cosponsored  by 
Representative  Bill  Archer  (R-TX)  as  HR  3486  and  is  an 
important  step  toward  physician  autonomy.  It  would  pro- 
vide increased  antitrust  protection  to  the  formation  of 
physician  networks,  exempt  certain  conduct  such  as  medi- 
cal society  peer  review  and  collective  actions  by  fewer 
than  20%  of  an  area’ s physicians,  and  require  the  attorney 
general  to  respond  within  90  days  to  requests  for  review  of 
conduct  not  specifically  protected  by  the  statute. 

“I  remember  the  time  when  ‘is  there  a doctor  in  the 
house’  was  a plea  and  not  a threat. 

“It’s  safe  to  say  that  the  Clinton  bill  is  dead. 

“I  support  ‘any  willing  provider’  legislation.” 

Senator  Edward  M.  Kennedy  (D-MA),  Chairman, 
Senate  Labor  & Human  Resources  Committee. — Senator 
Kennedy  opened  his  talk  by  teasing  his  colleague,  Orrin 
Hatch,  saying  that  “when  Orrin  and  I team  up  on  a piece 
of  legislation,  someone  usually  says  that  one  of  us  hasn’t 
read  it!”  He  reiterated  most  of  the  charges  leveled  against 
our  health  care  system  and  stated  that  one  third  of  Ameri- 
cans are  afraid  to  change  their  jobs  for  fear  of  losing  their 
health  insurance.  Mr.  Kennedy  emphasized  that  some 
kind  of  employer  mandate  was  essential  to  health  reform; 
without  it,  there  would  be  even  more  government. 

Senator  Kennedy  chided  a colleague,  saying  that  “I’m 
not  going  to  bring  up  a chart  like  Senator  Dole  did  after  the 
president’s  speech  in  January.  The  current  system  with 
1 ,500  insurance  companies  is  at  least  as  bad.”  He  defended 
the  president’s  health  plan  stating  that  it  was  reasonable 
and  would  not  involve  any  red  tape  or  micromanagement 
of  physicians.  Mr.  Kennedy  said  a number  of  times  that 
our  system  was  in  crisis  and  required  reform — and  empha- 
sized that  the  president’s  health  plan  was  not  dead. 

“We  need  your  support  to  get  this  plan  passed. 

“Alliances  will  reduce  administrative  costs,  are  more 
efficient,  and  will  guarantee  choice  for  patients  and  phy- 
sicians. 

“I  disagree  that  there  could  be  any  Senate  filibuster — 
the  president’s  plan  is  not  dead  by  any  means.” 

Prediction 

“We  are  going  to  pass  the  Clinton  bill.” 


Congressman  J.  Roy  Rowland,  M.D.  (D-GA),  Energy 
and  Commerce  Committee. — Congressman  Rowland  said 
that  the  Congress  is  very  anxious  about  health  reform,  and 
members  still  remember  the  furor  of  the  Catastrophic  bill 
which  passed  in  1989  and  then  was  later  repealed.  He 
opined  that  members  will  vote  according  to  how  it  would 
influence  or  affect  their  reelection  chances.  Dr.  Rowland 
expressed  his  concern  about  the  government  cost  esti- 
mates of  any  health  program,  citing  the  past  mistakes  with 
Medicare  and  Medicaid  in  that  regard. 

Congressman  Rowland  predicted  that  the  1,200  com- 
munity health  centers  around  the  country  would  expand  in 
number,  and  that  they  are  a valuable  resource  for  the 
uninsured.  He  mentioned  that  he  had  just  recently  intro- 
duced a consensus  piece  of  health-reform  legislation  along 
with  Congressman  Michael  Bilirakis  (R-FL)  which  would 
grant  needed  insurance  and  antitrust  and  tort  reform.  It 
would  also  include  measures  to  reduce  administrative 
costs  in  the  system  and  address  fraud  and  abuse. 

“I’m  very  uneasy  about  something  (insurance)  that  will 
cover  everyone  in  the  country  without  having  any  idea  of 
the  costs.” 

Congressman  Jim  Cooper  (D-TN),  Energy  and  Com- 
merce Committee. — Congressman  Cooper  discussed  his 
own  health  reform  legislation  (Cooper-Grandy , HR  3222) 
which  would  favor  an  ambitious  package  of  reforms  that 
would  mandate  competition  between  “accountable  health 
plans,”  but  without  the  Clinton  employer  mandate  and 
without  any  requirement  that  employers  contribute  to  the 
cost  of  insurance  or  that  individuals  buy  insurance.  It  is  his 
belief  that  managed  competition,  coupled  with  govern- 
ment subsidies  for  low-income  individuals,  will  make 
insurance  so  affordable  that  mandates  won’t  be  necessary. 

AMA  trustees  mentioned  that  the  Clinton  administra- 
tion had  been  asked  to  send  a representative  to  speak  at  the 
meeting  but  had  declined  to  do  so.  Hence,  it  was  Congress- 
man Dingell  and  Senator  Kennedy  who  discussed  the 
president’s  proposal. 

AMA  officials  reiterated  their  position  that  there  was  no 
way  to  achieve  effective  reform  without  guaranteeing 
patient  and  physician  choice.  It  was  noted  that  HMOs 
seemed  to  be  giving  more  delivery  options  of  late,  and  that 
Point  of  Service  Plans  (POS)  were  on  the  increase.  Uni- 
versal coverage  was  very  important  and  must  be  the 
bottom  line,  they  emphasized;  without  it,  cost  shifting  will 
continue  to  plague  the  system. 

As  explained  in  the  accompanying  AMA  document, 
universal  coverage,  physician  involvement,  professional 
liability  reform,  quality  of  care,  freedom  of  choice,  cost 
containment,  scope  of  practice,  physician  workforce,  and 
the  simplification  of  the  system  are  necessary  ingredients 
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in  any  successful  health  reform.  Reiterated  again,  with  the 
confirmation  of  the  speakers,  was  the  need  for  physicians 
to  unite  and  speak  with  one  voice.  The  American  public  is 
not  ready  to  accept  medical  care  decisions  taken  from 
physicians  and  placed  in  the  hands  of  corporate  clerks  and 
government  bureaucrats.  A very  positive  step  for  physi- 
cians to  take  now  is  to  support  the  Hatch  (S  1658)/  Archer 
bill  (HR  3486),  entitled  the  Health  Care  Antitrust  Im- 
provements Act  of  1993. 


NOTE:  CSMS  has  contacted  the  entire  Connecticut 
Congressional  delegation  and  asked  them  to  cosponsor 
the  legislation.  We  need  your  help  to  make  individual 
contacts.  If  you  need  any  further  information  or  details, 
please  feel  free  to  call  Mag  Connelly  at  our  office  (865- 
0587;  1-800-635-7740).  We  cannot  stress  enough  the 
importance  of  this  legislation. 


The  Department  of  Otolaryngology 
Columbia  University  College  of  Physicians  & Surgeons 

and 

The  John  Conley  Foundation  for  Ethics  and  Philosophy  in  Medicine 

present 

ETHICAL  ISSUES  IN  MANAGED  CARE 

Wednesday,  May  25,  1994 

at  the  Columbia-Presbyterian  Medical  Center,  New  York,  New  York 

Tuition:  $25;  includes  the  academic  sessions,  continental  breakfast  and  refreshments. 

Approved  for  Category  1 Credit  Hours  of  the  A.M.A.’s  Physician’s  Recognition  Award. 

Program  Chairman:  ANDREW  BLITZER,  M.D.,  D.D.S. 

The  Faculty  of  the  College  of  Physicians  & Surgeons  will  be  joined  by  the  following  special  guest  speaker: 

EDMUND  PELLEGRINO,  M.D. 

The  John  Carroll  Professor  of  Medicine  and  Director  of  the  Center  for  Bioethics, 

Georgetown  University  Medical  Center,  Washington,  D.C. 

This  conference  will  explore  the  ethical  dilemmas  that  the  health  care  provider  faces  on  a daily  basis  in  the  new  arena  of 
managed  care,  as  well  as  social  and  policy  issues  associated  with  the  planned  changes  in  health  care.  The  conference  will 
address  audience  questions  and  allow  for  a debate  among  the  panelists.  The  conference  is  designed  for  all  health  care 
providers,  administrators,  public  health  workers,  students,  and  persons  involved  in  insurance,  public,  and  corporate  policy. 

Contact:  Center  for  Continuing  Education,  630  West  168th  Street,  Unit  39,  NY,  NY  10032;  Telephone:  (212)  781-5990 
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Lowes  expenses. 

Higher  returns.  Exceptional  service. 

Higher 

tax-free  yields. 


ft » 


Introducing  the  T.  Rowe  Price 
Summit  Municipal  Funds.  Now  you 

can  earn  higher  tax-free  income  with- 
out sacrificing  service.  The  Summit 
Municipal  Funds  employ  a low-expense 
strategy  to  provide  higher  income, 
exempt  from  federal  taxes.* 

Unlike  other  low-expense  funds, 
there  are  no  a la  carte  fees  for  check- 
writing, exchanges,  and  redemptions. 

In  addition  to  these  services,  you'll 
also  receive  a quarterly  newsletter, 
plus  a single  consolidated  statement 
of  your  T.  Rowe  Price  investments. 

And,  you'll  have  access  to  highly 
trained  service  representatives,  who 
will  not  only  handle  your  transactions, 
but  also  provide  timely  information  on 
the  fixed-income  markets. 

These  three  funds  are  part  of  a family 
of  new  low-expense  municipal  and 
income  funds  from  T.  Rowe  Price. 
These  funds  are  100%  no  load  with 
no  sales  charges  of  any  kind.  The 
minimum  Summit  Fund  investment 
is  $25,000. 

Call  24  hours  for  a 
Summit  Investment  Kit 

1-800-341-1209 


SMF021837 


Achieving  higher  tax-free  income 
through  lower  expenses 

The  Summit  Municipal 
Money  Market  Fund  combines 
the  advantages  of  federally  tax- 
free  income,  principal  safety, 
and  liquidity.** 


The  Summit  Municipal 
Intermediate  Fund  offers 
a tax-free  "middle  ground" 
between  a stable,  lower-yielding 
money  fund  and  a more  volatile, 
higher-yielding  long-term  fund. 


The  Summit  Municipal 
Income  Fund  offers  the  long- 
term investor,  who  can  tolerate 
higher  risk,  an  opportunity  to 
maximize  tax-free  income. 


YIELDS 

3.16% 

Tax-equivalent 
36%  tax  rate 

2.02% 

Current  yield  as 
of  2/28/94 


YIELDS 

6.23% 

Tax-equivalent 
36%  tax  rate 

3.99% 

Current  yield  as 
of  2/20/94 


YIELDS 

7.45% 

Tax-equivalent 
36%  tax  rate 

4.77% 

Current  yield  as 
of  2/20/94 


cmi 

Invest  With  Confidence 

T.RoweRice  mkk 


0.5%,  3.2%,  and  2.6%  are  the  total  returns  for  the  three  months  since  inception  10/31/93  to  1/31/94  for  the  Summit  Municipal  Money  Market  Fund,  the  Summit 
Municipal  Intermediate  Fund,  and  the  Summit  Municipal  Income  Fund,  respectively.  These  figures  are  not  annualized,  and  include  changes  in  principal  value  and  reinvested  dividends. 
Total  returns  represent  past  performance.  Investment  return  and  principal  will  vary  and  shares  may  be  worth  more  or  less  at  redemption  than  at  original  purchase.  *Some  income  may 
be  subject  to  state  and  local  taxes  and  the  federal  alternative  minimum  tax.  **The  Money  Fund’s  yield  is  not  fixed  or  guaranteed  by  the  U.S.  Government  and  there  is  no  assurance  the 
Fund  will  be  able  to  maintain  a stable  $1.00  net  asset  value.  Yields  and  share  prices  of  bond  funds  will  vary  with  interest  rate  changes.  Request  a prospectus  with  more  complete  infor- 
mation, including  management  fees  and  other  charges  and  expenses.  Read  it  carefully  before  you  invest  or  send  money.  T.  Rowe  Price  Investment  Services,  Inc.,  Distributor. 


Who  Has  Seen  a Blood  Sugar? 

Exploring  the  Perils  of  Living  in  Medical  Cyberspace 

FRANK  DAVIDOFF,  M.D.,  FACP 


IN  my  years  as  a clinical  diabetologist  my  patients’  blood 
sugars  were  very  real  to  me.  Individual  blood  sugar 
numbers  on  a lab  slip  were  almost  tangible;  a graphic 
display  of  sugars  over  time  drawn  out  for  patients  was 
even  more  powerfully  real,  for  both  of  us. 

Yet  one  day  not  so  long  ago,  I realized  that  despite  my 
intimacy  with  blood  sugars,  I had  never  actually  seen  one. 
I had  obviously  seen  plenty  of  blood;  I had  certainly  seen 
plenty  of  sugar.  But  the  level  of  sugar  in  someone ’s  blood? 
No,  for  all  its  conceptual  power,  medical  utility,  psycho- 
logical meaning — for  all  its  reality — I’ d never  laid  eyes  on 
it. 

How  can  something  so  invisible  be  so  real?  Perhaps  that 
isn’t  such  a mystery  when  you  consider  that  the  very 
essence  of  medical  education  is  to  create  those  intan- 
gibles, those  mental  models  of  anatomical  structure,  physi- 
ological function,  and  pathophysiological  discombob- 
ulations.  The  models  are  built  up  laboriously  in  students’ 
minds,  starting  with  premedical  study,  right  on  through 
residency — fact  by  fact,  concept  by  concept — one  on  top 
of  the  other,  woven  together.  This  is  truly  an  extraordinary 
conceptual  structure.  A whole  virtual  world. 

Over  time,  that  world  becomes  so  real,  so  tangible,  that 
once  we  have  entered  it,  we  never  quite  leave  it.  Its  reality 
takes  on  the  quality  of  cyberspace,  the  super-real  merging 
of  inner  mind  with  external  concepts  created  by  author 
William  Gibson  to  describe  what  people  interface  with 
when  they  enter  an  “information  highway.”1  (Others  have 


Reprinted  with  permission  from  ACP  Observer,  January  1994: 
p.  17. 

FRANK  DAVIDOFF,  M.D.,  FACP,  is  ACP  Senior  Vice  President 
for  Education. 
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described  cyberspace  as  “The  place  that  your  long- 
distance telephone  conversation  really  takes  place”  or 
“The  place  where  the  bank  really  keeps  your  money.”) 

A World  Apart 

From  the  foot  of  the  bed,  Hippocrates  saw  a person  with 
Hippocratic  facies.  In  our  mind’s  eye,  we  see  inside  that 
person  a mitral  valve,  covered  with  septic  excrescences. 
Our  mental  “zoom  lens”  then  moves  down  into  an  image 
of  purple,  gram-positive  bugs  in  pink  fibrin;  back  out  to 
the  telltale  shapes  on  the  transesophageal  echo;  on  to  the 
image  of  halos  around  antibiotic  disks  in  a petri  dish. 
Biomedical  cyberspace  is  a large  part  of  what  gives  us  our 
power,  our  leverage  over  disease.  We  guard  it  jealously,  as 
we  should.  Patients,  families,  nonphysicians  generally 
can’t  enter  it — or  at  most  can  only  penetrate  the  margins. 

The  immediacy  of  medical  cyberspace  makes  even 
more  sense  in  light  of  Seymour  Papert’s  more  general 
Piagetian  view  of  learning.2  Papert  describes  his  discov- 
ery at  age  two  of  automobile  gears:  “It  was,  of  course, 
many  years  later  before  I understood  how  gears  work;  but 
once  I did,  playing  with  gears  became  a favorite  pastime. 
I loved  rotating  circular  objects  against  one  another  in 
gearlike  motions.”  His  fascination  with  gears  served  over 
time  as  the  basis  for  both  his  intellectual  grasp  of  math- 
ematical ideas,  and  his  abiding  passion  for  mathematics 
literally  through  a kinesthetic  appreciation  of  the  subject. 
(“You  can  be  the  gear,  you  can  understand  how  it  turns  by 
projecting  yourself  into  its  place  and  turning  with  it.”) 

From  these  experiences  and  his  work  with  children 
programming  computers,  Papert  concludes  that  “What  an 
individual  can  learn,  and  how  he  learns  it,  depends  on  what 
models  he  has  available.  This  raises,  recursively,  the 
question  of  how  he  learned  these  models.  Thus,  the  ‘laws 
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of  learning’  must  be  about  how  intellectual  structures 
grow  out  of  one  another  and  about  how,  in  the  process, 
they  acquire  both  logical  and  emotional  form.” 

Papert’s  view  finds  echoes  in  many  places,  from  Ayn 
Rand’s  comment  that  “Mankind  tends  to  drift  toward  the 
primacy  of  consciousness,  the  supremacy  of  thought,”  to 
the  recent  suggestion  that  clinical  expertise  in  medicine 
“is  not  so  much  a matter  of  superior  reasoning  skills  or  in- 
depth  knowledge  of  pathophysiological  states  as  it  is 
based  on  cognitive  structures  that  describe  the  features  of 
prototypical  or  even  actual  patients,” — “illness  scripts”  in 
the  authors’  terminology3  (emphasis  added). 

Despite  their  intense  reality,  medical  concepts  aren’t 
easy  to  represent  outside  your  head.  Of  course,  words  are 
the  principal  left-brain  medium  for  capturing  them.  But 
imaging  techniques  play  an  increasing  (and  increasingly 
expensive)  role  as  right-brain  representations  of  medical 
disease  models;  and  diagrams  are  often  the  only  way  to  see 
intricate  pathophysiological  relationships.  Curiously, 
medical  decision  logic,  which  lies  at  the  heart  of  clinical 
medicine,  has  been  among  the  most  difficult  dimensions 
of  medical  cyberspace  to  visualize,  and  indeed  has  gone 
largely  unrepresented.  More  recently,  an  imaging  tech- 
nique for  visualizing  medical  logic,  the  discipline  of 
medical  decision  analysis,  has  come  along.4 

The  Forgotten  Patient 

The  existence  of  medical  mental  models — medical 
cyberspace — seems  indisputable.  But,  unfortunately,  in 
learning  to  create,  transmit,  and  use  these  models,  we  may 
have  struck  a Faustian  bargain,  trading  away  a piece  of  our 
souls  in  exchange  for  the  power  of  knowledge.  For  we 
seem  to  have  created  a situation  in  which  medical 
cyberspace  seems  more  real  to  us  than  the  sick  person  in 
the  bed.  What  are  the  consequences  of  this  “bargain”? 

To  begin  with,  there  is  the  gallows  humor  about  “The 
patient  died  but  her  electrolytes  were  in  perfect  order 
(euboxic),”  that  is,  it  doesn’t  matter  so  much  what  hap- 
pened to  the  person,  as  long  as  the  more  real  concept  (the 
electrolytes — which  no  one  has  ever  seen  any  more  than 
they’ve  seen  a blood  sugar)  was  “cured.”  Then  there  are 
the  not-so-funny  references  to  “The  ulcer  in  room  32” — 
ironic  because  the  concept  is  more  real  than  the  live 
patient. 

Is  it  any  wonder,  then,  that  clinical  teaching  now  hap- 
pens mostly  in  the  conference  room  rather  than  at  the 
bedside?  The  less  real  patient  becomes  something  of  a 
hindrance,  getting  in  the  way  of  the  more  real  discus- 
sion— the  one  about  the  medical  concepts.  Can  it  be  an 
accident  that  autopsy  rates  continue  to  drop?  It  seems  to  be 
increasingly  difficult  to  extract  much  conceptually  useful 
material  out  of  an  autopsy.  Is  it  such  a mystery  that  we 
order  test  after  lab  test,  then  test  again?  Mental  models  of 
a patient’ s disease  state  may  be  intensely  real,  but  they  are, 


after  all,  shadowy,  flickering  reality  that  easily  slips  away; 
a reality  that  can  never  be  quite  clear  enough;  a reality  that 
needs  continuous  reinforcing  with  tangible  outward  repre- 
sentations we  can  cling  to:  the  images,  the  numbers. 

Even  psychiatry,  the  medical  discipline  closest  to  the 
human  side  of  patients’  lives,  has  been  charged  with  trying 
too  hard  to  fit  the  person’s  life  situation,  Procrustes-like, 
into  preformed  mental  models.  Thus,  “first-year  medical 
students  often  obtain  textured  and  subtle  autobiographical 
accounts  from  patients  and  offer  them  to  others  with 
enthusiasm  and  pleasure,  whereas  fourth-year  students  or 
house  officers  are  apt  to  present  cryptic,  dryly  condensed, 
and,  yes,  all  too  ‘structured’  presentations,  full  of  abbre- 
viations, not  to  mention  medical  or  psychiatric  jargon. . . . 
It  is  not  the  rare  patient  who  approaches  a second  doctor 
with  the  plea  that  he  or  she  wasn’t  heard,  that  the  first 
physician  had  his  or  her  mind  made  up  from  the  start  of  a 
consultation  and  went  ahead  accordingly  with  a diagnos- 
tic and  therapeutic  regimen.”5 

It  is  probably  also  true  in  general  that  acute  care  hospi- 
tals, the  current  venue  of  most  clinical  teaching,  reinforce 
the  reality  of  the  present  self-contained  version  of  medical 
cyberspace.  Biomedical  concepts  and  numbers  are  more 
urgently  needed  in  dealing  with  the  sicker  patients  and 
more  complicated  disease  situations  found  in  hospitals. 
And  hospitalized  patients  often  lack  long-standing  rela- 
tionships with  their  caregivers,  making  it  even  harder  for 
the  staff  to  appreciate  the  reality  of  the  sick  person  in  the 
bed  relative  to  the  reality  of  the  “illness  script”  in  their 
heads. 

The  lure  of  medical  cyberspace  is  very  powerful.  The 
poet  Christina  Rossetti  may,  in  fact,  have  touched  some- 
thing more  compelling  than  she  knew  when  she  wrote  her 
seemingly  artless  verse  for  children;6 

Who  has  seen  the  wind? 

Neither  you  nor  I; 

But  when  the  trees  bow  down  their  heads 

The  wind  is  passing  by. 
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Psychology  and  the 
Abolition  of  Meaning 

JEFFREY  BURKE  SATINOVER,  M.D. 


A common  opinion  prevails  that  the  juice  has  ages  ago  been  pressed  out  of  the  free-will  controversy,  and  that  no  new 
champion  can  do  more  than  warm  up  stale  arguments  which  everyone  has  heard.  This  is  a radical  mistake.  I know  of  no 
subject  less  worn  out,  . . . 

William  James,  “ The  Dilemma  of  Determinism.  ” 

Mr.  Robert  Brunnell,  Director  of  Scientific  Affairs  of  the  Connecticut  State  Medical  Society,  drew  my  attention  to  the 
article  appearing  below  that  had  been  written  by  one  of  our  members,  Dr.  Jeffrey  Burke  Satinover,  psychiatrist  in  Westport 
and  fellow  of  the  Child  Study  Center  formerly  Lecturer  in  Psychiatry  at  Yale  and  William  James  Lecturer  in  Psychology  and 
Religion  at  Harvard.  Physicians  who  occasionally  venture  afield  from  their  profession  into  poetry,  history,  philosophy,  story 
telling,  or  some  other  achievement  in  the  arts  or  sciences,  deserve  to  be  recognized  and  cheered  on  by  their  fellows.  Dr. 
Satinover  has  added  to  that  old,  yet  never  resolved,  disturbing  issue  of  scientific  determinism  (James  wrote  the  quotation 
above  in  1884).  When  thoroughgoing  determinists  like  Thomas  Huxley  tell  us  we  cannot  be  scientists  and  at  the  same  time 
believe  in  free-will,  some  may  bow  in  acquiescence,  but  most  of  us  cannot  shake  the  conviction  that  we  know  by  direct 
experience  that  we  are  free  to  make  choices.  In  his  reasoned  assertion  of  freedom  Dr.  Satinover  is  in  good  company:  John 
Eccles,  Erwin  Schrodinger,  Charles  Sherrington,  William  James,  and  William  Osier,  to  name  but  a few  physicians  and 
biological  scientists  who  have  written  passionately  in  defense  of  the  freedom  and  uniqueness  of  the  human  spirit. 

Robert  U.  Massey,  M.D. 


IT  is  of  course  a commonplace  nowadays  to  observe  that 
we  are  living  in  the  era  of  “psychological  man.”  By  this 
we  mean  that  psychology  in  one  of  its  various  incarna- 
tions— psychoanalysis  and  psychiatry  included — has  be- 
come the  primary  means  whereby  we  try  to  understand  the 
meaning  and  purpose  of  our  existence. 

Psychological  understandings  of  the  ultimates  in  hu- 
man nature  are  characterized  by  the  fact  that  rather  than 
making  appeal  to  traditional  theological  understandings, 
the  psychoanalytic,  psychological,  and  psychiatric  en- 
deavors fit  themselves  as  best  they  can  within  the  scien- 
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tific  framework  that  has  slowly  emerged  in  the  West  over 
the  six  or  seven  centuries  since  the  beginning  of  the 
Renaissance.  The  term  “Renaissance”  means,  of  course, 
rebirth.  It  is  so  called  because  the  era  was  characterized  by 
a rebirth  of  classicism  (which  means,  in  fact,  paganism). 
But  the  Renaissance  could  just  as  easily,  from  an  opposite 
perspective,  have  been  called,  for  example,  “The  Great 
Death,”  since  it  marked  the  beginning  of  a great  dying  off 
of  a particular  cultural  synthesis — and  a particular  under- 
standing of  man’s  ultimate  nature.  This  cultural  synthesis 
was  based  on  Judaism  and  Christianity,  and  in  the  previ- 
ous two-and-one-self  millennia  it  had  largely  conquered 
paganism  and  thus  come  to  dominate  much  of  the  civilized 
world. 

Among  the  set  of  human  accomplishments  that  emerged 
from  the  Renaissance  transformation  of  human  thought, 
science — and  the  technology  that  derives  from  it — is 
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certainly  one  of  the  most  powerful  to  which  we  are  heir.  In 
keeping  with  the  Renaissance  spirit,  and  with  the  apotheo- 
sis of  that  spirit  in  the  Enlightenment,  a primary  goal  of 
any  modern,  scientific  psychology  has  been  to  understand 
human  subjectivity  and  behavior — including  those  areas 
that  touch  on  morals,  meaning,  purpose,  and  value,  and 
therefore  on  human  motivation  and  choice — not  in  terms 
of  ultimate  purpose  but  in  terms  of  prior  causes. 

In  the  domain  of  psychology  or  psychoanalysis  proper, 
this  search  for  causes  inevitably  means  the  reduction  of 
what  appears  to  be  a freely  acting  or  choosing  agent — 
man — to  prior,  more  elementary  influences:  complexes, 
structures  of  the  psyche,  family  influences,  earlier  experi- 
ences, archetypes.  In  the  complementary  domain  of  bio- 
logical psychiatry,  this  same  reduction  is  to  the  organic 
substrates  of  these  functional  subsystems  at  ever  finer 
levels  of  detail. 

From  within  this  truly  analytic  framework— analysis 
consisting  of  the  lysis  or  breaking  down  of  a whole  into 
constituent  parts — all  areas  of  seeming  autonomy  within 
human  experience  are  illusory,  the  residue,  as  it  were,  of 
our  ignorance  of  the  true  causes  that  lie  “beneath”  our 
experience  and  cause  it,  and  which  only  for  the  time  being 
remain  obscured. 

Unwittingly,  and  unacknowledged,  the  scientific  study 
of  man  thus  aims  ultimately  at  his  abolition  as  man— as 
free  agent — and  his  reconstruction  as  mechanism. 

No,  that’s  not  entirely  true,”  the  analytically  informed 
and  guided  psychotherapist  is  apt  to  object.  “Yes,  we  try 
to  explain  our  patients’  behavior  in  terms  of  the  conflict 
among  various  forces:  the  instincts  in  conflict  with  mate- 
rial and  social  exigency,  for  example.  But  each  individual 
arrives  at  his  own  unique  solution  to  these  conflicts.  And, 
indeed,  when  he  becomes  aware  of  the  conflicting  forces 
that  influence  him,  he  is  better  able  to  make  an  informed 
and  creative  decision.” 

But  upon  closer  examination,  this  notion  of  free — 
indeed  creatively  free — choice  remaining  somewhere 
outside  the  scope  of  analytic  reduction  is  just  a comforting 
illusion.  All  that  has  occurred  is  that  the  process  of 
analyzing  motives  at  some  point  stops,  and  what  remains 
we  decide  not  to  examine  further.  From  a therapeutic 
perspective  this  makes  sense:  the  surgeon  cuts  away  the 
diseased  tissue  and  allows  the  healthy  tissue  to  remain, 
better  functioning  after  the  operation  than  before. 

But  the  analogy  quickly  breaks  down:  the  “surgery”  of 
psychotherapy  does  not  consist  in  the  physical  elimination 
of  a section  of  the  psyche,  it  consists  of  “seeing  through” 
psychic  structures,  the  dissolving  of  them  into  their  con- 
stituent parts,  in  which  state  they  no  longer  need  be  taken 
seriously.  And  of  course  once  we  believe  we’ve  seen 
through  the  parts  of  our  selves  we  don’t  care  for,  it’s  hard 


not  to  start  seeing  through  the  ones  we  do  care  for.  Even 
though  at  a certain  point,  pragmatically  determined,  most 
of  us  stop  the  analytic  process,  at  some  level  we  and  our 
patients  know,  or  at  least  sense,  that  our  understanding  of 
selfhood,  its  very  integrity,  has  been  unalterably  changed 
and  even  damaged. 

The  method  itself  “sets  the  ball  rolling,”  as  it  were,  in 
one  inevitable  direction:  if  our  choices  prior  to  analysis 
were  only  thought  to  be  free,  and  were,  in  fact,  the  result 
of  unconscious  conflict  (or  biochemistry,  for  that  matter), 
then  why  should  I believe  that  my  current,  postanalytic 
choices  are  anything  more  than  the  result  of  other  as-yet- 
unanalyzed  influences?  And  indeed,  the  study,  for  ex- 
ample, of  ego  psychology  (which  came  later  in  psycho- 
analytic history),  of  preoedipal  influences,  of  individual 
differences,  of  family  patterning,  of  intrauterine  milieu,  of 
the  genetics  of  mental  disorders  (and  of  character  itself)  all 
whittle  away  at  whatever  remaining  area  of  true  choice 
there  might  seem  to  be. 

In  its  very  essence  the  analytic,  scientific  method  is 
reductive  without  limit.  Applied  to  man,  it  is  the  universal 
solvent.  The  alchemists,  who  first  conceived  such  a thing, 
of  course  never  found  the  universal  solvent,  and  were 
fortunate  not  to.  For  they  never  considered  what  would 
happen  if  ever  they  laid  hands  on  it:  nothing  could  contain 
it;  it  would  eat  its  way  through  everything,  devouring  even 
its  creators. 

Freud,  whatever  his  flaws,  had  the  courage  of  his 
convictions,  and  so  followed  the  implications  of  his  vision 
through  to  their  ultimate  end.  What  he  found  was  a 
universe  devoid  of  meaning;  to  explain  his  own  mental 
state  he  was  driven  near  the  end  to  postulate  a “death 
instinct,”  a concept  no  more  scientific  or  measurable  than 
“God”  or  “purpose”  or  “meaning,”  but  considerably  more 
grim,  and  in  the  end  he  chose  to  die  by  his  own  hand. 

Consider  the  current  debate  over  homosexuality:  once 
(in  the  prepsychoanalytic  era),  homosexual  behavior  was 
considered  purely  a matter  of  choice.  Then,  during  the 
psychoanalytic  era,  it  began  to  be  seen  as  a rough  compos- 
ite of  choice  and  family  influences.  Now,  at  least  among 
mental  health  professionals,  a vaguely  emerging  consen- 
sus points  toward  a complex  mixture  of  genetic  and 
environmental  influences  with  choice  being  squeezed  out 
altogether. 

To  translate  into  statistical  language:  as  the  number  of 
studies  increase,  and  correlation  is  found  with  an  increas- 
ing number  of  factors  extrinsic  to  “free  will,”  the  amount 
of  variance  in  human  sexual  behavior  that  remains  unac- 
counted for  by  known  factors  will  continue  to  shrink,  and 
so  the  amount  left  over  to  attribute  to  choice  will  by  default 
likewise  shrink. 
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But  more  importantly,  the  experience  of  a line  of 
progress  consisting  of  an  ever-smaller  proportion  of  vari- 
ance left  unaccounted  for  will  inevitably  suggest — quite 
plausibly — that  with  sufficient  effort  and  advances  in 
technique  all  the  remaining  variance  could  be  accounted 
for  and  nothing  of  it  left  to  choice.  And  even  if  this 
theoretical  end  point  is  never  quite  achieved,  the  remain- 
ing proportion  left  unexplained  is  apt  to  be  so  small  that  we 
shall  dismiss  it  anyway. 

The  example  of  homosexuality  is  particularly  useful  in 
the  context  of  this  discussion  because  the  social  and 
political  forces  arrayed  around  the  question  just  happen,  at 
this  moment,  to  be  constellated  in  such  a way  as  to  make 
many  people  want  to  find  little  or  no  choice  involved  in  it. 
The  homosexuality  debate  is  thus  configuring  itself  in 
precisely  the  reverse  way  of  most  debates  about  the 
medical  bases  of  human  behavior:  people  usually  resist 
the  idea  that  their  behavior  is  driven  by  unchangeable, 
biological  factors  (consider  the  feminist  arguments).  But 
in  the  case  of  homosexuality,  many  people  are  today  quite 
open  to  the  idea  of  a line  of  research  progress  that  will 
reduce  this  particular  behavior  mostly  to  prior  causes,  and 
even  to  the  end  point  this  line  marches  toward,  that  of  no 
choice  involved  in  homosexuality  at  all. 

But,  if  we  think  about  it  carefully,  all  aspects  of  human 
behavior  are  at  least  in  principle  subject  to  a similar 
analysis.  That  is,  after  all,  the  end  point  of  all  scientific 
research.  From  a scientific  perspective  there  is  never  any 
room  whatever  for  freely  acting  agents.  At  best,  a given 
analysis  only  leaves  us  with  remaining  areas  for  which  we 
have  not  (yet)  discovered,  or  are  (as  yet)  incapable  of 
discovering,  the  true,  prior  causes.  It  is  in  the  very  nature 
of  science  and  the  scientific  method  that  it  cannot  at  all 
address  or  understand  free  agency.  If  there  is  such  a thing, 
it  lies  entirely  outside  the  domain  of  scientific  analysis,  for 
to  the  extent  that  an  analysis  of  the  behavior  of  any  agent 
is  successful,  to  that  extent  the  agent’s  behavior  has  been 
demonstrated  no  longer  to  be  free,  but  predetermined 

Freud  observed  that  psychoanalysis  was  resisted  by  so 
many  people — including  many  of  his  erstwhile  follow- 
ers— because  of  the  wound  it  inflicts  on  their  self-regard. 


^Strictly  speaking,  the  reductionism  of  psychoanalysis  is  not  to  biologi- 
cal matter,  but  to  ’’lower  level”  psychological  constructs:  the  illusory, 
acting  ’’self’  is  analyzed  into  its  constituent,  interacting  parts,  for 
example,  the  ego,  id,  and  superego.  However,  Freud  recognized,  as 
early  as  1895,  that  the  use  of  these  constructs  was  really  just  a 
temporary  place-holder,  as  it  were.  They  would  have  to  do  until 
science  could  build  up  a sufficiently  detailed  understanding  of  neuro- 
biology so  as  to  correlate  the  interactions  of  every  psychic  subsystem 
with  the  mechanical  interactions  of  their  neural  substrates.  Freud  was 
correctly  convinced  that  the  validity  of  psychoanalysis  as  science 
(reductionism)  was  dependent  on  this  correlation  being  absolute. 


But  we  can  go  even  further  with  this  keen,  if  somewhat 
infuriating,  insight  (infuriating  because,  on  an  ad hominem 
basis,  it  implies  that  the  mere  fact  of  an  objection  to 
psychoanalysis  a priori  supports  it).  All  scientific  method 
applied  to  human  behavior  gives  rise  not  just  to  resistance, 
but  to  dread  and  even  revulsion,  because  its  end  point — 
even  if  only  sensed  inchoately  and  not  faced  fully — is 
appalling:  the  elimination  of  the  possibility  of  choice, 
meaning,  and  purpose  in  human  existence.  For  from  the 
scientific  perspective,  “meaning”  and  “purpose,”  like 
“free  will,”  are  but  illusions  of  human  subjectivity,  ulti- 
mately reducible  to  other,  prior  causes.  While  this  cer- 
tainly wounds  man’s  pride,  it  does  more  than  that:  it 
demonstrates  that  the  object  of  his  deepest  longings  is 
utterly  illusory,  and  hence  his  longings  are  utterly 
unfulfillable. 

Here  we  have  introduced  a new  observation,  namely, 
that  there  is  such  a thing  as  a profound  common  human 
longing  for  meaning  and  purpose.  If  it  is  true  that,  unlike 
our  longings  for  food,  water,  nurturance,  accomplish- 
ment, and  romance  (to  name  a few),  our  longing  for 
meaning  and  purpose  has  no  attainable  object,  then  it 
makes  perfect  sense  to  label  such  a longing  as  neurotic. 
The  repetitive,  compulsive  pursuit  of  illusory  and  there- 
fore unattainable  goals  is,  after  all,  almost  a definition  of 
the  term. 

The  tacit  goal,  then,  of  a rigorous  psychoanalytic,  and 
hence  reductionist,  worldview  is  a unique  kind  of  renun- 
ciation. One  is,  on  the  one  hand,  meant  to  attain  a stoic 
abstemiousness  with  respect  to  spirit,  while  embracing, 
with  all  due  practicality,  the  world  of  matter  (practically 
speaking,  the  instincts).  Anatomy,  gross  and  fine,  espe- 
cially that  of  the  nervous  system,  indeed  becomes  des- 
tiny.* 

Along  with  the  majority  of  his  fellow  psychoanalytic 
adventurers,  Freud  seems  to  have  assumed  that  to  under- 
stand the  sources  of  our  neurotic  longing  for  meaning 
would  somehow  relieve  us  of  it,  in  the  same  way  that 
understanding  may  relieve  us  of  other,  more  mundane, 
neuroses;  or  that  a more  creative  solution  to  the  problems 
caused  by  instinctive  conflict  would  ipso  facto  translate 
into  a subjective  and  satisfying,  even  if  ultimately  mean- 
ingless, feeling  of  meaningfulness.  This  has  not  proven 
true.  Either  psychoanalytic  theories  about  the  source  of 
religious  longings  are  false,  or  if  they  are  not,  then  mere 
knowledge  of  how  these  longings  come  about  no  more 
satisfies  them  than  would  a lengthy  discourse  on  gas- 
tronomy serve  as  food  to  a starving  man. 

Granted,  there  are  some  individuals  who  seem  to  us  at 
first  blush  to  be  exemplars  of  this  new  kind  of  maturity  of 
character.  They  appear  entirely  abstemious  with  respect  to 
spirit,  and  are  quick  to  let  us  know  it.  But  a careful 
examination  of  this  particular  post-Enlightenment  vanity 
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allows  us  on  closer  look  to  acknowledge  that  all  of  us — 
psychiatrists,  psychologists,  psychoanalysts  of  whatever 
stripe,  or  simply  laymen  who  have  inhaled  the  reductionist 
worldview  with  the  spirits  of  the  air — merely  recreate 
within  our  supposedly  secular  domains  all  the  same  struc- 
tures of  dogma,  devotion,  and  worship  (of  our  fellow 
creatures)  that  we  criticize  as  neurotic  among  the  reli- 
gious. The  mature  psychoanalyst  works  through  his  pro- 
jections onto  his  family  and  friends,  and  his  transference 
of  all  this  onto  his  analyst,  only  to  re-project  it  all  over 
again  onto  his  Institute,  or  onto  Freud  or  Jung  or — 
mirabile  dictu — John  Bradshaw.  Nor  do  we  count  it  as  an 
advance  should  he  find  some  way  to  mutilate  his  soul  and 
so  never  again  fall  in  love. 

No,  it  is  clear  that  the  thirst  for  ultimate  meaning  and 
purpose  is  not  at  all  slaked  by  simply  describing,  classify- 
ing, and  analyzing  it.  No  more  so  than  is  deconstructing  a 
poem  (or  doing  a word  count  on  it)  the  same  as  loving  it. 
When  we  have  no  higher  object  of  our  devotion,  we  make 
gods  of  the  lower  objects  at  hand.  When  we  do  not,  or  feel 
we  cannot,  worship  God,  we  worship  our  own  instinctive 
cravings  instead,  mostly  not  knowing  what  we  are  doing, 
and  certainly  not  admitting  it.  But  willy-nilly,  one  way  or 
the  other,  worship  we  will. 

II 

Picture  the  field  of  individual  human  action — more 
precisely,  of  the  motivation  to  action — as  a triangle  rest- 
ing on  its  base.  At  a certain  stage  of  our  understanding,  this 
triangle  is  empty,  signifying  our  working  assumption  that 
all  human  action  is  determined  by  choice  and  free  will. 
Again,  in  statistical  language,  we  know  of  no  factors 
whatever  that  account  for  the  variability  of  action  from 
one  person,  or  group  of  people,  to  another.  You  will  also 
note  in  this  the  subtle  corollary  that,  with  respect  to  cause, 
an  utterly  (100  percent)  unpredictable  event  is  indistin- 
guishable from  one  that  is  freely  willed,  for  were  it  not 
free,  the  action  would  in  some  measure  be  predicted  by 
correlation  to  some  other  factor.  (“Whose  will?”  in  this 
case  is,  of  course,  another  question  we  might  ask.) 

Now  draw  a line  across  the  triangle  about  one-quarter  of 
the  way  up  from  the  base  and  fill  it  in.  The  area  below  this 
line  represents,  say,  genetic  influences,  the  biological 
differences  among  individuals  that  account  for  a signifi- 
cant proportion  of  the  variability  in  action.  The  remaining 
area,  still  blank,  represents  what  is  left  to  us  to  attribute,  if 
we  wish,  to  choice  and  free  will. 

Next,  draw  a second  line,  perhaps  another  quarter  of  the 
way  up,  and  fill  in  that  space  with  a different  color.  This 
second  area  represents,  say,  nongenetic  biological  factors: 
intrauterine  influences,  diet,  the  effect  of  pollutants,  vi- 
ruses, bacteria,  etc.  Again,  the  remaining  even  smaller 
area  left  blank  above  the  line  constitutes,  presumably, 
what  remains  of  free  will  and  choice. 


Now  draw  a third  line  yet  further  up  and  fill  in  this  space 
with  a third  color  representing  family  influences,  and  then 
a fourth  line  to  demarcate  the  area  of  social  influences,  and 
so  on.  Each  successive  space  we  so  delineate  accounts  for 
less  and  less  of  the  remaining  variability  because  the 
analyses  grow  increasingly  complex  and  costly  to  perform 
and  contribute  less  and  less  to  our  explanatory  model.  But 
slowly,  relentlessly,  the  area  remaining  to  “free  will  and 
choice”  grows  progressively  smaller.  Will  it  perhaps  dis- 
appear altogether?  Well  it  may,  and  it  will  certainly  grow 
ever  smaller,  perhaps  asymptotically,  as  our  scientific 
analysis  grows  ever  more  precise.  But  here  is  an  astonish- 
ing thing:  when  it  comes  to  almost  every  action  that 
matters  to  us,  no  matter  how  small  this  space  becomes, 
even  if  it  shrinks  to  a mere  point,  we  all — the  most 
rigorous,  rational,  insistent  scientist,  even  the  Bertrand 
Russells  among  us — will  live  our  lives  just  as  though  that 
tiny  point  were  as  dense  as  a neutron  star,  weightier  by 
magnitudes  than  the  weight  of  all  the  rest  of  the  triangle, 
no  matter  how  densely  and  fully  filled  in.  And  when  that 
tiny  point  at  the  very  peak  of  the  triangle  finds  itself  in  a 
struggle  against  the  pressing  impact  of  all  the  rest,  from  the 
biological  base  on  up;  when  the  odds  seem  hopeless,  and 
the  struggle  ordained  to  fail;  not  only  will  we  ourselves 
still  wrestle,  our  fellows  will  cheer  us  on  as  well  some- 
times with  tears  barely  choked  back,  at  this  quintessential 
manifestation  of  the  human  spirit. 

Under  what  circumstances  do  we  experience  this  sense 
of  higher  triumph?  Do  we  cheer  the  Ivan  Boeskys  of  this 
world  who,  overcoming  not  just  the  constraints  of  modest 
birth,  but  of  modesty  as  well,  have  attained  solid  gold 
bathroom  fixtures?  Do  we  cheer  the  man  who  in  spite  of 
his  physical  unattractiveness  beds  a thousand  women  and, 
undefeated  by  the  threat  of  sexually  transmitted  diseases, 
lives  to  tell  of  it?  Hardly.  Rather,  we  cheer,  at  the  deepest 
levels  of  our  being,  the  triumph  of  good  over  evil — over 
the  evil  that  lies  outside  ourselves,  and  also  the  evil  that 
lies  within. 

Upon  reflection,  we  realize  that  the  only  domain  of 
potential  choice  that  means  anything  to  us  and  which,  if  it 
exists  at  all,  needs  be  a priori  free  is  that  of  moral  choice. 

As  a science,  psychology  thus  inevitably  tends  toward 
an  amoral  view  of  man,  in  just  the  same  way  that  it  tends 
toward  a view  of  him  that  has  no  place  for  free  will  and 
choice.  Some  psychologists  have  had  the  courage — if  that 
is  indeed  what  it  is:  foolhardiness  might  be  a better  term; 
intellectual  consistency,  at  least — to  claim  that  if  the 
scientific  view  of  man  is  both  true  and  complete,  and  if  this 
view  leads  inevitably  to  the  abolition  of  “man”  as  embod- 
ied in  such  concepts  as  “freedom”  and  “goodness”  (and 
consequent  upon  these,  such  concepts  as  “dignity”  and 
“nobility  of  character”),  why  then,  let  us  be  truly  abstemi- 
ous and  do  away  with  them  entirely,  as  has  proposed  B.  F. 
Skinner. 
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not  at  lower  doses. 
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approximately  24  mg/kg. 
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Nursing  Mothers:  Loratadine  and  its  metabolite,  descarboethoxyloratadine,  pass  easily  into  breast  milk  and  achieve  concentra- 
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Tablets  are  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  below  the  age  of  12  years  have  not  been  established. 

ADVERSE  REACTIONS 

Approximately  90,000  patients  received  CLARITIN  Tablets  10  mg  once  daily  in  controlled  and  uncontrolled  studies.  Placebo - 
controlled  clinical  trials  at  the  recommended  dose  of  10  mq  once  a day  varied  from  2 weeks'  to  6 months'  duration.  The  rate  of 
premature  withdrawal  from  these  trials  was  approximately  2%  in  both  the  treated  and  placebo  groups. 


REPORTED  ADVERSE  EVENTS  WITH  AN  INCIDENCE  OF  MORE  THAN  2%  IN 
PLACEBO-CONTROLLED  ALLERGIC  RHINITIS  CLINICAL  TRIALS 
PERCENT  OF  PATIENTS  REPORTING 


LORATADINE 

10  mg  QD 
n = 1926 

PLACEBO 

n = 2545 

CLEMASTINE 

1 mg  BID 
n = 536 

TERFENADINE 

60  mg  BID 
n = 684 

Headache 

12 

11 

8 

8 

Somnolence 

8 

6 

22 

9 

Fatigue 

4 

3 

10 

2 

Dry  Mouth 

3 

2 

4 

3 

Adverse  event  rates  did  not  appear  to  differ  significantly  based  on  age.  sex,  or  race,  although  the  number  of  non -white  sub- 
lets was  relatively  small. 

In  addition  to  those  adverse  events  reported  above,  the  following  adverse  events  have  been  reported  in  2%  or  fewer  patients. 
Autonomic  Nervous  System  Altered  salivation,  increased  sweating,  altered  lacrimation.  hypoesthesia,  impotence,  thirst,  flushing. 
Body  As  A Whole  Conjunctivitis,  blurred  vision,  earache,  eye  pain,  tinnitus,  asthenia,  weight  gain,  back  pain,  leg  cramps, 
malaise,  chest  pain,  rigors,  fever,  aggravated  allergy,  upper  respiratory  infection,  angioneurotic  edema. 

Cardiovascular  System  Hypotension,  hypertension,  palpitations,  syncope,  tachycardia. 

Central  and  Peripheral  Nervous  System  Hyperkinesia,  blepharospasm,  paresthesia,  dizziness,  migraine,  tremor,  vertigo, 
dysphonia 

Gastrointestinal  System  Abdominal  distress,  nausea,  vomiting,  flatulence,  gastritis,  constipation,  diarrhea,  altered  taste, 
increased  appetite,  anorexia,  dyspepsia,  stomatitis,  toothache. 

Musculoskeletal  System  Arthralgia,  myalgia. 

Psychiatric  Anxiety,  depression,  agitation,  insomnia,  paroniria,  amnesia,  impaired  concentration,  confusion,  decreased  libido, 
nervousness 

Reproductive  System  Breast  pain,  menorrhagia,  dysmenorrhea,  vaginitis. 

Respiratory  System  Nasal  dryness,  epistaxis.  pharyngitis,  dyspnea,  nasal  congestion,  coughing,  rhinitis,  hemoptysis,  sinusitis, 
sneezing,  bronchospasm,  bronchitis,  laryngitis. 

Skin  and  Appendages  Dermatitis,  dry  hair,  dry  skin,  urticaria,  rash,  pruritus,  photosensitivity  reaction,  purpura. 

Urinary  System  Urinary  discoloration,  altered  micturition 

In  addition,  the  following  spontaneous  adverse  events  have  been  reported  rarely  during  the  marketing  of  loratadine: 
peripheral  edema:  abnormal  hepatic  function,  including  jaundice,  hepatitis,  and  hepatic  necrosis:  alopecia:  seizures:  breast 
enlargement;  erythema  multiforme;  and  anaohylaxis 

OVERDOSAGE 

Somnolence,  tachycardia,  and  headache  have  been  reported  with  overdoses  greater  than  10  mg  (40  to  180  mg).  In  the  event  of 
overdosage,  general  symptomatic  and  supportive  measures  should  be  instituted  promptly  and  maintained  for  as  long  as  necessary. 

Treatment  of  overdosage  would  reasonably  consist  of  emesis  (ipecac  syrup),  except  in  patients  with  impaired  consciousness, 
followed  by  the  administration  of  activated  charcoal  to  absorb  any  remaining  drug  If  vomiting  is  unsuccessful,  or  contra- 
indicated, gastric  lavage  should  be  performed  with  normal  saline,  saline  cathartics  may  also  be  of  value  for  rapid  dilution  of 
bowel  contents.  Loratadine  is  not  eliminated  by  hemodialysis.  It  is  not  known  if  loratadine  is  eliminated  by  peritoneal  dialysis. 

Oral  LDm  values  for  loratadine  were  greater  than  5000  mg/kg  in  rats  and  mice  Doses  as  high  as  10  times  the  recommended 
clinical  doses  showed  no  effects  in  rats,  mice,  and  monkeys. 
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But  no  more  than  Freud  can  Skinner  pull  himself  up  by 
his  bootstraps  to  an  Archimedean  point  of  psychological 
leverage  above  his  own  dual  being,  instinctively  selfish  as 
anyone  else,  yet  longing  for  something  good  beyond  mere 
selfishness.  For  when  asked,  “Who  shall  lead  us  into  this 
brave  new  world?”  he  chooses... himself,  of  course,  and 
can  find  no  better  metaphor  for  this  vaunted  role  than  that 
of  Jesus  Christ  the  savior  of  mankind.  Yet  when  asked  to 
what  end,  he  replies  that  it  will  make  a better — not  merely 
“an  inevitable,”  “a  better” — world. 

This  tiny,  empty  point  at  the  apex  of  causality  is  indeed, 
to  use  T.  S.  Eliot’s  phrase,  “the  still  point  of  the  turning 
world.”  And  toward  this  infinitesimal  point  of  ultimate 
weight  there  emanates  downward,  as  it  were,  a second, 
inverted  triangle — one  with  no  topmost  boundary — a world 
of  spirit  utterly  irreducible  to  the  material  world  of  causa- 
tion below.  The  essential  feature  of  this,  the  Jewish  and 
Christian  view  of  reality,  is  that  it  turns  on  the  entirely 
nonmaterial,  unnatural  question  of  individual  moral  choice. 
With  laser-like  intensity,  at  every  moment  of  our  exist- 
ence, this  question  is  aimed  and  focused  at  the  invisible 
apex  of  our  being.  In  answering  this  question,  over  a 
lifetime,  again  and  again,  in  thought,  word,  and  action,  a 
man  discovers  the  only  source  of  true  and  lasting  joy,  or 
else  of  deceptive,  fleeting  pleasure.  He  turns  left,  and 
legions  of  demons  descend  in  flaming  torture;  he  turns 
right,  and  a chorus  of  angels  raise  their  voices  in  a holy 
song  of  which  Handel’s  Messiah  is  but  the  dimmest 
foreshadowing.  The  spiritual  dimension  of  reality  has,  in 
this  view,  little  to  do  with  “magic,”  or  altered  states  of 
consciousness,  or  healthy  ego  development,  or  the  God- 
dess, or  n-dimensional  parallel  universes,  or  the  Earth  as 
God’ s body,  or  archetypes  that  have  a representation  in  the 
world  of  instinct;  it  claims,  rather,  that  the  overarching 
principle  of  existence,  and  therefore  especially  of  man,  is 
the  revealed  moral  law.  It  is  from  this  upper  triangle  alone 
that  pours  out  upon  us  the  living  water  that  alone  can  slake 
our  deepest  thirst. 

Invisible  and  intangible,  no  “thing”  whatsoever,  this 
dimension  exerts  the  greatest  possible  impact  on  our  lives, 
as  much  in  the  myriads  of  tiny  decisions  that  constitute  our 
quotidian  existence  in  relation  to  ourselves  and  others  as 
in  the  rarer  moments  of  genius  that  define  a culture.  Freud 
said,  “Before  Art,  psychoanalysis  lays  down  its  arms,”  but 
in  this  he  was  being  rather  too  like  Nietzsche  (for  whom, 
also,  art  was  the  only  appropriate  metaphysical  arena). 
Before  all  manifestations  of  the  Spirit  in  man,  psycho- 
analysis lays  down  its  arms,  or  should. 

From  the  perspective  of  a classical,  antireligious  form 
of  psychoanalysis,  the  faith  that  guides  men  in  their  moral 
choices  is  not  only  a fable,  but  a neurosis.  Whether  it 
acknowledges  doing  so  or  not,  it  unabashedly  gives  pride 
of  place — above  all  other  forms  of  understanding — to 
biological  reductionism. 
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A more  tolerant,  “hermeneutic”  form  of  psychoanalysis 
treats  the  religious  impulse,  and  therefore  the  human 
spirit,  as  a kind  of  sublimation  akin  to  art:  in  essence 
derivative,  still,  of  unconscious  instinctive  conflict,  but 
acceptable  as  a better  compromise — a story  we  tell  our- 
selves because  we  are  creatures  of  “narrative.”  This  ap- 
proach, too,  bows  (sometimes  unwittingly)  to  mechanical 
reductionism  as  the  superordinate  form  of  understanding, 
but  adds  to  it  a kind  of  condescending  noblesse  oblige.  The 
patient,  unaware  that  his  spirit  is  being  so  perceived,  may 
benefit  indeed  from  the  kindly  tolerance  of  the  wise  and 
caring  therapist,  but  the  therapist  himself,  ironically,  is  left 
to  shoulder  the  burden  of  a frame  of  mind  in  which  all  of 
his  own  nobler  impulses  are  subtly  undermined  by  the 
keen  edge  of  his  own  understanding. 

When  men  do  not  worship  God,  they  do  not  worship 
nothing,  they  worship  anything.  In  my  view,  a proper 
psychoanalysis,  and  psychiatry,  should  assume  a wel- 
come place  at  the  table  of  human  understanding,  not  at  its 
head  but  as  a guest.  It  should  recognize  in  a faith  that 
orients  itself  toward  the  moral  order  the  highest  expres- 
sion of  human  character,  whose  place  at  the  head  of  table 
it  would  be  abashed  to  supplant.  It  should  not  claim  for 


itself  an  ability  to  stand  above  that  faith  and  “understand” 
it,  thereby  itself  turning  into  an  ersatz  faith;  it  can,  and 
should,  however,  help  people  to  clear  away  the  neurotic 
obstacles  that  make  faith — and  hence  a moral  life — as 
difficult  to  achieve  as  it  has  of  late  become  for  so  many. 

The  largely  invisible  cost  exacted  by  the  usurpation  of 
faith  by  psychology,  psychoanalysis,  and  psychiatry  has 
been  great,  both  in  our  private  lives  and  in  the  public  order. 
Shelley  said  of  the  romantic  poets  that  they  were  “the 
unacknowledged  legislators  of  mankind.”  The  descrip- 
tion, it  seems  to  me,  is  more  apt  today  (and  equally 
grandiose)  with  regard  to  Freud,  Jung,  and  their  many 
fractious  heirs.  What  is  frightening  is  that  this  very  influ- 
ential faction  of  society  should  be  as  secular  as  it  is:  more 
than  90%  of  Americans  believe  in  God,  fewer  than  10%  do 
not;  the  figures  are  the  reverse  among  mental  health 
professionals.  We  professionals  by  and  large  also  con- 
tinue to  believe,  however  improbably,  that  a better,  not  a 
worse,  society  will  result  from  the  more  widespread  adop- 
tion of  our  secular  perspective. 

In  fact,  the  reverse  is  true,  and  the  evidence  is  all  around 
us. 


June  11,  1994 
14th  ANNUAL 

ADVANCES  IN 
GASTROENTEROLOGY 

Bally’s  Park  Place  Hotel  and  Casino 
Atlantic  City,  New  Jersey 

Sponsored  by  the 
Presbyterian  Medical  Center 
Gastrointestinal  Section 

Accreditation:  Continuing  Medical  Education  Credits 
will  be  provided  by  the  Presbyterian  Medical  Center  of 
Philadelphia,  an  affiliate  of  the  University  of  Pennsylvania. 
The  Presbyterian  Medical  Center  of  Philadelphia  is  accredit- 
ed by  the  Pennsylvania  Medical  Society  to  sponsor  continu- 
ing medical  education  for  physicians. 


Information: 

Registration  Manager 
SLACK  Incorporated 
6900  Grove  Road 
Thorofare,  NJ  08086-9447 
(609)  848-1000 


226 


CONNECTICUT  MEDICINE,  APRIL  1994 


DRUG  INFORMATION  UPDATE:  HARTFORD  HOSPITAL 


Drug  Treatment  Options  for 
Multidrug-Resistant  Tuberculosis 


KALPANA  PATEL,  PHARM.D. 


Introduction 

/fY COBACTERIUM  tuberculosis  is  a slow-growing 
IV J aerobic  organism  that  is  highly  contagious.  The 
primary  route  of  disease  transmission  is  by  inhalation  of 
airborne  particles  laden  with  the  organism  from  infected 
patients  to  uninfected  hosts.  Thus,  the  primary  site  of 
infection  is  the  lung  although  extrapulmonary  disease 
may  be  present.  From  1 953  to  1 984  the  number  of  cases  of 
tuberculosis  reported  declined  from  84,000  to  24,000 
cases  respectively.1  However,  since  1985  there  has  been 
approximately  an  1 8%  increase  in  the  number  of  reported 
cases  of  tuberculosis  largely  because  of  AIDS.  Accompa- 
nying this  recent  increase  in  the  number  of  cases  is  the 
emergence  of  drug-resistant  tuberculosis.2  As  a result,  the 
Centers  for  Disease  Control  (CDC)  and  the  American 
Thoracic  Society  have  issued  guidelines  on  identification, 
prevention,  and  treatment  of  tuberculosis  to  curb  the 
spread  of  this  disease.  This  report  will  focus  on  the 
treatment  options  available  for  multiple  drug-resistant 
tuberculosis  (MDR-TB). 


KALPANA  PATEL.  PHARM.D..  is  an  Infectious  Disease  Fellow, 
Hartford  Hospital;  Assistant  Clinical  Professor,  University  of 
Connecticut,  School  of  Pharmacy,  Storrs. 

This  series  on  Drug  Information  Updates  from  Hartford  Hospital  are 
provided  by  the  Drug  Information  Center,  Department  of  Pharmacy 
Services,  Hartford  Hospital. 

Editors:  Moses  Sing  Sum  Chow.  Pharm.D.:  Robert  A.  Quercia.  M.S.. 
R.Ph. 

Editorial  Board:  D.  Drezner.  M.D.;  G.  Gousse.  M.S.:  R.  Quintiliani, 
M.D.;  J.  Laut,  M.D. 


Epidemiology 

Based  on  surveys  conducted  by  the  CDC  during  the  first 
quarter  of  1991  approximately  3%  of  new  tuberculosis 
cases  were  resistant  to  both  isoniazid  and  rifampin  com- 
pared with  approximately  0.5%  during  the  period  1982- 
86.  Of  the  recurrent  cases,  approximately  6.9%  in  1 99 1 vs 
3%  during  1982-86  were  resistant  to  both  drugs.1 

Outbreaks  of  MDR-TB  have  been  reported  in  some 
major  cities  across  the  United  States.  For  example,  in  New 
York  City  during  1991  approximately  19%  of  the  cases 
reported  were  resistant  to  both  isoniazid  and  rifampin.2 
Outbreaks  of  a similar  nature  have  been  reported  from 
Florida,  Pennsylvania,  and  Texas.3'5 

Risk  factors  identified  by  the  CDC  associated  with 
development  of  MDR-TB  include  inadequate  prior  treat- 
ment of  TB,  homelessness,  poor  socioeconomic  status, 
being  HIV  positive  or  having  AIDS  .6  However,  in  many  of 
the  outbreaks  of  MDR-TB  immunocompetent  hosts  such 
as  health-care  workers  were  also  infected.  This  was  due  to 
inadequate  identification,  isolation,  and  inappropriate 
therapy  of  patients  with  active  MDR-TB.1  As  a result,  the 
number  of  patients  who  on  first  exposure  are  infected  by 
an  MDR-TB  strain  is  also  increasing. 

Mechanism  for  Development  of  Resistance 

There  are  two  forms  of  resistance  patterns  that  occur  in 
single  or  multidrug-resistant  TB.  Mycobacterium  organ- 
isms may  have  primary  drug  resistance  or  acquired  drug 
resistance.  Primary  drug  resistance  to  antituberculosis 
medications  is  believed  to  occur  by  spontaneous  genetic 
mutation.  Spontaneous  mutations  to  several  of  the  com- 
monly used  medications  have  been  established,  such  as 
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rifampin,  isoniazid,  streptomycin,  and  ethambutol.  It  is 
unlikely  that  organisms  will  spontaneously  develop  multi- 
drug resistance  since  the  likelihood  of  developing  mul- 
tiple drug  resistance  is  the  product  of  the  probabilities  of 
resistance  to  the  single  agent.  For  example,  the  probability 
for  an  organism  to  be  resistant  to  both  isoniazid  and 
rifampin  is  1/10. 14  Since  the  bacterial  load  of  most  patients 
is  frequently  less  than  10  organisms,14  a patient  is  less 
likely  to  have  primary  drug  resistance  to  both  isoniazid 
and  rifampin  than  to  one  drug  alone. 

Acquired  drug  resistance  develops  when  the  initial 
prescribed  therapy  is  inadequate.  Therapy  may  be  inad- 
equate due  to  suboptimal  dosage,  not  having  a sufficient 
number  of  drugs  that  are  active  against  the  organism  in  the 
regimen,  and  most  importantly,  noncompliance  by  pa- 
tients. Since  therapy  of  TB  requires  long-term  administra- 
tion of  medication,  patients  are  likely  to  be  noncompliant. 
Programs  such  as  Directly  Observed  Therapy  (DOT)  are 
important  in  curbing  the  development  of  multidrug-resis- 
tant TB  in  patients  who  are  most  likely  to  develop  the 
disease  (ie,  homeless  people).6 

Drug  Therapy 

Since  the  early  1950s  when  TB  was  deemed  a major 
public  health  problem,  to  the  present,  our  therapeutic 
arsenal  against  this  disease  has  remained  the  same.  Very 
few  new  drugs  have  been  developed;  the  cornerstone  of 
TB  therapy  has  been  isoniazid  and  rifampin.  Since  the 
emergence  of  isoniazid-  and  rifampin-resistant  organ- 
isms the  use  of  other  second-line  agents  has  become 
necessary.  There  is  also  a growing  need  to  identify  new 
drugs  with  sufficient  activity  against  the  mycobacteria. 

First-line  agents.1314 — Isoniazid  (INH)  inhibits  the  syn- 
thesis of  mycolic  acid,  an  important  component  of  the 
mycobacterial  cell  wall,  thus  making  it  a bactericidal 
agent.  The  drug  is  well  absorbed  orally  and  is  metabolized 
by  the  liver.  Metabolism  is  influenced  by  the  rate  of 
acetylation;  therefore,  persons  who  are  fast  acetylators 
will  have  lower  serum  concentrations.  Dosage  adjustment 
is  usually  not  necessary  unless  patients  have  severe  he- 
patic insufficiency.  Major  toxicities  associated  with 
isoniazid  are  hepatotoxicity  (including  elevations  of  liver 
function  tests  as  well  as  hepatitis),  neurotoxicity  in  the 
form  of  peripheral  neuropathy  associated  with  pyridoxine 
deficiency  requiring  coadministration  of  vitamin  B6,  50 
mg  per  day,  and  hypersensitivity  reactions,  including  a 
lupus-like  syndrome  which  is  reversible  upon  discontin- 
uation of  therapy. 

Rifampin  (RIF)  is  bactericidal  by  inhibiting  mycobac- 
terial DNA-dependent  RNA  polymerase.  It  is  well  ab- 
sorbed orally  and  is  metabolized  to  the  active  form  which 
is  excreted  in  the  bile.  Hepatotoxicity  may  occur  with 
rifampin  use  but  has  been  reported  in  patients  receiving 


both  isoniazid  and  rifampin.  Discoloration  of  body  secre- 
tions such  as  tears,  urine,  and  saliva  is  a common  side 
effect  of  this  agent. 

Ethambutol  (EMB)  is  bacteriostatic  and  is  believed  to 
exert  an  antimetabolic  effect  by  affecting  RNA  synthesis. 
It  is  administered  orally  with  about  80%  absorption.  Most 
of  the  drug  is  eliminated  by  the  urine,  so  dosage  adjust- 
ment is  necessary  in  renal  failure.  Major  side  effects 
include  visual  impairment  (specifically  loss  of  color  vi- 
sion) associated  with  high  doses.  Other  side  effects  in- 
clude hypersensitivity  reactions. 

Pyrazinamide  (PZA)  is  a bactericidal  antitubercular 
agent;  however,  its  exact  mechanism  of  action  is  not  fully 
understood.  It  is  well  absorbed  orally  and  is  metabolized 
by  the  liver.  The  metabolites  are  eliminated  by  the  kidney 
making  dosage  adjustment  necessary  in  renal  failure. 

Second-line  agents. 13 14 — Para-aminosalicylic  Acid 
(PAS)  inhibits  the  growth  of  the  mycobacteria  by  impair- 
ing folate  synthesis.  It  is  not  well  absorbed  orally  and  is 
excreted  in  the  urine.  The  primary  side  effect  of  PAS  is 
gastrointestinal  intolerance.  It  may  also  cause  a reversible 
lupus-like  syndrome.  Hypersensitivity  to  PAS  is  common 
and  these  patients  may  also  develop  hypersensitivity  to 
streptomycin  and  isoniazid.  PAS  may  inhibit  isoniazid 
acetylation  leading  to  increased  isoniazid  toxicity. 

Cycloserine  inhibits  synthesis  of  mycobacteria  to  the 
cell  wall.  It  is  readily  absorbed  orally  with  the  majority  of 
the  drug  being  excreted  unchanged  in  the  urine,  thus 
requiring  dosage  modification  in  renal  failure.  The  pri- 
mary adverse  effect  of  this  agent  is  its  central  nervous 
system  toxicity.  It  may  cause  behavioral  alterations  in- 
cluding psychosis.  The  serum  drug  concentrations  should 
be  monitored  with  the  levels  being  maintained  below  30 
mg/mL.  Seizures  may  occur,  and  in  patients  with  latent 
seizure  disorder  the  use  of  this  agent  is  contraindicted. 
Pyridoxine  in  doses  of  50  to  100  mg  per  day  has  been  used 
in  the  hopes  of  decreasing  these  toxicities;  however,  its 
benefit  has  not  yet  been  fully  delineated. 

Ethionamide  is  highly  effective  against  mycobacteria 
by  inhibition  of  biosynthesis  of  mycolic  acid  similar  to 
isoniazid.  It  is  rapidly  absorbed  and  is  metabolized  by  the 
liver  to  inactive  metabolites  which  are  excreted  in  the 
urine.  The  most  common  side  effect  is  gastrointestinal 
irritation.  A few  patients  may  also  develop  hepatitis. 
Interestingly,  organisms  that  are  resistant  to  isoniazid  are 
not  resistant  to  ethionamide,  so  this  agent  may  be  used 
against  organisms  resistant  to  isoniazid. 

Streptomycin  (SM),  which  is  an  aminoglycoside  anti- 
biotic, has  good  activity  against  mycobacteria.  This  agent 
must  be  given  intramuscularly  or  intravenously  since  it 
has  poor  bioavailability.  It  is  primarily  eliminated  by  the 
kidney  and  its  toxicity  profile  is  similar  to  most 
aminoglycosides,  namely  ototoxicity  and  nephrotoxicity. 
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Capreomycin  and  other  aminoglycosides,  such  as 
amikacin  and  kanamycin,  also  have  activity  against  myco- 
bacteria. However,  these  agents  are  not  more  effective 
than  streptomycin,  and  their  toxicity  profile  is  similar  to 
streptomycin. 

The  fluoroquinolones,  particularly  ciprofloxacin  and 
ofloxacin,  demonstrate  good  activity  in  vitro  against  my- 
cobacteria. Both  of  these  agents  have  excellent 
bioavailability  and  are  well  tolerated  by  patients. 1516  These 
agents  are  commonly  used  in  combination  with  other 
second-line  agents  but  are  not  yet  considered  first-line 
therapy  because  of  a lack  of  clinical  experience  in  treating 
large  numbers  of  patients  with  tuberculosis. 

Clofazimine,  which  is  an  antileprosy  drug,  also  demon- 
strates in  vivo  activity  against  M.  tuberculosis.  However, 
studies  with  this  agent  have  not  shown  conclusive  benefit 
and  at  the  present  time  its  use  for  TB  therapy  is  still 
controversial. 

Amoxicillin/Clavulanic  acid  has  been  reported  to  show 
some  activity  against  M.  tuberculosis.  A case  report  by 
Nadler  et  al,17  showed  some  benefit  of  addition  of  this 
agent  in  two  patients  with  MDR-TB.  However,  the  effi- 
cacy of  this  agent  cannot  be  inferred  from  this  case  report 
alone  and  further  clinical  trials  are  needed  to  evaluate  its 
usefulness. 

Approach  to  Drug  Therapy  Selection 

Initial  Treatment. — The  CDC  has  published  national 
guidelines  on  the  initiation  of  therapy  in  HIV-negative 
patients  who  are  newly  infected  with  TB . These  guidelines 
recommend  the  use  of  four-drug  therapy  initially  with 
INH,  RIF,  PZA,  and  EMB  or  SM  for  the  first  two  months 
followed  by  16  weeks  of  daily,  or  two-three  times  weekly, 
isoniazid  and  rifampin  if  the  local  incidence  of  isoniazid 
resistance  is  less  than  4%. 6 This  regimen  can  be  used  for 
all  newly  diagnosed  TB  patients  who  are  HIV  negative.  In 
areas  where  there  is  a higher  incidence  of  isoniazid- 
resistant  organisms  and  in  patients  who  are  HIV  positive, 
INH,  RIF,  PZA,  and  EMB  or  SM  are  given  for  the  first  two 
months  followed  by  INH,  RIF,  and  EMB  or  SM  for  a nine- 
month  treatment  period  or  at  least  six  months  beyond 
culture  conversion.  The  PZA  should  be  discontinued  after 
eight  weeks  of  therapy. 

The  four-drug  regimen  is  designed  to  reduce  the  devel- 
opment of  multidrug-resistant  TB,  with  the  rationale  that 
a patient  who  defaults  a four-drug  regimen  is  more  likely 
to  be  cured  and  not  relapse  than  a patient  treated  for  the 
same  length  of  time  with  the  three-drug  regimen.  Sputum 
conversion  is  more  rapid  with  the  four-drug  regimen  and 
compliance  may  be  improved  with  implementation  of  two 
to  three  times  weekly  drug  administration.1  A three-drug 
regimen  may  be  adequate  in  areas  where  isoniazid  resis- 
tance is  less  then  4%;  however,  local  epidemiological 


surveillance  along  with  patient  specific  factors  should 
serve  as  guide  for  therapy  selection. 

Treatment  of  MDR-TB. — Patients  that  are  known  to 
have  multidrug-resistant  patterns  require  a thorough  evalu- 
ation of  previous  drug  therapy  as  well  as  a laboratory 
assessment  of  the  susceptibility  patterns  of  the  strain. 
Table  1 lists  the  medications  used  at  the  most  common 
doses,  the  achievable  blood  drug  concentrations,  and  the 
susceptibility  (MIC90  values)  for  each  medication  against 
M.  tuberculosis.  However,  the  local  sensitivity  pattern 
along  with  the  sensitivity  pattern  of  the  patient’s  strain, 
must  be  assessed  prior  to  retreatment.  Appropriate  culture 
samples  for  drug  susceptibility  testing  should  be  obtained 
before  beginning  therapy  so  that,  if  resistance  to  more  than 
one  agent  develops  adjustment  in  therapy  may  be  readily 
made. 

Retreatment  should  be  initiated  with  at  least  four  drugs, 
and  even  as  many  as  six  or  seven  drugs.  The  choice  of  the 
medication  depends  largely  on  the  sensitivity  patterns  of 
the  strain.  In  patients  who  do  not  have  known  susceptibil- 
ity patterns,  the  choice  is  more  difficult.  However,  several 
new  agents  (ie,  drugs  that  have  not  been  used  before  ) 
should  be  added  to  prevent  the  development  of  further 
drug  resistance  and  to  prevent  the  spread  of  tuberculosis. 
Many  of  the  second-line  agents  may  play  a key  role  in 
designing  a treatment  regimen,  such  as  one  of  the 
fluroquinolones  along  with  an  injectable  aminoglycoside. 
Amakacin,  kanamycin,  or  capreomycin  may  be  used  even 
if  the  organism  is  resistant  to  streptomycin,  since  there  is 
little  cross-resistance  among  these  agents.  With  addition 
of  some  of  the  second-line  agents,  therapy  may  not  be  well 
tolerated  by  patients,  and  noncompliance  may  become  a 
problem.  For  example,  ethionamide  and  PAS  are  not  well 
tolerated  by  patients,  especially  if  they  are  administered 
simultaneously.  Therapy  should  be  initiated  slowly,  start- 
ing with  lower  doses,  then  titrating  to  higher  doses  as 
patients  tolerate  the  medications.  In  order  to  minimize 
development  of  noncompliance,  patients  should  be  stabi- 
lized on  a medication  regimen  either  in  the  hospital  or 
under  close  scrutiny  of  the  physician.  Also,  every  effort 
should  be  made  to  enroll  patients  into  Directly  Observed 
Therapy  (DOT)  programs  once  they  are  discharged  from 
the  hospital. 

Long  duration  of  treatment  is  another  factor  that  may 
lead  to  noncompliance.  The  length  of  treatment  increases 
from  six  months  to  18  -24  months  in  patients  known  to 
have  mycobacterium  resistance  to  both  isoniazid  and 
rifampin.610  The  exact  duration  of  treatment  for  other 
multiple  drug-resistant  TB  is  not  yet  known.  Most  experts 
would  treat  for  24  months  after  sputum  conversion.  De- 
spite a long  treatment  period,  the  mortality  rate  is  approxi- 
mately 37%  for  patients  who  are  HIV  negative.1'1  HIV- 


VOLUME  58,  NO.  4 


229 


Table  1.  Antituberculosis  Medications  Dosages  and  Susceptibilities1213 

Medication 

Usual  Adult  Dose 

Peak  Blood  Levels 

Usual  MIC 

Resistant  MIC 

(mcg/mL) 

(mcg/mL) 

(mcg/mL) 

Isoniazid 

300mg/day 

3 - 5 

0.01  - 0.025 

>4 

Rifampin 

600mg/day 

7-8 

0.005  - 0.2 

> 16 

Pyrazinamide 

15-30mg/kg/day 

20-60 

6.2  - 50 

>900 

Ethambutol 

5-25  mg/kg/day 

2-5 

0.5  -2.0 

> 16 

Streptomycin 

0.25-2.0 

Amikacin 

15  mg/kg 

35-45 

0. 5-1.0 

> 16 

Kanamycin 

1. 5-3.0 

Capreomycin 

1.3-2. 5 

Ofloxacin 

400mg  BID 

8 - 10 

0.25-2.0 

> 16 

Ciprofloxacin 

750  mg  BID 

3 - 5 

0.25-2.0 

> 16 

Ethionamide 

250mg  BID 

1 - 5 

0.3-1. 2 

< 10 

PAS 

3g  QID 

40-70 

NA 

NA 

Cycloserine 

250  BID 

20-35 

NA 

NA 

positive  patients  have  a poorer  outcome  with  mean  sur- 
vival of  about  four  months  after  diagnosis.9 

Conclusion 

TB  that  is  not  multidrug-resistant  is  still  a curable 
disease.  Every  effort  should  be  made  to  treat  patients 
effectively  that  are  newly  diagnosed  with  non-MDR-TB 
so  that  they  will  not  develop  drug-resistant  disease.  How- 
ever, since  the  emergence  of  MDR-TB  the  challenge  for 
health-care  professionals  to  curtail  the  spread  of  this 
disease  is  enormous.  Treatment  of  patients  most  likely  to 
develop  this  disease  is  difficult  since  this  patient  popula- 
tion is  prone  to  problems  of  noncompliance.  In  patients 
identified  as  having  MDR-TB  the  mortality  is  high  regard- 
less of  their  immune  status  (ie,  HIV-positive  or  HIV- 
negative). Aggressive  treatment  of  these  patients  along 
with  strict  public  health  measures  must  be  adapted  in  order 
to  combat  the  spread  of  tuberculosis.  Public  health  poli- 
cies that  quarantine  MDR-TB  patients  should  be  seriously 
considered  to  prevent  the  spread  of  this  disease. 

REFERENCES 

1.  Initial  therapy  for  tuberculosis  in  the  era  of  multidrug  resistance: 
Recommendations  of  the  Advisory  Council  for  the  Elimination  of 
Tuberculosis.  MMWR  1993;42:1-7. 

2.  Frieden  TR,  Sterling  T,  Pablos-Mendez  A,  et  al:  Emergence  of 
drug-resistant  tuberculosis  in  New  York  City.  N Engl  J Med 
1993;328:521-6. 

3.  Outbreak  of  multidrug-resistant  tuberculosis:  Texas,  California, 
and  Pennsylvania.  MMWR  1990;  39:369-72. 

4.  Nosocomial  transmission  of  multidrug  resistant  tuberculosis  among 


HIV-infected  persons:  Florida  and  New  York,  1988-1991  .MMWR 
1991;40:585-91. 

5.  Tuberculosis  outbreak  among  persons  in  a residential  facility  for 
HIV-infected  persons-San  Francisco.  MMWR  1991;  40:649-54. 

6.  Multidrug-resistant  tuberculosis.  MMWR  1992;41:1-57. 

7 . Management  of  persons  exposed  to  multidrug-resistant  tuberculosis . 
MMWR  1992;41:61-70. 

8.  Small  PM,  Shafer  RW,  Hopewell  PC,  et  al:  Exogenous  reinfection 
with  multidrug-resistant  mycobacterium  tuberculosis  in  patients 
with  advanced  HIV  infection.  N Engl  J Med  1993;  328:1137-44. 

9.  Fischl  MA,  Daikos  GL,  Uttamchandani  RB,  et  al:  Clinical 
presentation  and  outcome  of  patients  with  HIV  infection  and 
tuberculosis  caused  by  multiple-drug-resistant  bacilli.  Ann  Intern 
Med  1992;  117:184-90. 

10.  Goble  M,  Iseman  MD,  Madsen  LA,  et  al:  Treatment  of  17 1 patients 
with  pulmonary  tuberculosis  resistant  to  isoniazid  and  rifampin.  N 
Engl  J Med  1993;  328:527-32. 

11.  BarnesPF,  Barrows  SA:  Tuberculosis  in  the  \990s.  Ann  Intern  Med 
1993; 119:400-10. 

12.  Iseman  M:  Treatment  of  multidrug-resistant  tuberculosis.  N Engl  J 
Med  1993;  329:784-91. 

13.  Davidson  PT,  Le  HQ:  Drug  treatment  of  tuberculosis- 1992.  Drugs 
1992;43:651-73. 

14.  VanScoy  RE,  Wilkowske  CJ:  Antituberculous  agents.  Mayo  Clin 
Proc  1992;  67:179-87. 

15.  Yew  WW,  Kwan  SY,  Ma  WK,  et  al:  In-vitro  activity  of  ofloxacin 
against  Mycobacterium  tuberculosis  and  its  clinical  efficacy  in 
multiply  resistant  pulmonary  tuberculosis.  J Antimicrobial  Chemoth 
1990;  26:227-36. 

16.  Kohno  S,  Koga  H,  Kaku  M,  et  al:  Prospective  comparative  study  of 
ofloxacin  or  ethambutol  for  the  treatment  of  pulmonary  tuberculosis. 
Chest  1992;  102:181518. 

17.  Nadler  JP,  Berger  J,  Nord  J,  et  al:  Amoxicillin-clavulanic  acid  for 
treating  drug  resistant  Mycobacterium  tuberculosis.  Chest  1991; 
99:1025-26. 


230 


CONNECTICUT  MEDICINE,  APRIL  1994 


THE  MEDICAL  LETTER 


Drugs  for  Sexually  Transmitted  Diseases 
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MANY  infections  can  be  transmitted  during  sexual 
contact.  The  text  and  tables  that  follow  are  limited 
to  treatment  of  infections  associated  primarily  with  sexual 
transmission.  The  treatment  of  AIDS  and  related  infec- 
tions was  discussed  in  the  Medical  Letter  issue  of  Septem- 
ber 3,  1993  (volume  35,  page  79). 

CHLAMYDIA — Urethritis  and  Cervicitis — With  the 
availability  of  new  diagnostic  tests  for  Chlamydia 
trachomatis  that  can  be  used  on  urine  as  well  as  genital 
swab  specimens,  the  number  of  documented  genital 
chlamydial  infections  should  increase  (WE  Stamm,  Ann 
Intern  Med , 114:432,  1993).  Seven  days’  treatment  with 
doxycycline  or  another  tetracycline  is  usually  effective  for 
treatment  of  urethritis  caused  by  C.  trachomatis  (KE 
Toomey  and  RC  Barnes,  Rev  Infect  Dis,  12:S645,  1990). 
A single  dose  of  azithromycin  (Zithromax — Medical  Let- 
ter, 34:45,  1992)  is  equally  effective,  but  much  more 
expensive  (DH  Martin  et  al,  N Engl  J Med,  327:921, 1992; 
WE  Stamm  et  al,  Intersci  Conf  Antimicrob  Agents 
Chemother,  33:120,  1993).  Ofloxacin  (Floxin)  for  seven 
days  is  an  additional  alternative  (TM  Hooton  et  al, 
Antimicrob  Agents  Chemother , 26:1144,  1992);  other 
available  quinolones  are  not  reliably  effective.  Cervicitis 
caused  by  C.  trachomatis  usually  responds  to  the  same 
drugs  used  to  treat  urethritis.  If  urethritis  does  not  resolve 
with  a tetracycline,  infection  with  tetracycline-resistant 
Ureaplasma  urealyticum  may  be  present;  this  often  re- 
sponds to  a seven-day  course  of  an  erythromycin,  or  may 
respond  to  ofloxacin  (TA  Tartaglione  and  TM  Hooton, 
Pharmacotherapy,  13:189,  1993).  Some  patients  with 
tetracycline-resistant  nongonococcal  urethritis  or  cervicitis 
may  have  trichomoniasis. 
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In  Pregnancy — Doxycycline,  other  tetracyclines,  and 
ofloxacin  are  contraindicated  in  pregnancy.  An  erythro- 
mycin, for  patients  who  can  tolerate  its  gastrointestinal 
effects,  usually  is  effective  against  C.  trachomatis,  but 
erythromycin  estolate  is  also  contraindicated  in  preg- 
nancy. Sulfisoxazole  (Gantrisin,  and  others)  and  other 
sulfonamides  may  be  less  effective,  and  are  contraindicated 
at  term.  Amoxicillin  (Amoxil,  and  others)  or  clindamycin 
( Cleocin,  and  others)  may  be  an  effective  alternative  for 
treatment  of  chlamydial  infection,  but  experience  is  lim- 
ited ( WF  Campbell  and  MG  Dodson,  Am  J Obstet  Gynecol, 
162:343,  1990;  AH  Magat  et  al,  Obstet  Gynecol,  81:745, 
1993).  Azithromycin  has  not  been  studied  in  pregnancy. 

Diseases  of  Infancy — More  than  half  of  all  infants  born 
to  women  infected  with  cervical  C.  trachomatis  may  also 
be  infected;  these  infants  are  at  risk  for  conjunctivitis  and 
pneumonitis.  Topical  tetracycline,  erythromycin,  or  silver 
nitrate  are  not  effective  in  preventing  ocular  chlamydial 
infection  in  the  newborn.  Preferred  treatment  for 
conjunctivitis  or  pneumonia  caused  by  C.  trachomatis  is 
systemic  erythromycin  for  14  days  (MR  Hammerschlag, 
JPediatr,  114:727,  1989). 

Other  Chlamydial  Infections — Chlamydia  tracho- 
matis is  the  most  common  cause  of  epididymitis  in  sexu- 
ally active  men  and  is  an  important  cause  of  pelvic 
inflammatory  disease  in  women.  C.  trachomatis  urethral 
infection  in  sexually  active  women  also  can  cause  dysuria 
and  pyuria,  mimicking  acute  cystitis.  Acute  chlamydial 
proctitis  occurs  in  both  men  and  women  practicing  unpro- 
tected receptive  anal  intercourse.  Lymphogranuloma 
venereum  is  caused  by  specific  strains  of  C.  trachomatis; 
this  infection,  which  is  uncommon  in  the  USA,  responds 
to  three  weeks’  treatment  with  doxycycline  or  another 
tetracycline. 
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GONORRHEA — Ceftriaxone  (Rocephin)  is  highly 
effective  even  against  penicillin-  and  tetracycline-resis- 
tant strains  of  Neisseria  gonorrhoeae  and  can  be  given  in 
a single  small  volume  injection  in  the  deltoid.  A single  oral 
dose  of  cefixime  (Suprax)  is  an  effective  alternative  for 
urethral  or  cervical  gonorrhea  (HH  Handsfield  et  al,  N 
Engl  J Med,  325:1337,  1991;  I Portilla  et  al,  Sex  Transm 
Dis,  19:94,  1992).  Single  oral  doses  of  ciprofloxacin 
(Cipro)  or  ofloxacin  (Floxin)  are  also  effective.  Many 
other  cephalosporins  and  quinolones  may  be  equally  ef- 
fective, but  have  been  used  less  and  offer  no  clear  advan- 
tages. Spectinomycin  can  be  used  to  treat  pregnant  women 
allergic  to  beta-lactam  antibiotics,  but  is  relatively  inef- 
fective against  pharyngeal  gonococcal  infection  and  inef- 
fective against  incubating  syphilis. 

No  single-dose  regimen  for  gonorrhea  is  effective  against 
coexisting  C.  trachomatis  infection,  which  is  often  present 
in  patients  with  gonorrhea;  therefore,  all  patients  with 
gonorrhea  should  also  receive  a seven-day  course  of 
doxycycline  or  another  tetracycline,  or  a single  dose  of 
azithromycin.  Doxycycline  for  seven  days  should  eradi- 
cate incubating  syphilis.  The  effectiveness  of  azithromycin 
for  eradication  of  incubating  syphilis  has  not  been  estab- 
lished. 

EPIDH) YMITIS — Acute  epididymitis  in  men  less  than 
35  years  old  is  usually  caused  by  C.  trachomatis  or  N. 
gonorrhoeae.  When  the  causative  organism  is  not  known, 
epididymitis  can  be  treated  with  a single  dose  of  ceftriaxone, 
ciprofloxacin,  or  ofloxacin,  followed  by  10  days’  treat- 
ment with  doxycycline  or  another  tetracycline.  Older  men 
or  those  who  have  had  urinary  tract  instrumentation  may 
have  non-sexually-transmitted  epididymitis  due  to  enteric 
gramnegative  bacilli  or  Pseudomonas.  Gram-negative 
bacilli  may  also  cause  urethritis,  cystitis,  or  epididymitis 
in  men  who  participate  in  unprotected  insertive  anal 
intercourse.  Ciprofloxacin  or  ofloxacin  can  be  used  until 
urine  culture  results  are  available. 

PELVIC  INFLAMMATORY  DISEASE  (PID)— 
Most  acute  pelvic  inflammatory  disease  in  sexually  active 
women  is  caused  by  C.  trachomatis  or  N.  gonorrhoeae. 
Mycoplasma  hominis  and  various  facultative  and  anaero- 
bic bacteria  may  also  be  involved,  and  several  pathogens 
may  be  present  simultaneously.  Parenteral  regimens,  there- 
fore, should  include  a combination  of  antimicrobial  agents 
active  against  all  these  pathogens,  such  as  cefoxitin 
(Mefoxin)  or  cefotetan  (Cefotan)  plus  doxycycline,  or 
clindamycin  with  an  aminoglycoside.  Outpatient  regi- 
mens include  ceftriaxone  plus  doxycycline,  or  ofloxacin 
plus  either  clindamycin  or  metronidazole  (Flagyl,  and 
others)  ( MMWR , 42,  RR-14:75,  1993). 

VAGINAL  INFECTIONS— The  role  of  sexual  trans- 
mission is  important  in  trichomoniasis,  probably  unim- 
portant in  vulvovaginal  candidiasis,  and  unclear  in  bacte- 


rial vaginosis.  Sulfonamide  creams  and  other  so-called 
“broad-spectrum”  vaginal  preparations  are  not  reliably 
effective  for  treatment  of  any  vaginal  infection.  Douching 
is  also  not  effective  for  prevention  or  treatment  of  any 
vaginal  infection  and  may  be  a risk  factor  for  upper  genital 
tract  infection. 

Trichomoniasis — Metronidazole  is  the  treatment  of 
choice  for  trichomoniasis.  A single  oral  dose  is  usually  as 
effective  as  longer  regimens.  Treatment  failures  may  be 
treated  with  a repeat  single  dose  or  with  longer  courses  of 
metronidazole  (JGLossick,  Rev  Infect  Dis,  12:S665, 1990). 
Metronidazole-resistant  strains  of  Trichomonas  vaginalis 
have  been  reported;  optimal  treatment  for  infection  with 
these  strains  has  not  been  determined.  Metronidazole  is 
generally  contraindicated  during  the  first  trimester  of 
pregnancy,  but  alternative  treatments  are  much  less  effec- 
tive; many  authorities  use  metronidazole  after  the  first 
trimester. 

Bacterial  vaginosis — Bacterial  vaginosis  is  character- 
ized by  malodorous  vaginal  discharge,  vaginal  fluid  pH 
>4.5,  the  fishy  odor  of  volatile  amines  when  10%  KOH  is 
added  to  vaginal  secretions,  and  by  the  presence  of  clue 
cells  on  microscopy.  The  normal  lactobacillus-dominated 
flora  is  replaced  by  Gardnerella  vaginalis,  Mycoplasma 
hominis,  Mobiluncus,  and  various  anaerobes,  but  cultures 
for  these  organisms  are  not  useful  in  establishing  or 
confirming  the  diagnosis.  Metronidazole  orally  for  seven 
days  is  the  standard  treatment,  but  topical  metronidazole 
or  topical  clindamycin  may  also  be  effective  and  better 
tolerated  ( Medical  Letter,  34:109,  1992). 

Vulvovaginal  candidiasis — Many  remedies  are  avail- 
able for  vulvovaginal  candidiasis.  Topical  drugs  such  as 
miconazole  (Monistat),  clotrimazole  (Gyne-Lotrimin, 
Mycelex-G),  butoconazole  (Femstat),  terconazole 
(Terazol),  or  tioconazole  (Vagistat),  are  effective  ( Medi- 
cal Letter,  33:81,  1991),  but  recurrence  is  common.  A 
single  oral  dose  of  fluconazole  ( Diflucan ) is  as  effective  as 
three  days  of  clotrimazole  intravaginally  (Multicentre 
Study  Group,  Br  J Obstet  Gynaecol,  96:226,  1989). 
Prophylactic  oral  fluconazole  once  monthly  has  been 
effective  in  some  women  with  persistent  or  frequently 
recurring  infections  (JD  Sobel,  Int  J Gynecol  Obstet,  37 
suppl:17,  1992). 

SYPHILIS — Parenteral  penicillin  G remains  the  drug 
of  choice  for  treating  all  stages  of  syphilis  (PN  Zenker  and 
RT  Rolfs,  Rev  Infect  Dis,  12:S590,  1990).  Primary,  sec- 
ondary, or  latent  syphilis  known  to  be  of  less  than  one 
year’s  duration  can  be  treated  effectively  with  a single 
intramuscular  injection  of  benzathine  penicillin  G,  a re- 
pository formulation.  The  optimum  treatment  for  late 
syphilis  (more  than  one  year’ s duration)  and  neurosyphilis 
is  less  well  established.  Most  authorities  treat  late  syphilis 
with  three  doses  of  benzathine  penicillin  G at  weekly 
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Type  or  Stage 

Treatment  of  Sexually  Transmitted  Diseases 

Drug  of  Choice  Dosage  Alternatives 

CHLAMYDIA  TRACHOMATIS 

Urethritis,  cervicitis,  conjunctivitis,  or  proctitis  (except  lymphogranuloma  venereum) 

Doxycycline1 

100  mg  oral  bid  x 7 days 

Erythromycin2  500  mg  oral  qid 

OR 

Azithromycin 

1 gram  oral  once 

x7  days3 

Ofloxacin4  300  mg  oral  bid  x 7 days 

Infection  in  Pregnancy 

Erythromycin2 

500  mg  oral  qid  x 7 days3 

Amoxicillin  500  mg  oral  tid  x 10  days 
Sulfisoxazoles  500  mg  oral  qid  x 10  days 

Neonatal 

— Ophthalmia 

Erythromycin 

12.5  mg/kg  oral  or  IV  qid 
x 14  days 

— Pneumonia  Erythromycin 

Lymphogranuloma  venereum 

12.5  mg/kg  oral  or  IV  qid 
x 14  days 

Sulfisoxazole6  100  mg/kg/day  oral 
or  IV  in  divided  doses  x 14  days 

Doxycycline1 

100  mg  oral  bid  x 21  days 

Erythromycin2  500  mg  oral  qid  x 21  days 

GONORRHEA7 

Urethral,  cervical,  rectal,  or  pharyngeal 

Ceftriaxone 

125  mg  IM  once 

Cefixime  400  mg  oral  once8 
Ciprofloxacin4  500  mg  oral  once 
Ofloxacin4  400  mg  oral  once 
Spectinomycin  2 g IM  once9 

Ophthalmia  (adults)10 

Ceftriaxone 

1 gram  IM  once 
plus  saline  irrigation 

Ceftriaxone  1 gram  IV  or  IM  daily  x 5 
days,  plus  saline  irrigation 

Bacteremia  and  arthritis11 

Ceftriaxone 

1 gram  IV  daily  x 7-10  days,  or  for 
2-3  days,  followed  by  cefixime 
400  mg  oral  bid  or  ciprofloxacin 
500  mg  oral  bid  to  complete  7-10 
days  total  therapy 

Ceftizoxime  or  cefotaxime,  1 gram  IV 
q8h  for  2-3  days  or  until  improved, 
followed  by  cefixime  400  mg  oral  bid 
or  ciprofloxacin  500  mg  oral  bid  to 
complete  7-10  days  total  therapy 

Meningitis 

Ceftriaxone 

2 grams  IV  daily 
for  at  least  10  days 

Penicillin  G at  least  10  million  U/day 
IV  for  at  least  10  days12 

Chloramphenicol  4-6  grams/day 
IV  for  at  least  10  days12 

Endocarditis 

Ceftriaxone 

2 grams  IV  daily 

for  at  least  3 to  4 weeks 

Penicillin  G at  least  10  million  U/day  IV 
for  at  least  3 to  4 weeks12 

Neonatal 

— Ophthalmia 

Ceftriaxone 

125  mg  IM  once, 
plus  saline  irrigation 

Penicillin  G 100,000  U/kg/day  IV  in 
4 doses12  x 7 days 

OR 

Cefotaxime 

25  mg/kg  IV  or  IM  q8-12h 
x 7 days  plus  saline  irrigation 

plus  saline  irrigation 

— Arthritis  and 

Cefotaxime 

25-50  mg/kg  IV  q8-12h 

Penicillin  G 75,000  to  100,000  U/kg / 

septicemia 

x 10-14  days 

day  IV  in  4 doses  x 7 days12 

— Meningitis 

Cefotaxime 

50  mg/kg  IV  q8-12h 

Penicillin  G 100,000  U/kg/day  IV 

x 10-14  days 

in  3 or 

4 doses  for  at  least  10  days12 

Continued  on  page  234 
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Type  or  Stage 

Drug  of  Choice 

Dosage 

Alternatives 

GONORRHEA7  Continued 

Children  (under  45  kg) 

— Urogenital,  rectal  and 
pharyngeal 

Ceftriaxone 

125  mg  IM  once 

Spectinomycin13  40  mg/kg  IM  once 
Amoxicillin  50  mg/kg  oral  once  plus 
probenecid  25  mg/kg  (max.  1 gram) 
oral  once12 

: — Arthritis 

Ceftriaxone 

50  mg/kg/day  (max.  2 grams)  IV 
x 7 days 

Penicillin  G 150,000  U/kg/day  IV 
x 7 days12 

OR 

Cefotaxime 

50  mg/kg/day  IV  in  2 or  3 doses 
x 7 days 

— Meningitis 

OR 

Ceftriaxone 

Cefotaxime 

100  mg/kg/day  (max.  2 grams)  IV 
x 7 days 

200  mg/kg/day  IV  in  2 or  3 doses 
for  at  least  10  days 

Penicillin  G 250,000  U/kg/day  IV  in  6 
divided  doses  for  at  least  10  days12 
Chloramphenicol  100  mg/kg/day  IV  for 
at  least  10  days12 

SEXUALLY  ACQUIRED  EPIDIDYMITIS 
Ceftriaxone 
followed  by 

doxycycline1 

250  mg  IM  once 

100  mg  oral  bid  x 10  days 

Ciprofloxacin  500  mg  or  ofloxacin  400 
mg  oral  once  followed  by  doxycy- 
cline1 100  mg  oral  bid  x 10  days 
Ofloxacin  300  mg  oral  bid  x 10  days 

PELVIC  INFLAMMATORY  DISEASE 
— hospitalized  patients  Cefoxitin 

OR  Cefotetan 

either  one  plus 
doxycycline 
followed  by 
doxycycline' 

2 grams  IV  q6h 
2 grams  IV  ql2h 

100  mg  IV  ql2h,  until  improved 

100  mg  oral  bid  to 
complete  14  days 

Clindamycin  900  mg  IV  q8h 

plus  gentamicin  2 mg/kg  IV  once 
followed  by  gentamicin  1.5  mg/kg  IV 
q8h  until  improved 
followed  by  doxycycline1  100  mg 
oral  bid  to  complete  14  days14 

— outpatients 

OR 

OR 

Cefoxitin  plus  2 grams  IM  once 

probenecid  1 gram  oral  once 

Ceftriaxone  250  mg  IM  once 

either  one  followed  by 

doxycycline1  100  mg  oral  bid  x 14  days 

Ofloxacin  400  mg  oral  bid 

plus 

clindamycin  450  mg  oral  qid  x 14  days 

or  metronida-  500  mg  oral  bid  x 14  days 

zole 

VAGINAL  INFECTION 

Trichomoniasis 
Bacterial  vaginosis 

Vulvovaginal  candidiasis 

Metronidazole15  2 grams  oral  once 

Metronidazole  500  mg  oral  bid  x 7 days 

Topical  butoconazole,  clotrimazole,  micona- 
zole, terconazole,  or  tioconazole17 

Metronidazole  500  mg  oral  bid  x 7 days 
Clindamycin  300  mg  oral  bid  x 7 days 
Topical  metronidazole  or  clindamycin13 
Fluconazole  150  mg  oral  once 
Topical  nystatin 

SYPHILIS 

Early  (Primary,  second- 
ary, or  latent  less  than 
one  year) 

Penicillin  G 
benzathine 

2.4  million  U IM  once18 

Doxycycline  100  mg  oral  bid  x 14  days 
Erythromycin  500  mg  oral  qid  x 14 
days19 

Late  (more  than  one 
year’s  duration,  cardio- 
vascular, gumma,  late- 
latent) 

Penicillin  G 
benzathine 

2.4  million  U IM  weekly  x 3 weeks 

Doxycycline  100  mg  oral  bid  x 4 weeks 

Neurosyphilis20 

Penicillin  G 

2 to  4 million  U IV  q4h 
x 10-14  days 

Penicillin  G procaine  2.4  million  U IM 
daily  plus  probenecid  500  mg  qid  oral, 
both  x 10-14  days 

Congenital 

OR 

Penicillin  G 

Penicillin  G pro- 
caine 

50,000  U/kgIM  or  IV  q8-12h 
for  10-14  days 
50,000  U/kg  IM  daily 
for  10-14  days 

Continued  on  page  235 
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Type  or  Stage 

Drug  of  Choice 

Dosage 

Alternatives 

CHANCROID 

ErythromycinZ 

500  mg  oral  qid  x 7 days3 

Ciprofloxacin4  500  mg  oral  bid  x 3 days 

OR 

Ceftriaxone 

250  mg  IM  once 

OR 

Azithromycin 

1 gram  oral  once 

HERPES  SIMPLEX 

First  Episode  Genital 

Acyclovir 

400  mg  oral  tid  x 7-10  days 

Acyclovir  200  mg  oral  5 times/day 
x 7-10  days 

First  Episode  Proctitis 

Acyclovir 

800  mg  oral  tid  x 7-10  days 

Acyclovir  400  mg  oral  5 times/day 
x7-10  days 

Recurrent  Acyclovir22 

Severe  (hospitalized  patients) 

Acyclovir 

Prevention  of  Recurrence23 

400  mg  oral  tid  x 5 days 
5 mg/kg  IV  q8h  x 5-7  days 

Acyclovir 

400  mg  oral  bid 

Acyclovir  200  mg  oral  2-5  times  a day 

1.  Or  tetracycline  500  mg  oral  qid  or  minocycline  100  mg  qhs 

2.  Erythromycin  estolate  is  contraindicated  in  pregnancy. 

3.  In  presence  of  severe  gastrointestinal  intolerance,  decrease  to  250  mg  qid  and  extend  duration  to  14  days. 

4.  Contraindicated  in  pregnancy 

5.  Or  another  sulfonamide  in  equivalent  dosage;  avoid  all  sulfonamides  in  the  third  trimester.  Sulfonamides  appear  to  be  less  effective 
than  other,  alternatives. 

6.  Only  for  infants  more  than  four  weeks  old 

7.  Since  a high  percentage  of  patients  with  gonorrhea  have  coexisting  Chlamydia  trachomatis  infection,  all  patients  should  also  receive 
a course  of  treatment  effective  for  Chlamydia. 

8.  Limited  data  on  effectiveness  for  pharyngeal  infection 

9.  Recommended  only  for  use  during  pregnancy  in  patients  allergic  to  beta-lactams.  Not  effective  for  pharyngeal  infection. 

10.  An  oral  fluoroquinolone,  such  as  ciprofloxacin  for  three  to  five  days,  probably  would  also  be  effective,  but  experience  is  limited. 

11.  If  the  infecting  strain  of  A.  gonorrhoeae  has  been  tested  and  is  known  to  be  susceptible  to  penicillin  or  the  tetracyclines,  treatment  may 
be  changed  to  penicillin  G 10  million  U IV  daily,  amoxicillin  500  mg  orally  qid.  doxycycline  100  mg  orally  bid,  or  tetracycline  500 
mg  orally  qid. 

12.  If  infecting  strain  of  N.  gonorrhoeae  has  been  tested  and  is  known  to  be  susceptible 

13.  Not  effective  for  pharyngeal  infection 

14.  Or  clindamycin  450  mg  oral  qid  to  complete  14  days 

15.  Metronidazole  should  be  avoided  during  pregnancy  but.  for  pregnant  women  with  severe  symptoms,  2 grams  oral  (single  dose)  may 
be  given  after  the  first  trimester. 

16.  M e dical  Letter,  34:109.1992 

17.  For  preparations  and  dosage,  see  the  Medical  Letter,  33:81,  1991. 

18.  Some  experts  recommend  repeating  this  regimen  after  seven  days,  especially  in  patients  with  HIV  infection. 

19.  Treatment  with  erythromycin  is  associated  with  an  increased  rate  of  relapse  and  should  be  used  only  if  compliance  and  12  months’ 
follow-up  are  assured  and  other  regimens  are  contraindicated. 

20.  Patients  allergic  to  penicillin  should  be  desensitized. 

21.  Single-dose  treatment  is  less  effective  in  HIV-infected  patients. 

22.  Not  highly  effective  for  treatment  of  recurrences,  but  may  help  some  patients  if  started  early. 

23.  Some  experts  suggest  that  preventive  treatment  be  discontinued  for  one  to  two  months  once  a year  to  reassess  the  frequency  of 
recurrence. 


intervals;  neurosyphilis  is  treated  with  10  to  14  days  of 
intravenous  penicillin,  or  with  intramuscular  procaine 
penicillin  plus  oral  probenecid  (Benemid,  and  others). 

Syphilis  in  Pregnancy — Syphilis  in  pregnant  women 
should  be  treated  with  penicillin  in  doses  appropriate  to 
the  stage  of  the  disease.  Retreatment  in  succeeding  preg- 
nancies is  unnecessary  in  the  absence  of  clinical  or  sero- 
logical evidence  of  new  infection.  When  pregnant  women 


with  syphilis  are  allergic  to  penicillin,  the  US  Public 
Health  Service  recommends  hospitalization  and  desensi- 
tization ( MMWR . 42,  RR- 14:44,  1993). 

Congenital  Syphilis — A positive  serological  test  for 
syphilis  in  a newborn  without  stigmata  of  syphilis  may  be 
due  either  to  passive  transfer  of  maternal  antibodies  or  to 
prenatal  infection.  If  there  is  no  definite  history  of  ad- 
equate treatment  of  the  mother  with  penicillin  during  the 
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pregnancy,  Medical  Letter  consultants  recommend  prompt 
treatment  of  seroreactive  infants  rather  than  waiting  three 
to  six  months  to  see  if  the  antibody  titer  falls  (PN  Zenker 
and  SM  Berman,  Pediatr  Infect  Dis  J,  10:516,  1991). 

Syphilis  and  AIDS — Several  case  reports  indicate  that 
treatment  with  a single  dose  of  benzathine  penicillin  G 
therapy  may  occasionally  fail  to  cure  early  syphilis,  par- 
ticularly in  HIV-seropositive  patients,  sometimes  result- 
ing in  relapse,  including  syphilitic  meningitis, 
meningovascular  syphilis,  and  asymptomatic  neurosyphilis 
(DM  Musher,  J Infect  Dis,  163:1201,  1991).  Although 
most  clinicians  treat  HIV-infected  patients  with  syphilis 
and  normal  CSF  with  standard  penicillin  doses  for  the 
stage  of  syphilis,  higher  doses  or  longer  treatment  than 
usual  may  sometimes  be  needed. 

CHANCROID — The  incidence  of  chancroid,  caused 
by  Haemophilus  ducreyi,  has  increased  sharply  in  the 
USA,  and  the  disease  is  widely  prevalent  in  some  other 
countries.  An  erythromycin  for  seven  days  or  a single  dose 
of  ceftriaxone  or  azithromycin  is  the  treatment  of  choice 
(Y  Dangor  et  al,  Antimicrob  Agents  Chemother,  34:1308, 
1990).  Ciprofloxacin  for  three  days  is  an  effective  alterna- 
tive. Single-dose  therapy  often  fails  to  cure  chancroid  in 
HIV-infected  patients;  a multiple-dose  regimen  is  pre- 
ferred. 

PEDICULOSIS  AND  SCABIES— Sexual  acquisi 
tion  of  Phthirus  pubis  (pubic  lice)  is  common;  1% 
permethrin  (Nix)  or  pyrethrins  with  piperonyl  butoxide 
(RID,  and  others)  offer  effective  topical  treatment. 
Sarcoptes  scabiei  infestation  of  the  skin  (scabies)  can  also 
be  transmitted  sexually.  The  5%  formulation  of  permethrin 
(Elimite)  is  now  the  drug  of  choice  (M  Orkin  and  HI 
Maibach,  Semin  Dermatol  12:22  1993). 

GENITAL  WARTS — Genital  warts  are  caused  by 
several  types  of  human  papillomavirus.  No  form  of  treat- 
ment has  been  shown  to  eradicate  the  virus,  and  no  single 
treatment  is  uniformly  effective  in  removing  warts  and 


preventing  recurrence.  Podophyllin  and  cryotherapy  with 
liquid  nitrogen  or  a cryoprobe  remain  the  most  widely 
used  treatments, but  the  response  rate  is  only  60%  to  70%, 
and  at  least  20%  to  30%  of  responders  will  have  a recur- 
rence. Podofilox  (Condylox),  a 0.5  percent  solution  of 
purified  podophyllotoxin,  is  the  only  treatment  approved 
for  use  by  patients  at  home,  but  it  is  not  clearly  more 
effective  or  better  tolerated  than  podophyllin  (. Medical 
Letter,  33:117,  1991).  Topical  trichloroacetic  acid, 
electrodesiccation,  and  electrocauterization  are  additional 
options.  Laser  therapy,  surgery,  and  fluorouracil  (Efudex) 
are  sometimes  effective,  but  can  cause  severe  adverse 
effects.  Alfa  interferon  (Intron  A,  Roferon-A,  Alferon  N) 
has  been  used,  but  has  no  demonstrated  advantages  over 
other  treatments  (Condylomata  Study  Group,  J Infect  Dis, 
167:824,  1993). 

GENITAL  HERPES — Acyclovir  (Zovirax)  taken 
orally  or  intravenously  for  seven  to  ten  days  shortens  the 
duration  of  pain,  viral  shedding,  and  systemic  symptoms 
in  primary  herpes  simplex  virus  infection.  Many  clini- 
cians consider  a dosage  of  400  mg  orally  t.i.d.  as  effective 
and  more  convenient  than  the  regimen  recommended  in 
the  package  insert  (200  mg  five  times  daily).  Oral  acyclovir 
is  not  highly  effective  for  treatment  of  recurrent  genital 
herpes,  but  may  help  some  patients  with  severe  recur- 
rences if  treatment  is  started  early.  Topical  acyclovir 
provides  little  or  no  benefit.  A five-year  controlled  trial  in 
patients  with  frequent  recurrences  (more  than  six  per  year) 
found  that  continuous  suppressive  therapy  with  oral 
acyclovir  markedly  decreased  the  rate  of  recurrence,  with- 
out cumulative  toxicity  or  development  of  resistance  (LH 
Goldberg  Qtal,  Arch  Dermatol,  129:582, 1993).  Although 
acyclovir  is  not  approved  for  use  in  pregnant  women, 
inadvertent  treatment  during  pregnancy  has  not  been 
associated  with  an  increased  risk  of  congenital  abnormali- 
ties, and  many  clinicians  prescribe  acyclovir  for  treatment 
of  severe  genital  herpes  in  pregnant  women  ( MMWR , 42 
:806,  22  Oct.  1993). 
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Health-Care  Reform — Will  It  Play  in  Peoria? 

Health-care  reform  is  based  on  the  assumption  that 
primary  care  is  more  cost  efficient  than  medical  care 
rendered  by  specialists.  The  government  has  touted  the 
role  of  the  “gatekeeper”  as  an  essential  ingredient  of 
health-care  cost  reduction  and  along  with  the  association 
of  American  Medical  Colleges  has  gone  on  record  as 
supporting  attempts  to  increase  the  supply  of  primary  care 
physicians  and  to  reduce  the  numbers  of  physicians  enter- 
ing the  specialties. 

Whether  this  approach  will  work  depends  in  large  part 
on  its  acceptance  by  the  public  and  on  the  willingness  of 
physicians  to  participate  in  the  effort.  I believe  that  several 
factors  will  hinder,  if  not  totally  obstruct,  governmental 
efforts  to  achieve  this  goal.  These  factors  include  societal 
behavior,  business  economics,  and  our  present-day  legal 
system. 

In  the  United  States,  specialization  has  invaded  all 
aspects  of  our  lives.  We  no  longer  bring  our  automobiles 
to  a garage  mechanic  for  all  our  automotive  problems. 
Rather,  we  go  to  Midas  when  we  have  a problem  with  a 
muffler.  We  drive  to  Lee  Miles,  “the  transmission  special- 
ists,” when  we  believe  our  transmission  needs  repair. 
When  the  car  must  be  lubricated  there  is  a Jiffy  Lube 
nearby.  We  have  become  accustomed  to  diagnosing  our 
problem  and  bringing  the  car  to  the  “specialist”  who  can 
repair  it.  And  that  “specialist”  is  better  trained  to  do  the 
repair  than  the  “generalist,”  or  so  they  tell  us  in  the  endless 
radio  and  TV  advertisements  that  bombard  us  daily. 

The  business  world  reflects  this  trend  toward  special- 
ization. The  day  of  the  successful  large  department  store 
containing  a myriad  of  individual  departments  within  its 
vast  space  is  coming  to  a close.  The  American  public  now 
looks  to  Toys  ‘R’  Us  for  its  children’s  gifts  and  to  the 
Sports  Authority  for  its  athletic  equipment,  not  to  mention 
Victoria’ s Secret  for  its  fantasy.  The  only  general  purpose 
stores  that  are  thriving,  operations  such  as  Price  Club  and 
Sams,  offer  “no  frills”  and  reduced  service  (not  exactly 
what  the  public  seeks  in  a health-care  program)  in  return 
for  lower  cost  for  the  consumer.  Macy’s  closes  stores  and 
shrinks  the  size  of  its  electronics  departments  while  Cir- 
cuit City  expands.  The  public  supports  the  concept  of 
specialization  and  business  responds. 

Our  legal  system  also  may  impede  the  success  of  any 
plan  that  depends  upon  increasing  the  role  of  the  primary 
care  provider.  An  adverse  outcome  in  a patient  who  has 
not  been  referred  to  a specialist  is  almost  sure  to  bring 


about  a legal  action.  How  will  a jury  react  if  a breast  lump, 
deemed  benign  by  a primary  care  physician,  is  subse- 
quently found  to  be  malignant?  A cadre  of  medical  experts 
will  fault  the  primary  care  physician  for  failure  to  refer  to 
a specialist.  Likewise,  an  evaluation  for  chest  pain  had 
better  include  a cardiologic  opinion,  lest  the  patient  suc- 
cumb to  a myocardial  infarct  without  a full  battery  of 
cardiac  studies. 

Medical  journals  discuss  the  improved  results  brought 
about  by  specialization,  reporting  that  specialized  centers 
produce  better  results  than  their  “generalist”  counterparts. 
Hospitals  equate  specialization  with  quality  and  require 
physicians  to  request  privileges  in  order  to  perform  proce- 
dures, and  they  expect  the  applicant  to  document  a “suffi- 
cient number”  so  that  their  performance  can  be  assessed. 
In  many  hospitals  in  this  country,  patients  admitted  to  a 
coronary  care  unit  must  be  under  the  care  of  a cardiologist, 
providing  an  explicit  example  of  our  belief  in  the  inherent 
value  of  specialization  in  the  care  of  patients. 

The  primary  care  physician  has  little  to  gain  and  much 
to  lose  by  avoiding  specialty  involvement.  The  threat  of  a 
lawsuit  with  its  devastating  effect  on  the  life  of  the 
individual  involved  is  a burden  that  most  primary  care 
physicians  do  not  wish  to  assume.  In  many  instances,  the 
monies  saved  by  not  referring  the  patient  accrue  to  the 
insurance  company,  not  to  the  physician  involved.  Even  in 
a payment  system  based  on  capitation,  the  patient  is 
usually  well  aware  of  the  incentive  given  to  the  primary 
care  physician  for  minimizing  referrals.  A poor  outcome 
in  this  situation  is  highly  likely  to  be  followed  by  legal 
action  on  the  part  of  the  aggrieved  patient  or  family 
member. 

I submit  the  thesis  that  although  primary  care  may 
thrive  in  more  rural  areas  of  this  country,  the  heavily 
populated  regions  of  the  nation  in  which  the  public  has 
already  been  exposed  to  specialty  oriented  medical  care 
will  become  increasingly  resistant  to  any  attempt  to  re- 
duce the  availability  of  specialty  care.  The  public  has 
become  accustomed  to  the  concept  of  specialization  in 
many  areas  of  life.  It  is  not  likely  that  we  can  persuade 
them  that  medical  care  should  be  an  exception.  For  ex- 
ample, although  most  present  day  health  maintenance 
organizations  operate  with  a “gatekeeper,”  MD  Health 
Plan  of  Connecticut  does  not,  and  it  has  become  the 
fastest-growing  HMO  in  the  state  and  one  of  the  fastest- 
growing  companies  in  the  United  States.  Their  rates  are 
competitive  with  other  statewide  HMOs;  their  omission  of 
the  gatekeeper  helps  distinguish  them  from  their  compe- 
tition. 
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There  is  clearly  a place  for  primary  care  in  our  medical 
delivery  system.  Many  patients  look  to  their  primary  care 
internists  as  the  first  line  of  defense  when  illness  strikes 
and  recognize  the  value  of  primary  care  in  preventative 
medicine.  I believe,  however,  that  deliberately  to  prevent 
the  education  of  specialists  in  order  to  conserve  costs  is  an 
ill-conceived  concept  that  will  not  be  well  received  by  the 
American  public.  If  specialty  care  is  too  expensive  for  our 
health-care  delivery  system,  we  should  reduce  the  cost  of 
specialty  care,  rather  than  eliminate  the  specialist.  There 
is  no  clear-cut  rationale  for  reimbursing  specialists  at  a 
higher  rate  than  primary  care  physicians.  Major  cost 
savings  can  be  achieved  by  adjustments  in  fee  schedules. 

Our  goal  should  be  to  provide  the  American  public  with 
the  best  medical  care  at  the  lowest  possible  cost.  It  should 
not  be  to  reduce  the  quality  of  the  medical  services  we 
provide  in  order  to  solve  the  budgetary  problems  of  the 
nation. 

Frederick  L.  Sachs,  M.D. 

New  Haven 
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Support  for  Orthopaedic  Research 

The  1993  campaign  of  the  Orthopedic  Research  and 
Education  Foundation  is  completed  and  has  again  been 
highly  successful.  Despite  uncertain  times,  total  giving 
has  increased  by  almost  $10,000,  placing  Connecticut 
14th  among  the  50  states. 

At  the  national  level,  the  campaign  has  raised  more  than 
$4  million.  This  money  will  be  redistributed  for  the 
support  of  research  through  direct  grants,  resident  fellow- 
ships, and  career  support  awards.  In  addition,  the  OREF 
will  continue  its  support  of  the  Residents  Conference  of 
the  American  Orthopaedic  Association  and  will  continue 
the  funding  for  the  Health  Services  Fellowship  begun  last 
year.  New  educational  efforts  this  year  include  the  support 
of  the  American  Academy  of  Orthopaedic  Surgeons  Learn- 
ing Center  and  a combined  AAOS/OREF  research  sympo- 
sium. 

The  following  is  a list  of  the  41  Connecticut  orthopedic 
surgeons  and  one  friend  of  orthopaedics  who  have  con- 
tributed to  this  effort  at  the  Order  of  Merit  level  (gift  of 
$ 1 ,000  or  more.)  An  * indicates  those  who  participated  as 
local  campaign  chairmen. 


Dr.  & Mrs.  Alfredo  L.  Axtmayer* 

Dr.  & Mrs.  Peter  R.  Barnett 
Gerald  J.  Becker,  M.D. 

Alan  E.  Bernstein,  M.D.* 

Dr.  & Mrs.  C.  Robert  Biondino 
Bruce  D.  Browner,  M.D. 

Patrick  J.  Carolan,  M.D. 

Eui  Kyung  Chung,  M.D.* 

Edward  J.  Collins,  Jr.,  M.D. 

Dr.  & Mrs.  Thomas  W.  Dugdale,  III 
Dr.  & Mrs.  Malcolm  S.  Edgar,  Jr.* 

Dr.  & Mrs.  Robert  L.  Fisher 
Gary  E.  Friedlaender,  M.D. 

Dr.  & Mrs.  Richard  L.  Froeb* 

John  P.  Fulkerson,  M.D. 

Gary  A.  Gallo,  M.D. 

Dr.  & Mrs.  Harry  R.  Gossling 
Dr.  & Mrs.  Robert  A.  Green 
Charles  & Monika  Heimbold 
John  F.  Irving,  M.D. 

Peter  Jokl,  M.D. 

Kristaps  J.  Keggi,  M.D.* 

Dr.  & Mrs.  W.  Jay  Krompinger 
Gerard  J.  Lawrence,  M.D.* 

Courtland  G.  Lewis,  M.D. 

Dr.  & Mrs.  Richard  Linburg 
James  K.  Lynch,  M.D. 

Dr.  & Mrs.  Frank  W.  Maletz* 

Barry  N.  Messinger,  M.D.* 

Dr.  & Mrs.  John  J.  O’Brien* 

Richard  R.  Pelker,  M.D. 

Dr.  & Mrs.  John  F.  Raycroft* 

Thomas  S.  Renshaw,  M.D. 

Dr.  & Mrs.  William  G.  Richeimer 
Dr.  & Mrs.  Vincent  M.  Santoro 
Dr.  & Mrs.  Francis  P.  Saunders* 

Dr.  & Mrs.  Steven  F.  Schutzer 
Dr.  & Mrs.  Enzo  J.  Sella* 

Dr.  & Mrs.  Kevin  P.  Shea 
Wayne  O.  Southwick,  M.D.* 

Robert  A.  Starton,  M.D. 

Dr.  & Mrs.  Gordon  A.  Zimmermann 

These  leaders  and  the  many  other  contributors  in  the 
state  should  be  congratulated  for  their  continuing  generos- 
ity and  recognition  of  the  value  of  this  effort. 

John  F.  Raycroft,  M.D. 

Hartford 
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We  Shouldn’t  Sacrifice  Medical  Care’s  Heights 

JOHN  P.  BIGOS,  M.D. 


WE  find  ourselves  as  a nation  in  a time  of  declining 
resources,  declining  economic  opportunities,  a de- 
clining job  base,  and  an  increasing  debate  over  health- 
care. As  a practicing  pulmonologist  here  in  New  London, 
and  as  a former  Kellogg  Foundation  fellow  at  Harvard 
University  in  Health  Policy  and  Management,  and  as  a 
former  staff  member  of  the  Labor  and  Human  Resource 
Committee  of  the  United  States  Senate,  I would  like  to 
share  some  thoughts  and  some  concerns. 

As  Lewis  Carroll  wrote  in  Alice  in  Wonderland,  “it  does 
not  matter  what  road  you  take  if  you  do  not  know  where 
you  are  going.”  I do  not  necessarily  want  to  advocate  any 
particular  position,  but  would  ask  for  a focusing  on  the 
facts  surrounding  the  current  debate.  The  President’s  and 
Mrs.  Clinton’s  goals  of  universal  access  and  universal 
coverage,  the  desire  for  simplicity,  and  the  desire  to  search 
for  savings,  consumer  choice,  quality,  and  responsibility 
are  laudable  goals.  The  President  and  Mrs.  Clinton  should 
be  commended  for  stressing  these  points.  The  upcoming 
debate  should  focus  on  how  best  to  achieve  these  goals  for 
the  vast  majority  of  Americans  without  sacrificing  what  is 
recognized  the  world  around  as  the  best  medical  care.  The 
United  States  has  developed  the  highest  levels  of  expertise 
of  any  country  in  the  world  in  the  diagnostic  and  therapeu- 
tic capabilities  in  the  medical  field.  This  fact  needs  to  be 
recognized,  and  the  accomplishment  cannot  be  brought  to 
a sacrificial  altar  built  on  rhetoric. 

There  are  three  areas  that  I would  like  briefly  to  address, 
and  would  ask  for  each  person  reading  this  to  examine  in- 
depth  the  facts.  It  is  that  examination  that  will  determine 
our  future  access  to  health-care  and  the  quality  of  the  care 
that  will  be  delivered. 

The  first  is  the  United  states  vs  other  countries.  We  need 
to  recognize  that  we  are  a country  of  270  million  people. 
We  are  a heterogeneous  country,  diversified  in  social 
cultures  and  socioeconomic  conditions.  By  comparison, 
Canada  is  one  tenth  our  size,  at  approximately  27  million. 
Great  Britain  has  a population  in  the  50  million  to  60 

JOHN  P.  BIGOS.  M.D.,  practicing  pulmonologist  in  New  London, 
former  Kellogg  foundation  fellow  at  Harvard  University  in 
health  policy  and  management,  former  staff  member  of  the  Labor  and 
Human  Resources  Committee  of  the  United  States  Senate. 


million  range  and  Germany  in  the  90+  million  range.  If  we 
were  to  combine  the  populations  of  Germany,  Great 
Britain,  and  Canada,  it  would  not  equal  the  population  of 
the  United  States.  Why  is  this  important?  Very  simply,  the 
more  homogeneous  a population,  the  easier  it  is  to  come 
up  with  a single  plan  to  address  many  problems.  Con- 
versely, the  more  heterogeneous  a population,  the  more 
diversified  are  the  problems  and  the  more  difficult  a 
simple  solution  becomes. 

If  we  were  to  look  at  our  neighbor  to  the  north  we  would 
find  that  the  average  Canadian  pays  49.5%  of  his  income 
in  taxes,  whereas  in  the  United  States,  although  this  will  be 
increasing,  it  is  approximately  25%. 

Approximately  one  third  of  the  Canadian  budget  goes 
to  health  care.  If  we  were  to  embrace  the  Canadian  system 
of  care  we  also  must  embrace  the  society  to  which  that 
system  is  applied.  Are  we  willing  to  accept  a great  increase 
in  our  tax  bases?  Our  modest  increase  seemed  to  have 
raised  a great  deal  of  concern.  That  is  what  would  be 
necessary  for  the  funding  of  a Canadian  system. 

Somehow,  many  Americans  think  that  the  Canadian 
system  is  free.  No  system  is  free.  The  debate  surrounds 
who  will  pay  for  it  and  who  will  administer  it.  At  no  time 
is  anyone  going  to  be  promised  free  health-care.  Before 
we  go  embracing  the  system  to  the  north,  ask  how  it  could 
be  applied  to  our  society. 

Currently,  the  United  States  spends  approximately 
13.9%  of  its  gross  domestic  product  on  health-care.  Canada 
spends  approximately  9.9%,  but  are  we  comparing  like 
with  like?  In  the  United  States,  for  people  under  the  age  of 
40,  accidents,  suicide,  drug  addiction,  alcoholism  and 
alcohol-related  deaths,  and  injury  are  major  contributors 
to  health-care  costs.  Are  these  really  the  responsibility  of 
people  who  provide  health-care  or  do  they  reflect  a larger 
societal  issue  that  should  be  more  appropriately  placed 
with  Mrs.  Clinton’s  sixth  point:  that  being  individual 
responsibility  and  the  responsibility  of  government  to  deal 
with  pressing  social  issues.  Undoubtedly,  these  issues 
directly  impact  on  health-care.  What  about  the  issues  of 
cigarette  smoking?  There  is  a great  deal  of  debate  sur- 
rounding the  cigarette  tax.  Does  anyone  know  what  the 
health-care  costs  are  per  pack  of  cigarettes  for  the  care  of 
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lung  cancer,  emphysema,  lung,  and  heart  disease?  By 
estimates  from  the  congressional  budget  office,  by  inde- 
pendent studies,  and  by  testimony  presented  through  the 
American  Cancer  Society,  they  greatly  exceed  two  dollars 
per  pack.  How  much  does  a pack  of  cigarettes  cost  in 
Canada?  These  are  questions  that  the  American  people 
need  to  ask  and  to  address. 

If  one  were  to  look  at  Great  Britain,  one  would  find  a 
country  that  is  moving  toward  private  health  care  and 
away  from  their  national  health  system.  There  is  a growing 
private  system  in  Great  Britain  supported  through  tax 
deductions  and  credits,  and  actively  encouraged  on  the 
part  of  the  British  government.  If  their  system  is  so  good, 
why  are  they  moving  away  from  it?  We  must  now  politi- 
cally look  at  these  issues  before  we  go  on  embracing 
systems  that  people  who  have  experience  with  are  now 
questioning  themselves. 

The  next  issues  I would  ask  our  readers  to  consider  are 
the  matters  of  consumer  choice  and  managed  care.  In  any 
system,  there  is  the  potential  for  conflict.  The  question  that 
a patient  needs  to  ask  is,  is  your  doctor  your  advocate,  or 
the  advocate  of  some  corporate  bottom  line?  No  matter 
what  system  is  in  place,  motivations  and  incentives  will 
affect  it. 

Do  you  not  want  to  encourage  behavior  in  which  the 
physician  is  unencumbered  to  be  the  advocate  of  the 
patient?  Specifically,  do  you  not  want  your  doctor  to  fight 
to  provide  you  with  the  best  available  care  in  the  most 
thorough  manner,  or  are  you  willing  to  accept  something 
less? 

If  you  are,  then  many  alternatives  are  in  fact  open. 
People  seem  very  willing  to  embrace  the  concept  of  less  is 
good  until  they  themselves  face  a major  health  crisis.  In 
the  past  month  I have  had  many  seriously  ill  patients. 
Referrals  were  needed  and  were  requested  by  the  family  to 
physicians  and  facilities  in  New  Haven,  New  York,  and 
Boston.  Would  these  choices  be  available  under  future 
plans?  The  answer  is  simply  no. 

One  cannot  appreciate  the  desire  for  the  assurance  that 
flexibility  and  options  can  offer.  Those  options  and  that 
flexibility  are  decreasing  and  will  continue  to  decrease. 
Find  out  if  your  doctor  is  employed  under  a staff-model 
HMO  or  by  an  organization  in  which  there  is  conflict 
between  his  or  her  desire  to  care  for  you,  and  at  the  same 
time,  reduce  costs  for  his  or  her  employer.  The  direct 
employment  of  physicians  raises  many  questions.  This  is 
not  to  say  that  it  is  something  that  should  be  avoided,  but 


it  is  something  that  the  patient  should  realize  is  different 
from  what  has  traditionally  occurred.  Like  a good  attorney 
providing  counsel  to  a client,  a physician  needs  to  advo- 
cate for  the  patient.  In  many  ways  the  doctor  is  a barrister 
of  health.  That  advocacy  position  has  a great  deal  of 
potential  to  be  compromised.  For  many  issues  in  medicine 
this  may  not  become  apparent  immediately,  but  for  those 
of  you  who  have  sought  multiple  referrals  and  have  had 
the  benefit  of  having  care  provided  at  the  best  centers  in 
the  world,  ask  yourself  if  you  expect  to  continue  to  receive 
this  in  the  future  and  if  this  is  something  that  we  should 
have  or  should  expect  to  have  in  our  country. 

Finally,  I would  like  to  offer  some  solutions  as  to  how 
health-care  costs  can  be  controlled,  and  what  I believe  are 
fundamental  to  that  process.  Simply  put,  I would  mention 
three  things:  first,  societal  expectations  in  the  United 
States  will  need  to  be  adjusted.  In  medicine,  we  win  many 
battles,  but  we  lose  the  war.  If  we  want  to,  we  can  continue 
fighting  these  battles  with  an  aging  population  and  an 
expanding  technology  base,  but  this  in  fact  will  cost  more 
money.  There  is  no  way  around  this.  If  we,  as  a society, 
choose  that  route,  then  we  must  be  prepared  to  accept  the 
cost.  If  we  do  not  choose  that  route,  then  we  must  be 
prepared  to  accept  the  consequences,  first  for  our  parents 
and  grandparents,  and  ultimately  for  ourselves  and  our 
children;  two,  medical  technology  is  expanding  at  a rate 
faster  than  our  capability  to  come  to  grips  with  its 
consequences.  One  might  request  our  government  to 
regulate  medical  technology  the  same  way  that  pharma- 
ceuticals are  regulated.  Specifically,  that  new  technology 
go  through  phases  of  trials  in  which  it  is  shown  first  to  do 
no  harm,  and  second,  to  be  effective  and  specifically  more 
effective  than  alternatives  currently  available.  Indications 
for  usage  should  be  applied  just  as  they  are  to  drugs  that  are 
prescribed;  third,  tort  reform  must  occur.  There  is  a great 
deal  of  rhetoric  given  to  this,  but  meaningful  reform,  such 
as  has  occurred  in  California,  needs  to  be  closely  exam- 
ined. This  is  missing  from  the  current  health-care  plan. 

In  conclusion,  the  health-care  debate  that  we  are  engag- 
ing in  will  lead  us  on  a path,  the  consequences  of  which 
will  affect  our  future  generations  far  into  the  next  century. 
So  that  we  do  not  end  up  like  another  Alice  in  Wonderland 
story,  we  need  to  examine  where  we  are  going,  and  we 
need  to  examine  where  those  roads  may  lead  us  now 
before  we  build  a plan  and  pave  a path  that  leads  to 
consequences  that  none  of  us  had  ever  intended. 
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50  Years  Ago 

From  The  Connecticut  State  Medical  Journal 

April  1944 

PUBLIC 
AFFAIRS 


American  Bar  Association  and  the 
Wagner-Murray-Dingell  Bill 


A SPECIAL  committee  appointed  by  the  American 
Bar  Association  at  the  session  of  its  House  of  Del- 
egates held  in  August  1943  to  “study,  analyze  and  inves- 
tigate Senate  bill  1161”  has  issued  its  report.  Extracts 
from  the  findings  of  this  committee  on  parts  of  the  bill 
relating  to  federal  control  and  regulation  of  medical  prac- 
tice and  hospitalization  follow.  The  number  of  people 
covered  by  the  scheme  include  44.9  million  employed  in 
industry,  3.3  million  employed  by  state  and  local  govern- 
ments, 1.4  million  employed  under  Railroad  Retirement 
Act,  and  10.8  million  self-employed,  a total  covered  of 
60.4  million.  The  three  million  federal  employees  are  not 
included  since  the  bill  excludes  services  performed  in  the 
employ  of  the  United  States.  The  reason  for  this  is  that 
federal  employees  (in  Washington)  have  their  own  medi- 
cal system,  which  is  maintained  by  a five  per  cent  salary 
reduction.  The  committee  finds  that  in  1940  there  were 
about  1.51  members  of  the  labor  force  for  each  household 
in  the  United  States,  making  it  almost  certain  that  practi- 
cally every  family  had  at  least  one  member  included  in  the 
labor  force,  either  at  work  or  seeking  work.  Thus,  if 
practically  all  families  are  covered  by  this  act,  there  would 
be  few  or  no  patients  left  for  physicians  who  prefer  private 
practice  to  becoming  a part  of  the  Socialized  Medicine 
scheme. 


From  the  Connecticut  State  Medical  Journal,  April  1944. 


Many  of  Senator  Wagner’ s statements  with  reference  to 
Title  IX  of  the  bill  were  found  inaccurate.  The  American 
Bar  Association’s  committee  points  out  the  following 
inaccuracies: 

1.  Senator  Wagner  states:  S.  1161  is  unlike  the  British 
proposal,  which  is  the  Beveridge  plan  with  all  doctors 
required  to  be  salaried  officers  of  the  government. 

The  statement  is  misleading.  Both  plans  look  toward  a 
system  of  medicine  supervised,  regulated  and  controlled 
by  government.  Under  S.  1161  all  doctors  will  be  paid  by 
the  government,  for  in  time  there  will  be  no  private 
practice. 

2.  Senator  Wagner  states:  There  is  complete  freedom  of 
choice  of  doctor  by  patient. 

This  is  incorrect.  If  either  the  patient  or  the  doctor 
named  on  the  panel  by  the  Surgeon  General  declines  to 
accept  the  other,  the  patient  is  assigned  to  some  other 
doctor. 

3.  Senator  Wagner  states:  There  is  complete  freedom  of 
choice  of  hospital  by  patient. 

This  statement  is  incorrect.  There  is  no  provision  for 
freedom  of  choice  of  hospital.  The  entire  system  is  under 
regulation  by  the  Surgeon  General. 

4.  Senator  Wagner  states:  There  is  freedom  of  medical 
practice  for  the  doctor. 
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This  is  misleading.  The  plan  is  so  extensive  that  in  time 
there  will  be  no  private  practice. 

5.  Senator  Wagner  states:  There  is  freedom  of  types  of 
remuneration  for  the  doctor. 

This  is  misleading.  The  doctor  is  forced  on  a salary  or 
on  a fee  basis  or  on  a combination  of  the  two,  as  deter- 
mined by  the  Surgeon  General,  who  approves  the  fee 
tables. 

6.  Senator  Wagner  states:  There  is  freedom  of  types  of 
remuneration  for  the  hospital. 

This  is  incorrect.  Hospital  rates  are  determined  by  the 
Surgeon  General  with  the  approval  of  the  Social  Security 
Board. 

7.  Senator  Wagner  states:  No  doctor  is  forced  into  the 
insurance  system. 

This  is  misleading.  He  must  go  into  the  insurance 
system  or  be  forced  economically  to  cease  the  practice  o 
medicine. 

8.  Senator  Wagner  states:  No  doctor  is  forced  on  a 
salary  basis. 

This  is  misleading.  The  doctor  is  forced  on  a salary,  or 
on  a fee  basis,  or  on  a combination  of  the  two,  as  deter- 
mined by  the  Surgeon  General. 

9.  Senator  Wagner  states:  Arrangements  for  obtaining 
medical,  laboratory  or  hospital  care  would  be  essentially 
as  they  are  now  in  this  country,  except  as  to  payment  out 
of  the  insurance  fund. 

This  is  entirely  incorrect.  The  whole  medical  system  is 
supervised,  regulated  and  controlled  by  government. 


10.  Senator  Wagner  states:  Voluntary  hospitals  are 
eligible  to  participate  in  the  plan. 

This  is  misleading.  They  may  participate  if  selected  by 
the  Surgeon  General. 

1 1 . Senator  Wagner  states:  The  system  would  promote 
the  personal  relations  between  doctor  and  patient. 

This  is  an  expression  of  opinion.  The  experience  of 
foreign  countries  shows  an  opposite  result. 

12.  Senator  Wagner  states:  The  Canadian  system  re- 
cently proposed  is  similar  to  S.  1161  and  has  the  support 
of  the  Canadian  Medical  Association  and  the  Canadian 
Hospital  Council. 

This  is  incorrect  and  misleading.  The  Canadian  plan 
provides  for  its  adoption  by  the  provinces  (or  states)  with 
a local  full-time  doctor  in  charge.  Both  the  Canadian 
Association  and  the  Canadian  Council  are  sharply  critical 
of  the  plan. 

As  has  been  noted  by  others,  the  indigent  who  are  most 
in  need  of  free  medical  care  are  not  covered  in  S.  1161. 

The  Bar  Association’s  committee  closes  its  report  with 
this  observation:  “The  Constitution  of  the  United  States  is 
designed  to  protect  the  citizens  of  this  republic  in  the 
exercise  of  the  rights  of  free  men.  The  provisions  of  that 
instrument  can  be  rendered  impotent  when  our  citizens, 
for  the  sake  of  an  apparent  immediate  benefit,  surrender  to 
their  government  such  direct  control  over  their  lives  that 
government,  by  imposing  a constant  fear  on  them  of 
having  those  benefits  withheld  or  withdrawn,  can  compel 
from  them  obedience  and  subservience  to  its  dictates.” 


Vermont  and  New  Hampshire  Physicians 
Express  Themselves  on  S.  1161 


Hanover,  New  Hampshire, 
January  25,  1944. 

Hon.  Robert  F.  Wagner 
Hon.  James  E.  Murray 
Hon.  John  D.  Dingell 
Congress  of  the  United  States 
Washington,  D.  C. 

Gentlemen: 

The  proposed  Wagner-Murray-Dingell  Federal  legisla- 
tion calling  for  enlarged  Government  administration  of 
medical  care  was  the  subject  under  discussion  at  a recent 


series  of  three  informal  meetings  attended  by  the  under- 
signed physicians  of  Vermont  and  New  Hampshire  who 
voiced  the  following  conclusions: 

1 . Aware  of  a public  belief  that  the  present  methods  and 
amount  of  medical  and  hospital  care,  as  distributed,  are 
unsatisfactory,  and  believing  that  it  is  inevitable  that  some 
improvement  must  and  will  be  attempted,  the  conference 
group  recognized  the  bill  as  a significant  proposal  which 
must  be  reviewed  constructively.  After  careful  and  de- 
tailed consideration  of  the  bill’s  provisions  and  their 
implications,  the  following  consensus  is  recorded: 
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(a)  A compulsory  unified  national  social  insurance 
system  as  provided  in  Title  I-A  is  sound  and  reasonable 
and  the  only  practicable  way  of  securing  the  immediate 
and  essential  degree  of  universality  in  coverage.  The  sum 
needed  to  be  raised,  when  considered  in  the  abstract,  is  not 
necessarily  an  objection  to  the  plan  provided  the  plan  is 
adequate.  To  give  perspective,  the  amount  of  money 
involved  should  be  examined  on  the  basis  of  the  fact  that 
in  1939  the  national  bill  for  tobacco,  drinks,  candy,  cos- 
metics, and  jewelry  added  up  to  over  three  and  a half 
billion  dollars. 

(b)  Definitive  exception  was  taken,  however,  to  Title  IX 
“Federal  Medical  Hospitalization  and  Related  Benefits,” 
beginning  with  Section  903,  as  being  too  complex  and 
impossible  of  administration.  Instead  the  plan  might  well 
end  where  the  individual,  having  been  permitted  to  seek 
his  own  medical  and  hospital  care,  receives  the  cash 
benefit  payments  to  meet  his  obligations,  thus  preserving 
the  individual  responsibility  essential  in  the  sovereign 
citizenry  of  a national  democracy.  The  patient  should 
claim  his  insurance  on  the  basis  of  a voucher  type  of 
national  standard  doctors  bill. 

2.  If  any  federalization  of  medical  and  hospital  care 
were  to  be  contemplated  as  proposed  by  the  Wagner- 
Murray-Dingell  Bill: 

(a)  The  concentration  of  responsibility  in  one  indi- 
vidual should  be  avoided  by  the  more  democratic  provi- 
sion of  a five-man  Board  of  Authority  consisting  of  the 
Surgeon  General,  USPHS;  the  Chairman  of  the  Social 
Security  Board;  one  physician  to  be  chosen  by  the  Na- 
tional Advisory  Medical  Council;  one  representative  to  be 
chosen  by  the  American  Hospital  Association;  and  one 
layman  to  be  chosen  by  the  President  of  the  United  States 
from  a panel  of  three  to  be  named  by  the  U.  S.  Senate. 

(b)  Rather  than  a N ational  Advisory  Medical  Council  of 
sixteen  members  appointed  by  the  Surgeon  General,  he  to 
be  the  Chairman,  we  recommend  a council  of  twelve 
members  representing  twelve  geographical  districts  (such 
as  the  Federal  Reserve  Districts).  The  district  representa- 
tive shall  be  chosen  by  the  State  Medical  Societies  of  the 
district  on  a state  rotation  basis. 


(c)  There  should  be  complete  coverage  of  all  groups  by 
the  plan  including  civil  service,  railway,  and  similar 
special  designations  not  so  far  mentioned. 

(d)  There  should  be  more  positive,  specific,  and  com- 
plete provision  for  the  indigent. 

(e)  Experience  with  attempts  at  relocation  of  physicians 
has  shown  that  to  get  proper  geographical  distribution  of 
medical  care  there  must  be  proper  geographical  distribu- 
tion of  centers  of  training. 

Grants-in-aid  for  medical  education  and  research 
should,  therefore,  include  provisions  for  the  establish- 
ment of  a medical  school  in  each  state  or  other  suitable  unit 
of  population. 

(f)  The  preservation  of  the  integrity  of  administration  of 
any  such  plan  must  depend  ultimately  upon  the  medical 
profession,  and  the  protection  thereof  best  be  lodged  with 
the  profession  at  the  outset  rather  than  in  elaborate  at- 
tempts to  standardize  and  qualify. 

We  sign  ourselves  to  this  record  of  our  aggregate 
opinion  with  the  understanding  that  in  substance  it  ap- 
proximates our  individual  opinions  if  due  allowance  is 
made  for  the  natural  variations  in  the  wording  of  expressed 
thoughts. 

Clarence  H.  Beecher,  M.D. 

Burlington,  Vt.  J 

John  P.  Bowler,  M.D. 

Hanover,  New  Hampshire 

Chairman  pro  tempore 
Benjamin  P.  Cook,  M.D. 

Rutland,  Vermont 
James  W.  Jameson,  M.D. 

Concord,  New  Hampshire 
Richard  W.  Robinson,  M.D. 

Laconia,  New  Hampshire 
Deering  G.  Smith,  M.D. 

Nashua,  New  Hampshire 
Charles  H.  Swift,  M.D. 

Rutland,  Vermont 
Leslie  K.  Sycamore,  M.D. 

Hanover,  New  Hampshire 
Rolf  C.  Syvertsen,  M.D. 

Hanover,  New  Hampshire 

Clerk  pro  tempore. 
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F illing  out  insurance  forms  gives  my  patients 
a pain  in  the  neck.” 

—Dr.  Patrick  J.  Carolan,  Orthopedics,  Bridgeport,  CT 


“Good  medical  care  was  once  as  easy  as  seeing  your  doctor. 
Complications  set  in.  Forms  to  fill  out.  Deductibles.  Hidden  costs.  Partial 
coverage.  Non-medical  intrusions  into  the  patient-physician  relationship.” 

“Doctors  decided  to  do  something  about  it.  Through  our  State  Medical 
Society,  we  first  created  CSMS-IPA,  Connecticut's  only  statewide  IPA. 
Then  we  launched  M.D.  Health  Plan,  based  on  a simple  principle:  The  best 
medicine  for  patients  is  practiced  by  physicians — not  insurance  companies, 
not  benefit  managers,  not  cost  analysts.” 

“It  worked!  Now  the  fastest  growing  health  plan  in  Connecticut  and  the 
choice  of  over  1 15,000  patients,  our  company  is  100%  owned  and  100% 
directed  by  practicing  physician.  Why  not?” 

Patrick  Carolan,  M.D. 


6 DEVINE  STREET  • NORTH  HAVEN,  CT  06473  • (203)  776-5759  • 1-800-345-9272 


THE  PRESIDENT’S  PAGE 


Luncheon  with  a Beloved  Offspring 


Most  of  our  membership  is  well  aware  that  our  202-year-old  professional  society 
established  a system  for  medical  licensure  in  Connecticut  and  was  chiefly  responsible 
for  achieving  legislation  leading  to  the  founding  of  the  Medical  Institution  of  Yale 
College  in  1812.  Many  know,  particularly  in  the  New  Haven  area,  that  our  endeavors 
were  important  in  the  founding  in  1826  of  the  first  General  Hospital  of  Connecticut. 
For  many  years  the  medical  degree  following  completion  of  studies  at  what  became 
the  Yale  University  College  of  Medicine  was  granted  by  the  Connecticut  State 
Medical  Society  (CSMS).  and  to  this  day  our  offices  are  only  a few  miles  from  what 
later  became  Yale-New  Haven  Hospital. 

Other  more  or  less  well-known  achievements  include  the  founding  of  the  state 
registry  for  deaths  in  1841  and  a state  board  of  health  in  1873.  Less  well  known  is  the 
fact  that  the  two  national  conventions  that  resulted  in  the  founding  of  the  American 
Medical  Association  in  1848  were  presided  over  by  one  of  our  physicians. 

In  February,  TimNorbeck.  Bob  Brunell.  and  I had  the  privilege  of  lunching  with  yet 
another  of  our  “offspring”  to  hear  their  report  about  their  current  activities  and  merger. 
Believe  it  or  not,  I had  not  one  clue  to  the  role  the  CSMS  played  in  their  founding.  Maybe  this  will  be  news  to  you  also. 
Although  our  society  was  involved  in  1 867  in  the  founding  of  Connecticut  Valley  Hospital  in  Middletown,  our  interest 
in  mental  health  goes  back  to  the  beginning  of  the  nineteenth  century'  and  the  Institute  of  Living  (IOL). 

The  state  of  mentally-ill  patients  in  the  early  nineteenth  century'  may  be  best  described  by  one  of  our  presidents.  Dr. 
Benjamin  Catlin,  who  recorded  what  he  had  witnessed  in  1808  in  Farmington.  “...  a little  cage  set  in  a bank  near  the 
turnpike,  occupied  by  a raving  maniac,  staring  and  shouting  to  the  passing  travelers.”  At  the  CSMS  meeting  of  1812, 
the  subject  of  a hospital  for  the  mentally  ill  was  proposed  and  a committee  was  appointed  to  consider  the  matter.  It  was 
reappointed  year  after  year,  but  nothing  happened. 

In  December  1 820.  some  members  of  the  Hartford  County  Medical  Association  were  gathered  in  a local  hotel  where 
Dr.  Eli  Todd  proposed  that  the  CSMS  take  a position  on  this  matter.  In  fact,  he  wrote  the  report  which  was  adopted  in 

1821  calling  for  the  establishment  of  an  asylum  for  the  insane.  This  resulted  in  a petition  to  the  General  Assembly  in 

1822  to  create  a “retreat”  from  the  world  for  the  mentally  ill.  The  CSMS  “emptied  its  coffers”  (S600)  to  support  the 
cause.  A "Relief  Society”  was  formed  raising  $12,000  to  build  the  new  hospital  and  a name  was  chosen.  The 
Connecticut  Retreat  for  the  Insane.  The  state  passed  the  petition  and  added  $5,000  to  the  funds;  the  CSMS  was 
empowered  to  nominate  the  superintendent. 

For  those  interested  in  a splendid  account  of  the  history  of  what  is  now  the  Institute  of  Living  in  Hartford.  I commend 
to  you  Dr.  Francis  J.  Braceland' s book  of  1 972,  which  may  be  obtained  from  the  IOL  or  read  in  our  offices  in  New  Haven. 

Our  society  has  an  impressive  record  in  initiating  exemplary  institutions,  but  none  more  important  for  their  stated 
purpose  then  the  IOL.  As  the  fifth  hospital  for  the  mentally  ill  in  the  United  States,  its  splendid  record  of  sendee  is  now 
entering  a new  phase  in  its  merger  with  its  across-the-street  neighbor.  Hartford  Hospital  (founded  in  1854).  We  wish 
them  well  over  the  next  years  of  their  mutual  growth  and  sendee  to  the  mentally  ill. 

As  you  approach  renewal  of  your  membership  in  the  CSMS,  the  historical  achievements  of  the  past  may  play  a role 
in  your  decision.  Our  current  level  of  performance  should  also  persuade  you  to  be  a part  of  organized  medicine  at  all 
three  levels  (county,  state,  and  national).  Speaking  just  for  the  state  consider  the  following: 

• An  aggressive  and  successful  legislative  program  including  our  own  health-reform  proposals  developed  by  a 
committee  chaired  by  past  presidents,  Drs.  Sultan  Ahamed  and  Roger  S.  Beck. 

• Our  own  professional  liability  company  (CMIC)  which  set  the  pace  for  a physician-controlled  insurance  company 
for  physicians. 

• The  HMO  we  founded  (MD  Health  Plan)  which  is  an  outstanding  example  of  how  physicians  cannot  only  control 
a managed-care  plan  and  sen  e the  public  in  so  doing,  but  set  the  tone  for  other  provider-based  companies  in  the  state. 

• A staff  capable  of  tackling  the  most  difficult  problems  facing  us  from  workman's  compensation  to  representation 
at  the  decision-making  tables  of  health-care  reform  led  by  honorary'  M.D.  Tim  Norbeck  and  a superb  support  team 
including  50-year  veteran.  Josephine  Lindquist. 

Howard  J.  Wetstone,  M.D. 

President 
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The  Hospital  Medical  Staff  Section 
23rd  Assembly  Meeting 
June  9-13, 1994 
Chicago  Marriott  Hotel 
Chicago,  Illinois 

HMSS  representatives  will  not  want  to  miss  this  year’s  AMA-HMSS  Annual  Assembly  Meeting  held 
on  June  9-13  in  Chicago.  Aside  from  the  usual  policy-related  activities,  representatives  will  have 
an  opportunity  to  dialogue  with  the  AMA  Board  of  Trustees,  hear  the  latest  news  and  information 
from  Washington,  and  learn  the  importance  of  and  methods  for  physician  involvement  in  health 
system  reform. 

The  Friday  education  program  hosts  an  impressive  panel  of  speakers.  From  their  remarks, 
representatives  will  learn:  the  impact  of  proposed  legislation  on  the  future  practice  of  medicine; 
the  kinds  of  managed  care  entities  most  likely  to  thrive;  the  ways  to  cope  with  health  care  delivery 
changes  at  the  local  level;  the  support  needed  to  pass  legislation  on  physician  involvement  in 
health  system  reform;  the  steps  for  developing  a physician-directed  health  delivery  network  or 
plan;  and  the  best  methods  for  managing  patient  care  and  physician  compensation  in  physician 
health  plans. 

With  health  system  reform  legislation  pending  before  Congress,  state  health  system  reform 
initiatives,  and  the  rapid  development  of  integrated  delivery  systems,  it  is  vitally  important  that 
medical  staffs  mobilize  to  stand  up  and  speak  out  for  patients  and  the  profession.  The  June 
Assembly  meeting  is  no  exception.  Now  perhaps  more  than  ever  before,  HMSS  representatives 
need  to  be  involved  in  shaping  the  nation's  future  health  care  system. 

HMSS  past  actions  have  made  a difference.  The  AMA  has  incorporated  many  issues  advocated  by 
HMSS  in  its  new  health  system  reform  proposal  for  action  and  model  legislation.  Basically,  the 
draft  bill: 

• requires  that  health  plans  establish  a medical  staff  structure  with  defined  rights  with  regard 
to  the  plan’s  medical  policy,  utilization,  quality  and  credentialing  and  management  issues; 

• expressly  permits  physicians  to  jointly  present  their  views  on  any  plan  issue  (without  boycott 
or  strikes)  to  plan  management  for  discussion  and  negotiation; 

• directly  aids  physicians  in  the  creation  of  their  own  plans  or  networks  to  compete  with  large 
insurance  companies; 

• requires  negotiation  of  new  regulations  with  the  profession  before  their  announcement ; and 

• expands  the  role  and  protection  for  the  profession’s  accreditation,  standard  setting  and  medical 
society  disciplinary  functions. 

Success  will  depend  on  unified  physician  support  and  action.  Mark  your  calendar 
and  plan  to  attend! 

For  more  information  please  call 
312  464-4754  or  464-4761 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


REFLECTIONS  ON  MEDICINE 


Leave  the  Issue  of  Assisted  Suicide  Alone 


ROBERT  U.  MASSEY,  M.D. 


RECENTLY  a good  friend  and  colleague  said  he 
enjoyed  my  Reflections  on  Albert  Schweitzer  in  the 
February  issue  but  wondered  whether  the  Bach  organ 
work  that  I had  mentioned  was  not  Komm  'siisse  Todestunde 
rather  than  Komm ' lieber  Tod , as  I had  written  it.  He  was 
right  (he  wasn’t  sure  whether  it  was  Tod  or  Todestunde — 
’’death”  or  “hour  of  death”).  Bach’s  organ  piece  was 
indeed  Komm ' siisser  Tod,  “Come  Sweet  Death.”  I had 
violated  the  rule,  learned  over  50  years  ago  in  high-school 
journalism:  after  being  certain  of  who,  what,  where,  and 
when,  confirm,  don’t  try  to  remember,  your  references  and 
quotes. 

Walt  Whitman  had  a similar  line,  “Come  lovely  and 
soothing  death.”  Once  again,  very  late  in  this  20th  century, 
we  may  be  coming  to  terms  with  our  ancient  friend.  I 
suppose  virtual  denial  began  to  set  in  sometime  during  the 
Progressive  Era,  or  maybe  after  antibiotics  falsely  prom- 
ised that  we  might  someday  wipe  all  disease  from  the  face 
of  the  earth.  My  grandparents  had  always  known  death, 
infant  death,  and  I grew  up  with  death  a not  uncommon 
visitor  among  family,  childhood,  and  later  young  adult 
friends  in  the  War.  Maybe  it  was  the  boomers  who  lost 
touch  with  reality  in  this,  as  in  many  other  things.  But  now, 
perhaps  because  we  have  come  to  know  the  futility  and 
cruelty  of  forstalling  death  too  long,  and  yet  have  nearly 
forgotten  how  death  may  take  a natural  course,  now  called 
passive  euthanasia,  we  talk  openly  of  active  euthanasia,  or 
at  least  assisted  suicide. 

A legislator  called  to  ask  my  opinion  of  assisted  suicide 
and  would  I join  others  to  talk  to  her  committee  about  it? 
My  response  was  too  glib:  “It’s  a very  private  affair.  The 
government  should  stay  out  of  it.”  Not  a good  or  civil 
answer  to  a sincerely  asked  question,  but  it  was  early  in  the 
morning.  What  I meant  was,  “Don’t  change  the  law.  Don’t 
even  talk  about  it.  Don’t  explicitly  permit  what  surely, 


ROBERT  U.  MASSEY,  M.D.,  Professor  Emeritus,  Division  of 
Humanistic  Studies,  Department  of  Community  Medicine  and  Health 
Care,  University  of  Connecticut  School  of  Medicine,  Farmington. 


though  rarely,  happens,  maybe  even  while  being  denied, 
in  the  privacy  of  a good  doctor-patient  relationship.” 
Surely  there  are  times  when  suicide  seems  the  only  way 
out,  and  when  a doctor  unwittingly,  perhaps,  is  persuaded 
to  hold  his  friend’s  sword,  and  writes  a prescription  for 
sleeping  pills  without  recognizing  the  depth  of  his  patient’ s 
despair.  In  The  Heart  of  the  Matter,  Graham  Greene  has 
Scobie  pray,  after  picking  up  the  package  of  evipan  from 
his  doctor,:  “There  are  worse  acts.  But....  You  see,  it’s  an 
impasse,  God,  an  impasse....,  clutching  at  the  package  in 
his  pocket.” 

Sometimes  despair  seems  invincible,  but  it  is  rarely  so. 

It  would  be  so  easy  to  encourage  dying  persons  to  be 
dead  rather  than  to  find  them  services.  If  it  were  easy  to  get 
good  care,  the  question  of  whether  one  should  be  able  to 
choose  to  be  killed  would  be  troubling  and  important.  But 
it  is  not  easy  to  get  good  care.  In  fact,  it  is  so  difficult  and 
unlikely  that  people  might  well  seek  death  just  because 
doing  otherwise  is  so  burdensome.1 
Our  political  masters  have  enough  on  their  hands  without 
legislating  and  bureaucratizing  this  matter,  which  is,  any- 
way, between  doctors  and  their  patients.  Imagine  the 
endless  debates,  the  thundering  polemics,  and  how  they 
would  finally  come  to  write  the  rules,  even  risking  the  loss 
of  all  that  we  have  gained  since  Quinlan.  Their  rules  would 
“bring  a whole  new  set  of  actors  into  the  room — the  agents 
of  the  criminal  law:  prosecutors  and  police.”2 

We  have  so  much  to  learn,  as  physicians,  about  pain 
control  and  relief  from  despair,  but  there  are  those  who  can 
teach  us.  Not  all  of  it  attainable  by  our  technology;  much 
of  it  nurses  and  loving  families  already  know  or  learn  very 
quickly.  And  if  all  else  truly  fails,  decisions  made  then  are 
a private  affair.  The  aim,  not  always  achieved,  is  to  help 
the  dying  person  to  say  when  it  is  time,  Komm ' siisser  Tod. 

REFERENCES 

1.  Lynn  J:  Travels  in  the  valley  of  the  shadow.  In:  Spiro  HM,  Curnen 
MGM,  Peschel  E,  St  James  D,  eds:  Empathy  and  the  Practice  of 
Medicine:  Beyond  the  Pills  and  the  Scalpel.  New  Haven  and 
London:  Yale  University  Press;  1993:48. 

2.  Wolf  SM:  Holding  the  line  on  euthanasia.  Hastings  Cent  Rep  1989; 
19:Supplement,  13-5. 
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PHYSICIAN 
FOLLOW  THROUGH 


□ 


Yes!  Please  send  me  free  information  on  patient 
medicine  counseling.  (Please  Print) 


Mail  to: 

NCPIE 

666  Eleventh  Street,  NW 
Suite  810 

Washington,  DC  20001 


It’s  the  professional  edge 
in  patient  satisfaction  and 
medicine  compliance. 


Prescribing  the  right  medicine 
isn’t  enough.  It’s  important  to 
follow  through  and  explain 
how  and  when  to  take  it, 
precautions  and  side  effects. 


The  National  Council  on 
Patient  Information  and 
Education  (NCPIE)  has  free 
materials  to  help  you  talk 
about  prescriptions. 


MEDICAL  NEWS  CAPSULES 


This  Month’s  Reading  in  Review 

TIMOTHY  B.  NORBECK 


“The  gist  of  your  article  is  that  American  auto  workers, 
despite  a lifetime  of  grueling  labor,  are  more  productive 
than  their  Japanese  counterparts  who  are  almost  two 
decades  younger.  Our  health  care  may  be  costly,  but  if  it 
keeps  American  labor  working  longer  and  more  produc- 
tively, it  is  worth  the  money.” 

From  a letter  written  by  John  L.  Olson 
(an  industrial  engineer  who  worked  35  years  for  the 
Ford  Motor  Company)  dated  22  February  1994,  and 
which  appeared  in  the  New  York  Times  on  6 March  1994. 

In  an  attempt  to  cut  $2  billion  out  of  the  provincial 
budget,  Ontario  will  require  all  social-service  employees 
to  take  time  off  without  pay  in  each  of  the  next  three 
years.... In  addition,  physician  reimbursement  will  be 
reduced  4.8%,  and  hospitals  will  have  to  reduce  the 
number  of  elective  operations. 

Medical  Economics  (7  February  1994) 

Percent  of  survey  respondents  who  said  they  favored  a 
single-payer  health  care  system:  56%.... Percent  of  re- 
spondents who  said  they  favored  a single-payer  system 
after  that  plan  was  explained  to  them:  44% 

From  a Public  Agenda  opinion  study  released  on 

24  February  1994. 

In  a CNN-Times  poll,  43%  said  there  is  a health-care 
crisis  while  5 1 % say  that  health  care  is  a problem. . . .While 
respondents  disagree  on  how  serious  the  problem  is,  67% 
think  high  costs  are  a bigger  problem  than  the  fact  that  not 
everyone  has  coverage. 

From  an  AM  A News  item  in  the  28  February  1994  issue. 

“Over  the  past  year-and-a  half,  blood  banks  have  spent 
approximately  $30  million  testing  all  donated  blood  for 
signs  of  HIV-2;  no  infected  blood  has  been  found.” 

Indianapolis  Star,  6 March  1994 

Depression  affects  approximately  1 1 million  of  Ameri- 
can each  year  at  a cost  of  $43.7  billion.... Of  that  figure, 
$23.8  billion  is  lost  due  to  absenteeism  and  lost  productiv- 
ity, $7.5  billion  represents  lost  income  due  to  suicide,  and 
$12.4  billion  is  spent  in  direct  health  costs. 


TIMOTHY  B.  NORBECK,  Executive  Director.  Connecticut  State 
Medical  Society. 


MIT/Analysis  Group  study  which  appeared  in  the 
Washington  Post  on  8 March  1994. 

Serious  head  injuries  declined  by  half  in  just  one  year 
after  a mandatory  bicycle-helmet  law  went  into  effect  in 
Victoria,  Australia.... Deaths  and  hospitalizations  from 
head  injuries  dropped  51%....  Severe  injuries  other  than  to 
the  head  fell  24%. 

From  a study  at  the  Monash  University 
Accident  Research  Center,  Melbourne,  Australia. 

Men  aged  20  to  24  commit  suicide  almost  six  times  as 
often  as  women  in  the  same  age  group.... Men  over  85 
commit  suicide  more  than  14  times  as  often  as  women. 

Forbes,  14  March  1994 

Adults  living  in  low-income  neighborhoods  are  five 
times  more  likely  than  their  more  affluent  counterparts  to 
be  hospitalized  for  asthma  or  congestive  heart  failure  and 
four  times  more  likely  for  bacterial  pneumonia. 

Center  for  Health  Economics  Research 

When  Andy  Hansen  brought  home  a report  card  with  a 
disappointing  C in  math;  instead  of  grounding  him  or 
sending  him  to  a tutor,  his  parents  sued  the  teacher.  After 
a year  and  six  different  appeals  within  the  school  district, 
another  year’s  worth  of  court  proceedings,  $4,000  in  legal 
fees  paid  by  the  Hansens,  and  another  $8,500  by  the 
district,  the  couple  got  their  own  report  card  from  the 
Superior  Court  judge  that  the  C stands. 

The  student’s  father  now  plans  to  take  the  case  to  the 
State  Court  of  Appeals.  “We  went  in  and  tried  to  make  a 
deal,”  he  said.  “They  wanted  a C,  we  wanted  an  A,  so  why 
not  compromise  on  a B?  But  they  dug  in  their  heels,  and 
here  we  are.” 

From  an  article  in  the  San  Francisco  Examiner  and 
the  Forbes,  7 February  1 994 

Only  in  America:  Attorneys  for  convicted  killer  Robert 
N.  Drew,  33,  asked  that  his  death  sentence  be  overturned 
because  a Texas  judge  signed  the  order  for  Drew's  14 
October  execution  with  a happy  face.  Judge  Charles  J. 
Hearn  has  said  he  always  signs  his  name  that  way. 

Forbes  Magazine 
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A child  cries  for 
food.  We  doctors 
must  answer. 

World  hunger  is  an 
ever-present  scourge  that  claims 
35,000  lives  each  day. 


Physicians  Against  World  Hunger  (PAWH)  is  a 
non-profit,  tax-exempt  organization,  founded 
by  physicians  to  defend  the  basic  human  right 
to  food.  In  partnership  with  well  recognized 
and  reputable  organizations  PAWH  supports 
hunger  projects  throughout  the  world. 

Together  physicians  must  bring  an  end  to  world 
hunger.  We  are  sworn  to  protect  human  life. 
When  people  dying  of  hunger  cry  out  for  help, 
we  must  respond.  — Please  join  us. 


ip) 


Physicians  Against  World  Hunger 

#2  Stowe  Road,  Peekskill,  NY  1 0566  (914)  737-8570 


□ YES  I wish  to  join  PAWH  in  the  struggle  to  end  world  hunger — enclosed  is  my  contribution. 


□ $50  □$100 

□ $250 

□ $500 

□ Other 

NAME  PLEASE  PRINT 

ADDRESS 

CITY 

STATE 

ZIP 

SIGNATURE 

Please  forward  your  tax  deductible  contribution  to  Physicians  Against  World  Hunger  #2  Stowe  Road,  Peekskill,  NY  1 0566 


Letters  to  the  Editor 


Letters  to  the  Editor  are  considered  for  publication  (subject  to 
editing  and  abridgement),  provided  that  the  are  submitted  in 
duplicate,  signed  by  all  authors,  typewritten  in  double  spacing,  and 
do  not  exceed  1-1/2  pages  of  text  (excluding  references).  They 
should  not  duplicate  similar  material  being  submitted  or  published 
elsewhere.  Letters  referring  to  a recent  Journal  article  should  be 
received  within  six  w eeks  of  the  article’s  publication. 


SEVERE  DIARRHEA  WITH  TICLID  THERAPY 

To  the  Editor:  Recently  there  has  been  an  increased  use 
of  Ticlid,®  ticlopidine  hydrochloride,  a platelet  anti- 
aggregant  indicated  for  patients  especially  in  the  first  year 
after  a transient  ischemic  attack  or  stroke  if  they  cannot 
tolerate  aspirin,  or  if  symptoms  recur  while  on  aspirin 
therapy.  The  side  effects  of  this  medication  found  in  major 
clinical  studies  are  well-known — the  minor  ones  include 
some  diarrhea,  dyspepsia,  or  rash.  Over  50%  of  patients 
reported  at  least  one  side  effect,  most  involving  the  gas- 
trointestinal tract.  Most  adverse  effects  were  found  early 
in  the  course  of  treatment,  causing  21%  of  patients  to 
discontinue  therapy,  but  some  new  effects  were  seen  after 
several  months.  A major  side  effect  is  a severe  reversible 
neutropenia,  less  than  450  per  mm3  which  occurred  in 
0.8%  of  patients,  all  with  onset  in  the  first  three  months  of 
therapy.  An  additional  1.6%  of  patients  developed 
neutropenia  of  451-12000  neutrophils  per  mm3.  Rarely, 
thrombocytopenia  (fewer  than  80.000  platelets  per  mm3) 
can  occur  alone  or  together  with  neutropenia.  Rare  cases 
of  pancytopenia  and  thrombotic  thrombocytopenic 
purpura,  some  of  them  fatal,  have  also  been  reported. 

An  instance  of  severe  persistent  diarrhea  on  Ticlid 
therapy  is  presented  here,  a side  effect  that  occurs  rarely 
and  usually  leads  to  an  extensive  work-up.  A 65-year-old 
female  with  a history  of  a peptic  ulcer  bleed  13  years  ago. 
and  who  smokes  two  packs  per  day,  suffered  a TIA  (left 
sided  weakness  for  10  minutes).  She  had  known  left 
carotid  artery  stenosis  and  was  on  aspirin  therapy  at  the 
time.  Ticlid  therapy  was  begun,  and  within  a month  she 
developed  loose,  frequent  (six  to  12  per  day  including 
nocturnal)  diarrhea  without  blood,  abdominal  pain,  vom- 
iting, or  fever.  There  was  no  history  of  lower  gastrointes- 
tinal problems  or  any  family  history  of  inflammatory 
bowel  disease  or  carcinoma.  Her  medications  consisted  of 
an  ACE  inhibitor,  a diuretic,  estrogen,  provera.  and  Ticlid 
250  mg  twice  daily.  Despite  Lomotil?  Questran?  a trial  of 
Flagyl?  there  was  no  relief  from  this  diarrhea  for  the  three 
months  she  took  the  Ticlid.  Barium  enema  was  reported 
normal.  Colonoscopy  revealed  “a  moderate  patchy 
erythema  and  friability  throughout,”  with  the  biopsy  read 


as  “nonspecific  mild  chronic  inflammation,  not  IBD  or 
ischemic  colitis."  Stool  examination  for  ova  and  parasites, 
cultures,  and  C.  difficile  toxin  tests  were  all  negative.  Her 
white  blood  cell  count  was  14,000  with  82%  poly- 
morphonucleocytes,  with  normal  hematocrit  and  platelet 
count.  Erythroocyte  sedimentation  rate  was  37mm/h.  Upon 
termination  of  Ticlid.  her  symptoms  gradually  resolved. 
She  decided  to  resume  Ticlid  on  her  own  several  weeks 
later,  with  prompt  resumption  of  the  same  symptoms.  She 
was  then  placed  on  low-dose  coumadin  therapy  with  relief 
of  her  severe  diarrhea,  and  has  remained  stable  subse- 
quently. 

Early  recognition  of  this  side  effect  of  Ticlid  therapy 
can  obviate  extensive  testing  and  yields  simple  rapid  relief 
of  debilitating  symptoms. 

Herbert  S.  Hoffman.  M.D.,  FACP 

West  Hartford 

Michael  S.  Butensky.  M.D. 

Wethersfield 
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PHYSICIANS.  CHEMICAL  DEPENDENCY. 

AND  THE  D.H.A.S. 

To  the  Editor:  I congratulate  Dr.  Louis  Fierman  for 
depicting  the  insensitivity  and  punishing  aspects  of  the 
disciplinary  hearing  process  of  the  Department  of  Health 
and  Addition  Services  (DHAS)  in  the  article  "Dealing 
with  Disciplinary  Hearings  before  Connecticut's  Depart- 
ment of  Health  Services  (The  True  Story)”  Connecticut 
Medicine , February'  1994.  This  draconian  attitude  of  the 
Quality  Assurance  bureaucracy  is  pervasive  and  is  now 
evident  in  the  manner  in  which  the  agency  is  handling 
issues  relating  to  physician  health. 

Despite  the  fact  that  chemical  dependency  is  recog- 
nized as  an  illness  that  is  treatable  and  that  those  who 
suffer  from  it  are  ill,  the  “consent  agreements”  that  are 
forced  upon  our  colleagues  who  are  in  recovery'  are  se- 
verely harmful  and  impede  that  process.  Those  compul- 
sive users  of  chemicals  who  are  struggling  to  get  well  are 
further  debased,  demeaned,  and  economically  harmed  by 
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YOCON' 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient’s  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 '3,4  i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness . In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 

64  North  Summit  Street 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
(800)  237-9083 


unnecessary  impediments  imposed  upon  the  path  to  a 
successful,  abstinent  life  by  monitoring  requirements  which 
are  expensive  and  unnecessarily  long  term. 

As  an  example,  while  FAA  acknowledges  the  lack  of 
efficacy  of  urine  test  monitoring  for  alcohol  abuse  among 
pilots  due  to  the  short  half-life  of  this  chemical,  the 
“consent  agreements”  may  require  twice-a-week  testing 
for  a year  or  more  at  the  sick  doctor’ s expense.  Also  if  that 
physician  wants  to  go  on  vacation,  the  testing  has  to  be 
arranged  for  in  a foreign  land.  Try  the  Ivory  Coast  for 
instance! 

What  is  happening  is  that  the  state  and  county  commit- 
tees dealing  with  the  issues  of  physician  health  are  cur- 
rently objecting  to  their  role  as  merely  investigators  and 
monitors  for  procedural  matters  dictated  by  the  attorneys 
representing  the  Quality  Assurance  Division  of  the  DHAS . 
The  case  load  of  referrals  is  dropping  because  these 
committees  can  no  longer  faithfully  act  as  advocates  for 
sick  brothers  and  sisters,  helping  them  recover  from  their 
illness.  It  is  this  recovery  process  that  needs  loving, 
compassionate  support.  Generally  there  are  severe  social 
and  economic  issues  that  require  additional  help  and 
attention  also.  Every  effort  must  be  directed  at  returning 
medical  professionals  to  the  workplace  with  the  ability  to 
serve  the  public  with  skill  and  safety.  This  process,  rather 
than  a legalistic  and  punitive  one,  requires  a therapeutic 
approach  based  on  medically  acceptable  principles.  Re- 
covery, similarly,  must  be  monitored  and  judged  by  quali- 
fied professionals  in  the  field  of  chemical  dependency. 

Henry  N.  Blansfield,  M.D. 

Danbury 
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BOOK  REVIEW 


Reverence  for  Life:  The  Words  of  Albert  Schweitzer 

Compiled  by  Harold  E.  Robles,  xxii,  177  pp.  Harper, 
San  Francisco,  1993.  $15.00.  ISBN  0-06-067098-3. 

Few  of  us  have  read  all  the  way  through  any  of  the  major 
works  of  Albert  Schweitzer;  The  Quest  of  the  Historical 
Jesus  or  Philosophy  of  Civilization  are  titles  we  know 
about  but  have  rarely  seen.  Many  years  ago  I did  read  On 
the  Edge  of  the  Primeval  Forest,  but  that  was  a straight- 
forward narrative  of  the  early  days  of  his  mission  hospital 
at  Lambarene,  with  only  a little  of  the  religious  philosophy 
of  this  remarkable  man.  In  1947  Harper  & Brothers 
published  Albert  Schweitzer:  An  Anthology,  edited  by 
Charles  R.  Joy,  a volume  that  I have  spotted  on  the  library 
shelves  of  several  of  my  colleagues  who  came  into  medi- 
cine in  the  early  postwar  years.  I suppose  we  were  search- 
ing then  for  heroes  to  follow  into  what  had  the  look  of  a 
fresh,  new  world,  and  Schweitzer  was  certainly  one  to 
consider.  Joy’s  Anthology,  with  its  brief  entries  organized 
under  titles  such  as  “The  Struggle  for  Truth,”  “The  Dig- 
nity of  the  Individual,”  “Living  Ethics,”  and  “Reverence 
for  Life,”  was  just  right  for  tired  house  officers  with  an 
occasional  10  minutes  to  spare  for  something  other  than 
medicine. 

Now,  almost  two  generations  later  the  old  doctor  has 
been  rediscovered  in  both  Europe  and  America.  A German 
medical  student  told  me  that  there  were  Schweitzer  clubs 
in  many  German  medical  schools,  and  opportunities  to 
contribute  to,  and  maybe  even  to  work  in  “das  Schweitzer- 
Spital”  in  Lambarene. 

For  us  in  Connecticut,  the  Albert  Schweitzer  Institute 
for  the  Humanities,  affiliated  since  last  year  with  Quinnipiac 
College  in  Hamden,  offers  opportunities  to  learn  more 
about  the  life  and  thoughts  of  one  the  twentieth  century’s 
most  remarkable  human  beings.  This  little  book,  Rever- 
ence for  Life,  has  been  compiled  by  Harold  E.  Robles, 
founder  and  president  of  the  Institute,  and  includes  a 
foreword  by  Schweitzer’s  daughter,  Rhena  Schweitzer- 
Miller,  who  concluded  her  brief  note. 

Among  these  well-chosen  quotations,  I believe  everyone 
can  find  more  than  a few  words  that  are  meaningful  to  him 
or  her,  words  that  will  help  all  of  us  to  become  more 
sensitive  and  thoughtful  human  beings,  who  can  thereby 
learn  to  live  in  greater  harmony  with  the  people  and  other 
living  beings  with  whom  we  share  this  planet. 

Robles  has  arranged  these  quotations  under  subject  head- 
ings that  correspond  to  the  divisions  of  the  Albert 
Schweitzer  Institute:  Health  and  Well-Being,  Ecology 


and  the  Environment,  Theology  and  Philosophy,  Human 
and  Animal  Rights,  Music  and  the  Arts,  War  and  Peace, 
and  Global  Order — subjects  that  comprised  the  life  and 
thought  of  “Le  Grand  Docteur.” 

Much  of  the  material  that  Robles  has  included  has  been 
taken  from  Schweitzer’s  correspondence  with  both  ordi- 
nary people  and  world  leaders,  interviews,  and  his  later 
addresses,  and  is  here  published  for  the  first  time.  But 
much  will  be  familiar  to  those  who  know  at  least  a little  of 
Schweitzer  and  his  guiding  ethic:  Reverence  for  Life.  The 
quotations  extend  from  a 1900  sermon  to  a letter  written 
during  1965,  the  year  of  his  death  in  Lambarene  at  the  age 
of  90.  Like  his  master,  Johann  Sebastian  Bach,  Schweitzer 
knew  exactly  how  to  compose  perfect  variations  on  a 
theme,  and  the  themes  he  used  were  few,  and  in  his  view, 
profoundly  simple.  For  a man  whose  Ph.D.  thesis  (1899) 
was  on  The  Religious  Philosophy  of  Kant,  simplicity  was 
a sure  mark  of  genius!  For  all  of  his  writing,  the  life  he 
lived  was  his  philosophy,  expressed  through  medicine  in 
the  care  of  those  who  would  have  had  no  care  without  him: 

I wanted  to  be  a doctor  that  I might  be  able  to  work 
without  having  to  talk.  For  years  I have  been  giving 
myself  out  in  words.. . . This  new  form  of  activity  I could 
not  represent  to  myself  as  talking  about  the  religion  of 
love,  but  only  as  an  actual  putting  it  into  practice  (p  7). 

Jane  Goodall  remarked:  “If  you  care  about  the  future  of 
this  planet,  you  need  to  buy  this  little  gem  of  a book.” 

Robert  U.  Massey,  M.D. 


CALL  FOR  PAPERS 

Members  of  the  Connecticut  State  Medical  Society 
reading  papers  before  other  organizations  are 
requested  to  submit  their  papers  to  the  JOURNAL 
for  consideration  by  the  Board  of  Editors  for 
publication.  Authors  preparing  manuscripts  for 
submission  to  Connecticut  Medicine  should  consult 
Information  for  Authors.  This  material  may  be 
obtained  from  most  issues  of  Connecticut  Medicine 
or  from  the  Journal  office.  Adherence  to  the 
instructions  will  prevent  delays  both  in  acceptance 
and  in  publication.  All  papers  on  computer  should  be 
submitted  on  floppy  disk  along  with  the  hardcopy. 

Please  send  them  to: 

Robert  U.  Massey,  M.D. 

Connecticut  Medicine 
160  St.  Ronan  Street 
New  Haven,  CT  0651 1 
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CSMS  PHYSICIAN  PLACEMENT  SERVICE 


The  Society  maintains  the  Physician  Placement  Service  as  a free  service  to  the  medical  profession,  hospitals, 
and  communities  in  Connecticut. 

Opportunities  should  be  typed,  double-spaced  copy  on  letterhead  and  submitted  to  CSMS,  Physician 
Placement  Service,  160  St.  Ronan  Street,  New  Haven,  CT  06511  (203)  865-0587  or  fax  to  (203)  865-4997.  These 
will  be  published  as  space  permits  and  will  be  distributed  to  physicians  making  inquiries  of  such  opportunities. 

Physicians  wishing  to  locate  in  Connecticut  may  call  the  office  requesting  opportunities  in  their  specialty.  Also, 
candidates  are  invited  to  submit  a resume  to  be  kept  on  file  with  the  Society.  An  announcement  of  a physician’s 
availability  will  be  published  in  two  issues  of  Connecticut  Medicine  as  space  permits. 

Listing  of  physicians  in  the  Placement  Service  does  not  in  any  way  represent  certification  by  the  Society. 
Investigation  of  credentials  and  experience  is  the  responsibility  of  those  seeking  applicants  for  positions. 

Announcements  on  the  Physician  Placement  Service  page  under  Classified  Advertising  are  charged  at  the 
regular  Classified  Advertising  rate. 


PHYSICIANS  WISHING  TO  PRACTICE  IN 
THE  STATE  OF  CONNECTICUT 

CARDIOTHORACIC  SURGERY 

Available  April  1994.  Licensed  in  Florida.  M.D.  and 
Internship  at  SFAX  Univeristy  Medical  School.  Resi- 
dency at  University  of  Montreal  affil.  Hospital.  Fellow- 
ship at  University  of  S.  Florida.  American  Board  eligible. 
Would  like  to  join  a group  or  associates  practice  in 
Connecticut.  Please  respond  to:  Mohamed  Sellami,  M.D., 
Ph.D.,  6401S.  Westshore  Blvd.  #1418,  Tampa,  Florida 
33616. 


OPPORTUNITIES  FOR  PRACTICE 
AMBULATORY  CARE 

Motivated  Physician  wanted:  To  work  part  time  in  a 
well-established  walk-in  medical  center  (operational  since 
1984)  to  provide  quality  outpatient  medical  care  to  com- 
munity and  occupational  clients,  east  of  the  river.  Excel- 
lent hourly  wage,  for  more  information  please  contact: 
Eileen  Willson- Wagner,  President,  East  Windsor  Walk-in 
Medical  Center,  Inc.,  122  East  Prospect  Hill  Road,  East 
Windsor,  CT  06088.  Telephone:  (203)  627-0185.  Li- 
censed by  the  State  of  Connecticut. 

FAMILY  PRACTICE 

Busy  Family  Physician  needs  help  as  soon  as  possible. 
Practice  expanding  dailv  and  is  situated  In  Stamford, 
Connecticut.  An  outstanding  opportunity  for  confident, 
highly  motivated  hard-working  M.D./D.O.  desirous  of  a 


lucrative  future.  Computerized  office,  laboratory  and  ra- 
diology on  premises.  Two  open  hospitals.  Base  salary  plus 
incentive.  Part-time  physician  also  considered.  Please 
respond  to:  CSMS  c/o  FP/MB. 

GENERAL  PRACTICE 

Group  practice  seeks  physician  to  join  its  diversified 
primary/continuing  care  facility.  Office  practice  only. 
Full  or  part  time  considered.  Contact:  Richard  Slater, 
M.D.,  General  Practitioners  of  Hamden,  P.C.,  1100 
Dixwell  Avenue,  Hamden,  CT  06514. 

GENERAL  SURGERY 

Wanted  BC/BE  General  Surgeon  to  join  a busy  surgical 
practice.  Additional  training  in  surgical  oncology  or 
colorectal  surgery  is  desirable  but  not  essential.  Please 
respond  to:  CSMS  c/o  GS/VS. 

INTERNAL  MEDICINE 

BC/BE  Internist  w/wo  subspecialty  to  join  three  pri- 
mary care  physicians  in  New  Haven.  Academic  teaching 
opportunites.  Initial  salary  with  the  hope  of  partnership. 
Send  CV  or  call:  Wayne  S.  Warren,  M.D.,  1308  Chapel 
Street,  New  Haven,  CT  06511.  Telephone:  (203)  865- 
5111. 

OB/GYN 

Seeking  OB/GYN  generalist  to  join  active  group  prac- 
tice in  Hartford  region.  Multiple  suburban  offices,  part- 
nership potential.  Competitive  compensation  package. 
Call:  (203)  676-0680  or  send  CV  to:  OB/GYN  Associates, 
31  East  Main  Street,  Avon,  CT  06001. 
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ON-CALL  PHYSICIANS 


PEDIATRICS 


JCAHO  accredited  substance-abuse  treatment  hospital 
in  Hartford,  CT,  seeking  on-call  physicians.  License  to 
practice  medicine  and  surgery  in  CT  is  required  or  hospital 
will  assist  with  limited  license  for  M.D.s  with  FGEM. 
Send  letters  of  application  and  CVs  to  or  call  Elnors 
Maxwell , M . D . , Medical  Director  at  722-2 1 00,  or  Marily nn 
R.  Stuart,  M.D.,  Chief  of  Professional  Services  at  722- 
2002,  Blue  Hills  Hospital,  51  Coventry  Street,  Hartford, 
CT  06112. 


Pediatrician  BC/BE  to  join  well-established  pediatric 
group  practice  to  replace  retiring  partner.  Two  community 
hospitals  nearby  and  two  university  hospitals  within  30- 
minute  drive.  Reply  with  CV  to  Drs.  Labriola,  Falk,  and 
Ransome,  577  North  Church  Street,  Naugatuck,  CT  06770. 


PAID  CLASSIFIED  ADVERTISING 


All  PAID  classified  advertising  orders,  correspondence,  and  payments  should  be  directed  to:  CONNECTICUT 
MEDICINE,  Classified  Department,  160  St.  Ronan  Street,  New  Haven,  CT  06511,  Tel.  (203)  865-0587.  The 
Classified  rates  are  as  follows:  $60.00  for  25  words  or  less;  plus  $1.00  each  additional  word.  For  confidential 
answers,  the  cost  is  $3.00  per  insertion,  sent  in  care  of  CONNECTICUT  MEDICINE.  Ad  copy  must  be  typewritten, 
double  spaced,  with  payment,  and  delivered  no  later  than  the  first  day  of  the  month  preceding  the  month  of  issue. 


V“PHYSICIAN’S  ASSISTANT” 

V Your  Personal  Medical  Librarian 

VProfessional  Medical  Online  Solutions 
for  Patient  Care,  Training,  and  Research 

Particularly  appropriate  if  you  are  keeping  up 
with  scholarship  in  your  field.  Tracking  new 
treatment  methods.  Presenting  expert  testimony. 
Researching  a difficult  clinical  problem. 
Developing  a course  curricula.  Preparing  a talk 
or  speech.  Writing  an  article  or  presentation. 
You’ll  find  citations  and  full  text  to  many  types  of 
published  articles.  Original  research.  Literature 
reviews.  Reports  of  surveys.  Book  chapters. 
Case  studies.  Clinical  trials.  Theoretical  discussions. 

Published  conference  reports.  Bibliographies. 
Descriptions  of  tests  and  apparatus.  Comments  and 
replies.  Reprints.  Office  practice. 

Paula  Daitzman,  M.S.,  M.L.S. 

19  Blackberry  Drive  East, 

Stamford,  Connecticut  06903 
Telephone  (203)-322-642 1 
FAX  (203)-968-0490 
^Request  your  information 
package  today 


FURNISHED  MEDICAL  OFFICE  / 
CONDO  FOR  SALE 

Address:  55  Whiting  Street,  Suite  2D,  Plainville,  CT. 
Down-sizing,  ready  for  semiretirement,  satellite  office. 
Approx.  1,000  sq.ft.  Modern  office  building,  elevator. 
Plainville  community  serviced  by  two  hospitals,  few  miles 
away:  New  Britain  and  Bristol.  Will  sell  for  NO  PROFIT. 
For  viewing.  Call  747-1000  or  582-4422.  Ask  for  Joanne. 


FOR  RENT 

Large  fully  equipped  Medical  Office — off  street  park- 
ing. Convenient  location  in  Ansonia — Call  (203)  232- 
6217  or  write  to  P.O.  Box  519,  Ansonia,  CT  06401. 


MEDICAL  PROVIDERS— DOCTORS 

Do  you  feel  the  stress  of  ‘Medicare’  and  Medicaid?  I 
have  the  solution  to  your  Receivables  Problem.  Paul 
LaRose  / (203)  484-2913. 


VOLUME  58,  NO.  4 


255 


Information 

Manuscripts 

Manuscripts  should  be  submitted  to  Robert  U.  Massey, 
M.D.,  Editor,  CONNECTICUT  MEDICINE,  160  St.  Ronan 
St.,  New  Haven,  CT  06511,  in  original  and  one  duplicate 
copy.  The  author  should  retain  another  copy  for  his  records.  A 
covering  letter  should  identify  the  person  (with  the  address  and 
telephone  number)  responsible  for  negotiations  concerning  the 
manuscript;  the  letter  should  make  it  clear  that  the  final  manu- 
script has  been  seen  and  approved  by  the  authors. 

Author  Responsibility 

The  author  is  responsible  for  all  statement,  including  changes 
made  by  the  copy  editor.  Manuscripts  are  received  with  the 
explicit  understanding  that  they  are  not  simultaneously  under 
consideration  by  any  other  publication.  All  manuscripts  are 
acknowledged  upon  receipt  and  are  followed  up  by  notification 
of  either  acceptance,  revision,  or  rejection.  Although  rejected 
manuscripts  are  returned  the  author,  the  Journal  is  not  respon- 
sible for  loss.  Accepted  manuscripts  become  the  permanent 
property  of  the  Journal  and  may  not  be  published  elsewhere 
without  permission  from  both  the  author  and  the  Journal. 

Copyright.  Material  that  is  published  in  CONNECTICUT 
MEDICINE  is  protected  by  copyright.  In  view  of  The  Copy- 
right Revision  Act  of 1976,  effective  January  1, 1978,  authors 
of  articles  accepted  for  publication  will  be  required  to  sign  a 
statement  containing  the  following  language;  “In  considera- 
tion of  the  Connecticut  State  Medical  Society  taking  action  in 
reviewing  and  editing  my  submission  entitled  (here  give  title) 
the  author(s)  undersigned  hereby  transfers,  assigns,  or  oth- 
erwise conveys  all  copyright  ownership  to  the  CSMS  in  the 
event  that  such  work  is  published  by  the  CSMS.” 

Manuscript  Preparation 

Copy  must  be  typewritten  double-spaced  on  (872  x 11-inch) 
heavyduty,  white,  bond  paper.  This  requirement  applies  to  all 
text  elements:  references,  legends,  footnotes,  and  others.  Pages 
should  be  numbered.  Authors  should  generally  follow  JAMA 
style  or  consult  Manual  for  Authors  & Editors,  Eighth  Edition, 
1989,  compiled  for  the  AMA  and  published  by  Williams  & 
Wilkins. 

Titles  and  Author’s  Names 

The  first  page  of  the  manuscript  should  include  (A)  title  of 
paper;  (titles  should  be  short,  specific,  clear,  an  amenable  to 
indexing;  (B)  name  of  author(s),  including  first  name(s)  and 
academic  degree(s);  (C)  List  hospital  positions  for  each  author 
and  any  institutional  or  other  credits.  If  an  author’s  present 
affiliation  is  different  from  the  affiliation  under  which  the  work 
was  done,  both  should  be  given.  Include  academic  appointments 
when  applicable. 

Units  of  Measurement 

Express  all  measurements  in  Systeme  International  (SI)  units, 
but  include  older  conventional  units  in  parentheses  if  desired. 
Use  Celsius  for  temperature. 

Abstracts 

The  second  page  should  contain  an  abstract  of  not  more  than 
150  words.  This  abstract  should  be  factual,  not  descriptive,  and 
should  present  the  reason  for  the  study,  the  main  findings  (give 
specific  data  if  possible),  and  the  principal  conclusion.  Do  not 
include  a summary. 

References 

The  following  minimum  data  should  be  typed  double-spaced: 
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Thalassemia  Major  in  Connecticut:  A 20- Year  Study  of 
Changing  Age  Distribution  and  Survival 

HOWARD  A.  PEARSON,  M.D.,  LINDA  RINK,  R.N.,  AND  DOROTHY  K.  GUILIOTIS,  B.A. 


ABSTRACT — There  has  been  a near  doubling  of 
the  mean  age  (10.7  to  19.0  years)  of  Yale-New  Haven 
Hospital  patients  with  transfusion-dependent 
homozygous  beta  thalassemia  between  1973  and 
1994.  This  change  is,  in  part,  a result  of  improved 
transfusion  procedures  and  effective  chelation 
therapy  with  deferoxamine  mesylate.  A concomitant 
i trend  has  been  a decrease  in  the  number  of  births  of 
new  cases  resulting  in  fewer  thalassemia  major 
patients  less  than  10  years  of  age  in  1985  and  1994 
compared  to  a decade  earlier.  Identification  of 
individuals  at  risk  of  having  children  with 
thalassemia  major  by  extensive  screening  for 
heterozygous  thalassemia  and  the  availability  of 
prenatal  diagnosis  may  have  contributed  to  this 
change.  Thalassemia  major  has  become  a disease  of 
adolescents  and  young  adults.  The  increasing  age 
has  resulted  in  “new”  issues  in  thalassemia  major 
patients  such  as  sexuality  and  marriage  as  well  as 
economic  problems  involving  health-care  insurance 
and  employment. 

OVER  the  past  20  years  we  have  documented  striking 
changes  in  the  age  distribution  and  survival  of  Con- 
necticut patients  with  transfusion-dependent  homozygous 
beta  thalassemia  major  (Cooley  ’ s anemia).  These  changes 
reflect  improved  transfusional  therapy  and,  since  the  early 
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1980s,  the  availability  of  effective  iron  chelation  therapy 
employing  daily,  extended-duration  subcutaneous 
deferoxamine  mesylate  (Desfera®)  therapy.  There  has 
also  been  a reduction  in  the  number  of  infants  born  in 
Connecticut  with  thalassemia  maj  or.  The  latter  trend  prob- 
ably reflects  an  increased  public  and  professional  aware- 
ness about  thalassemia,  increased  testing  for  thalassemia 
trait,  and  the  availability  of  prenatal  diagnosis  for  at-risk 
couples. 

Results 

Fig.  1 depicts  the  percent  of  Connecticut  patients  of 
different  age  groups  followed  at  the  Yale-New  Haven 
Hospital  Thalassemia  Clinic  in  1973,  1985,  and  1994. 
Progressive  increases  in  mean  patient  age  were  seen  over 
this  time:  10.7  years  in  1973;  14.3  years  in  1985;  and  19.0 
years  in  1994.  When  compared  to  1973,  fewer  young 
children  (<  10  years  of  age)  were  being  followed  in  1985 
and  1994. 

Discussion 

Although  patients  with  untreated  thalassemia  major 
have  life  expectancies  of  only  a few  years,  regular  trans- 
fusions of  red  cells  that  maintain  a hemoglobin  level  >10 
g/dL  (hypertransfusion)  can  extend  the  lives  of  these 
patients.1,2,3  However,  regular  transfusions  inevitably  pro- 
duce transfusional  hemosiderosis  and  its  serious  compli- 
cations including  myocardial  siderosis  and  fibrosis. 

This  often  results  in  death  during  the  second  decade  of 
life  from  cardiac  arrhythmias  and  congestive  heart  fail- 
ure.4,5 The  introduction  of  effective  chelation  therapy  with 
prolonged  daily  subcutaneous  infusions  of  deferoxamine 
(Desfera®)  in  the  late  1970s  has  made  the  treatment  of 
transfusional  hemosiderosis  possible.6,7 
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Age  Distribution  of  Patients 
with  Thalassemia  Major 
Followed  at  Yale-New  Haven  Hospital 
in  1973,  1985  & 1994 
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FIGURE  1 Age  distribution  of  Connecticut  patients  with 
thalassemia  major  followed  at  Yale-New  Haven  Hospital  in  1973, 
1985,  and  1994. 


have  tested  several  thousand  Connecticut  residents.8,9  In- 
dividuals identified  as  having  thalassemia  trait  have  been 
educated  about  the  genetic  implications  of  thalassemia 
trait. 

We  have  previously  shown  that  the  decrease  in 
thalassemia  major  births  was  not  due  to  changes  in  mar- 
riage patterns  of  at-risk  ethnic  groups  (ie,  Italian  to 
Italian,  Greek  to  Greek). 9 Prenatal  diagnosis  of  thalassemia 
major  has  been  available  in  Connecticut  since  mid  1970. 
Originally  this  was  done  using  fetoscopy  to  obtain  fetal 
blood  samples  for  globin  chain  synthetic  ratio  studies.10 
More  recently,  DNA  analysis  using  fetal  tissue  obtained 
by  chorionic  villus  biopsy  has  been  utilized.11  Several  of 
our  families  have  had  prenatal  diagnostic  studies. 

Thalassemia  major  is  now  predominantly  a disease  of 
adolescents  and  young  adults.  This  has  resulted  in  “new” 
problems  that  thalassemia  major  patients  have  not  en- 
countered in  the  past  when  death  usually  occurred  during 
the  second  decade  of  life.  Many  of  our  patients  are  no 
longer  eligible  for  health-care  coverage  on  their  parents’ 
policies.  Because  of  the  great  expense  of  therapy  some  of 
our  patients  have  reached  the  lifetime  “caps”  of  their 
medical  insurance.  Even  with  optimal  therapy  many  of  our 
patients  have  problems  with  sexual  development  and  need 
careful  attention  and  counseling  as  they  contemplate  sexu- 
ality and  marriage. 


During  the  past  20  years  almost  all  Connecticut  patients 
with  thalassemia  major  have  been  followed  at  the 
Thalassemia  Clinic  at  Yale-New  Haven  Hospital.  Their 
treatment  includes  hypertransfusion  and  10-hour  subcu- 
taneous infusions  of  1 .0-2.0  g of  Desferal  five  nights  per 
week.  However,  chronic  Desferal  chelation  is  expensive 
and  difficult  and  patient  noncompliance  with  the  treat- 
ment frequently  occurs. 

Over  the  past  20  years  the  average  age  of  thalassemia 
major  patients  has  progressively  increased  so  that  most  of 
the  present  cohort  of  Connecticut  thalassemia  major  pa- 
tients are  older  than  15  years  of  age.  There  are  only  a few 
patients  older  than  30  years.  This  reflects  the  fact  that 
effective  chelation  therapy  has  been  available  for  only  15 
years.  It  is  also  true  that  some  older  patients  have  been 
noncompliant  with  Desferal  therapy.  Many  of  the  1994 
cohort  of  thalassemia  major  patients,  who  are  now  older 
than  20  years  of  age,  have  little  evidence  of  hemosiderotic 
cardiac  damage.  We  consider  it  likely  that  they  will 
survive  into  their  30s  and  beyond. 

We  have  conducted  extensive  testing  for  heterozygous 
beta  thalassemia  (thalassemia  trait)  in  Italian  and  Greek 
communities  of  Connecticut  over  the  past  20  years.  We 
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Late-Stage  Breast  Cancer  in  Connecticut’s 
Three  Largest  Cities 

ANTHONY  P.  POLEDNAK,  PH.D.  AND  JOHN  T.  FLANNERY,  B.S. 


ABSTRACT — Among  1,559  breast  cancer  patients 
diagnosed  in  1984-89  in  residents  of  Connecticut’s 
three  largest  cities  (Bridgeport,  Hartford,  and  New 
Haven),  the  proportion  of  late-  (ie,  regional  or  distant) 
stage  cancers  increased  with  increasing  poverty  level 
in  the  census  tract  of  residence.  Many  census  tracts 
with  the  highest  proportions  of  late-stage  breast 
cancers  were  located  near  a federally-qualified 
community  health  center  or  a hospital.  Changing 
the  stage  distribution  of  breast  cancer  through 
increased  screening  by  mammography  and  clinical 
breast  examination  may  require  greater  collab- 
oration among  community  health  centers,  local 
hospitals,  mammography  facilities,  and  mobile 
mammography  vans,  along  with  continuing  medical 
education  programs  for  primary  care  physicians  in 
these  cities. 

Introduction 

IT  is  widely  recognized  that  screening  by  mammography 
and  clinical  breast  examination  results  in  earlier  detec- 
tion of  breast  cancer  and  reduces  breast  cancer  death  rates. 
Data  from  cancer  registries  have  shown  the  adverse  im- 
pact of  lower  socioeconomic  status  on  the  stage  at  diagno- 
sis of  breast  cancer.1'6  In  the  Connecticut  Tumor  Registry, 
the  proportion  of  breast  cancers  diagnosed  in  1984-85  at 
an  early  stage  (ie,  in  situ  or  local  stages)  increased  across 
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three  groups  defined  by  increasing  proportion  of  high- 
school  graduates  in  the  census  tract  of  residence.4  None  of 
these  studies,  however,  considered  the  locations  of  high- 
poverty  areas  in  relation  to  the  locations  of  health  facilities 
such  as  community  health  centers  and  general  hospitals. 
Mammography  screening  of  women  using  health  centers 
in  the  United  States  is  often  limited,  because  of  the 
absence  of  on-site  mammography  equipment  and  barriers 
to  outside  referral,  especially  for  uninsured  women.7,8 

Materials  and  Methods 

The  population-based  Connecticut  Tumor  Registry, 
part  of  the  National  Cancer  Institute’s  Surveillance,  Epi- 
demiology, and  End  Results  (SEER)  Program,  does  not 
obtain  information  on  educational  or  income  of  patients 
but  census  tract  of  residence  is  useful  in  analyzing  socio- 
economic status  in  relation  to  various  health  variables.9  In 
this  study  1980  census  data  on  SES  variables  by  census 
tract  of  residence  were  used.10  Analyses  were  limited  to 
Connecticut’s  three  largest  cities,  Bridgeport,  Hartford, 
and  New  Haven,  because  six  of  the  state’s  eight  federally 
qualified  health  centers  were  located  in  these  cities.  None 
of  the  six  health  centers  had  on-site  mammography  equip- 
ment. 

The  registry  began  to  assign  census  tracts  to  all  cases 
beginning  with  those  diagnosed  in  1984.  At  the  time  these 
analyses  were  conducted,  1989  was  the  latest  year  of 
diagnosis  for  which  case  data  were  complete.  Residence 
by  census  tracts  is  initially  determined  by  computer,  but 
some  cases  must  be  handled  manually.  After  manual 
efforts  to  resolve  missing  and  erroneous  tracts,  only  45  or 
2.8%  of  the  1,604  cases  diagnosed  among  residents  of  the 
three  cities  in  1984-89  could  not  be  tracted;  this  contrasts 
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Table  1 — Clinical  Stage  at  Diagnosis  of  Breast  Cancer 
Cases  Diagnosed  in  1984-89 
in  Residents  of  Connecticut’s  Three  Largest  Cities, 
by  Poverty  Level  of  Census  Tract  of  Residence 


In  situ/ local 

Clinical  Stage  at  Diagnosis 

Regional/distant  Unknown 

Total 

Poverty  rate 
(quintiles)3 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

0-6% 

202 

62.3 

108 

33.3 

14 

4.3 

324 

100.0 

7-12% 

185 

61.5 

102 

33.9 

14 

4.7 

301 

100.0 

13-18% 

189 

63.0 

108 

36.0 

3 

1.0 

300 

100.0 

19-28% 

185 

58.7 

120 

38.1 

10 

3.2 

315 

100.0 

29-72% 

164 

51.4 

140 

43.9 

15 

4.7 

319 

100.0 

Total 

925 

59.3 

578 

37.1 

56 

3.6 

1,559 

100.0 

P valuesb 

Pc.01 

Pc.01 

P>.80 

Proportion  of  persons  (in  census  tract)  below  the  poverty  level. 

bChi-square  test  for  trend  in  the  association  between  the  five  quintiles  of  poverty  and 
the  proportion  of  cancers  diagnosed  at  each  specific  stage. 

by  differences  among  the  poverty 
quintiles  in  the  proportion  of  un- 
known stage  cancers,  but  such 
differences  were  small  and  only 
3.6%  of  all  cases  were  of  un- 
known stage.  The  ratio  of  the  pro- 
portion of  late-stage  (regional  or 
distant)  cancers  in  the  lowest  to 
the  highest  poverty  quintiles  was 
1.32  (ie,  43.9%/33.3%;  Table  1). 
This  is  higher  than  the  1.16  ratio 
reported  for  the  lowest  to  the  high- 
est of  the  three  groups  defined  by 
education  in  a study  of  all  Con- 
necticut towns  for  1984-85  (i.e., 
43.1%/37.3%).4  The  stronger  as- 
sociation in  the  present  study 
could  reflect  the  use  of  a larger 
number  of  groups  (ie,  five  vs  three) 
and  data  on  poverty  rate,  rather 
than  proportion  of  high-school 
graduates. 


with  17%  in  the  previous  study  reported  from  the 
Connecticut  Tumor  Registry.4  The  registry  has  not 
started  tracting  according  to  1990  (rather  than  1980) 
census-tract  boundaries.  Tracts  were  arranged  in 
order  of  increasing  prevalence  of  residents  below 
the  poverty  level  in  the  1980  Census10  into  five 
groups  (quintiles)  of  approximately  equal  sample 
size  (Table  1). 

The  coding  scheme  for  clinical  stage  at  diagnosis, 
similar  to  that  in  SEER  reports,1112  involves  in  situ, 
local,  regional  (ie,  spread  to  surrounding  tissues 
and/or  regional  lymph  nodes),  and  distant  or  meta- 
static (ie,  direct  extension  to  “remote”  organs  and/or 
distant  metastases);  because  of  small  numbers,  in 
situ  cases  (N=130)  were  combined  with  local-stage 
cases,  and  distant-stage  cases  (N=125)  were  com- 
bined with  regional-stage  cases.  The  association 
between  stage  and  the  poverty-level  quintiles  was 
examined  statistically  by  a x2  test  for  trend  in  pro- 
portions.13 For  tracts  with  at  least  five  total  cancers 
in  1984-89,  proportions  of  late-  (ie,  regional  or 
distant)  stage  cancers  were  displayed  on  census 
tract  maps,  along  with  locations  of  community  health 
centers  and  hospitals. 

Results 

The  distribution  of  stage  at  diagnosis  became  less 
favorable  as  the  poverty  rate  increased,  and  the  trend 
test  was  statistically  significant  for  both  in  situ  or 
local-stage  and  regional  or  distant-stage  cancers 
(Table  1).  These  trends  could  have  been  influenced 


In  New  Haven  (Fig.  1)  both  community  health  centers  were 
located  in  tracts  with  the  highest,  or  fifth  quintile,  poverty  rates, 
and  many  of  these  tracts  also  had  relatively  high  proportions  of 

Figures  1-3.  Proportion  of  breast  cancer  cases  diagnosed  in  1984-89  at 
late  stage  (regional  or  distant)  for  census  tracts  (1980  Census  boundaries) 
with  at  least  five  cases.  Also  shown  are  the  locations  of  federally-qualified 
community  health  centers  (“C”),  hospitals  (“H”),  and  census  tracts  with 
the  highest  poverty  rates  (“p”).  NR:  Nonresidential  area. 
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late-stage  cancers.  A tract  near  a community  health  center 
in  the  southwestern  area  with  62%  (13/21)  late-stage 
cancers  was  in  the  fourth  poverty  quintile.  Two  fifth- 
quintile  tracts  in  the  north-central  area  with  high  propor- 
tions of  late-stage  cancers  (ie,  52%  and  60%)  were  located 
closer  to  a hospital  than  to  a health  center  (Fig.  1). 

The  pattern  in  Bridgeport  (Fig.  2)  was  similar  to  that  in 
New  Haven,  except  that  all  the  tracts  with  the  highest  (ie, 
fifth  quintile)  poverty  rates  were  concentrated  in  the 
southern  area  (Fig.  2).  Many  of  these  high-poverty  tracts 
had  high  proportions  of  late-stage  cancers.  Data  for  indi- 
vidual tracts  with  less  than  five  total  cancers  are  not 
shown;  combining  all  of  the  highest-poverty  tracts  with 
fewer  than  five  breast  cancers,  54%  (7/13)  of  cancers  were 
late-stage.  The  two  tracts  in  the  northern  part  of  the  city 
with  50%  late-stage  cancers  were  located  closer  to  a 
hospital  than  to  a health  center  (Fig.  2). 

In  Hartford  (Fig.  3)  the  two  health  centers  were  located 
in  high-poverty  tracts  but  numbers  of  breast  cancers  in 
these  tracts  were  small.  Tracts  with  the  highest  propor- 
tions of  late-stage  cancers  were  more  scattered  geographi- 
cally than  in  the  other  two  cities.  Several  tracts  with  high 
proportions  of  late-stage  cancers  were  located  in  the 
south-central  area,  closer  to  a hospital  than  to  the  health 
center  located  in  the  southwest  corner  of  the  City  (Fig.  3). 

Discussion 

Study  limitations  include  possible  inaccuracies  in  pov- 
erty prevalence  estimates  by  census  tract  due  to  the  use  of 
1980  Census  data  for  1984-89.  1990  Census  data,  how- 
ever, show  only  small  changes  (from  1980)  in  poverty 


prevalence  in  the  three  cities,  ie,  declines  from  20.4%  to 
1 7. 1 % for  Bridgeport  and  23.2%  to  2 1 .3%  for  New  Haven, 
and  an  increase  from  25.2%  to  27.5%  for  Hartford.  The 
numbers  of  breast  cancers  in  some  tracts  were  small,  but 
the  association  between  proportion  of  late-stage  cancers 
and  poverty  prevalence  (Tables  1 and  2)  is  consistent  with 
other  studies4'6  and  with  the  lower  use  of  mammography 
among  poorer  women.1415 

In  this  study,  some  census  tracts  with  the  highest  pov- 
erty rates  and  high  proportions  of  late-stage  cancers  either 
included  or  were  located  near  a federally-qualified  com- 
munity health  center.  In  contrast  to  many  breast  cancer 
screening  programs  that  involve  low  participation  by 
lower-income  and  minority  women,16  many  urban  com- 
munity health  centers  serve  predominantly  poor  clients; 
however,  these  health  centers  may  encounter  barriers  to 
outside  referral  for  mammography. 7-8-17  For  Hispanic 
women  visiting  a community  health  center  in  Massachu- 
setts,18 a multiple-component  intervention  involving  edu- 
cation and  reminder  systems  for  both  physicians  and 
patients  resulted  in  an  apparent  beneficial  effect  on 
mammography  screening  (which  was  done  at  local  hospi- 
tals), although  there  was  no  effect  on  the  frequency  of 
clinical  breast  examinations. 18  The  effect  of  such  interven- 
tions may  be  limited  by  the  cost  of  mammography  screen- 
ing for  uninsured  and  underinsured  women  and  inad- 
equate transportation  to  local  mammography  facilities. 
Funds  for  transportation  incentives  such  as  bus  passes 
could  be  helpful,19  and  many  health  centers  in  the  United 
States  would  benefit  from  additional  funds  to  contract 
with  local  hospitals  and/or  mobile  mammography  vans 
for  mammography  screening.8-20 
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In  New  Haven  and  Bridgeport  several  tracts  with  high 
proportions  of  late-stage  breast  cancers  were  located  closer 
to  a hospital  than  to  a federally-qualified  community 
health  center,  and  in  Hartford  there  appeared  to  be  less 
opportunity  for  health  centers  to  improve  the  stage  distri- 
bution. Therefore,  hospitals  (including  outpatient  clinics 
and  emergency  rooms)  and  private  practices  may  need  to 
play  a greater  role  in  breast  cancer  screening.  In  Hartford, 
a hospital’s  mobile  mammography  van  was  (for  financial 
reasons)  able  to  provide  free  screening  to  “indigent” 
women  only  one  day  each  month  starting  in  1988. 21 
Lower-cost  or  free  mammograms  at  cooperating  radiol- 
ogy practices  were  part  of  a successful  community-wide 
intervention  to  increase  mammography  rates  in  North 
Carolina;  medical  societies  and  local  health  departments 
(which  set  up  examination  sites  in  poor  neighborhoods) 
also  participated.22  Lower-cost  mammography  screening 
centers  appear  to  pose  little  economic  threat  to  existing 
facilities,  because  different  kinds  of  women  are  attracted23 
and  a general  increase  in  demand  for  mammography  may 
occur.24 

Any  program  to  modify  breast  cancer  stage  distribu- 
tions by  increasing  breast  cancer  screening  should  include 
provision  for  clinical  breast  examination,25  a need  indi- 
cated in  a 1988  survey  of  registered  mammography  facili- 
ties in  Connecticut,26  and  should  recognize  the  crucial  role 
of  primary  care  physicians.17,27'29  In  a community-based 
intervention  study  on  Long  Island,  a multimethod  con- 
tinuing medical  education  program  conducted  in  several 
towns  increased  physician  referral  for  mammography, 
and  the  magnitude  of  the  effect  was  similar  to  that  achieved 
in  a town  where  free  mammography  was  provided  without 
such  a program.30 
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Root  Avulsion  in  Brachial  Plexus  Injury 
A Case  Report 


JOSEPH  AFERZON,  M.D.,  VITHAL  G.  WAGLE,  M.D.,  AND  HARRY  C.  WEISER,  M.D. 


ABSTRACT — Root  avulsions  in  brachial  plexus 
injuries  are  classified  as  pre-  or  infraganglionic  or 
post-  or  supraganglionic.  Motor  and  sensory  function 
is  lost  in  both  lesions,  but  the  dorsal  root  ganglion  is 
intact  in  preganglionic  injuries  and,  therefore, 
sensory  nerve  conduction  is  spared.  Although 
classified  as  root  avulsion  lesions,  they  are  not  only 
anatomically  but  physiologically  and  in  being 
amenable  to  surgical  treatment,  quite  different. 

We  describe  a patient  with  preganglionic  injury 
who  had  a normal  sensory  nerve  conduction.  Surgical 
option  was  not  available  to  this  patient  because  of 
the  proximity  of  the  avulsed  roots  to  the  spinal  cord. 

Report  of  a Case 

THE  patient  was  a 16-year-old  male,  intoxicated, 
unbelted  driver  in  a motor  vehicle  accident,  who  was 
unresponsive  and  hypotensive  at  the  scene  with  a Glasgow 
Coma  Scale  of  5. 

On  admission  the  patient  was  diagnosed  as  having  a left 
pulmonary  contusion,  a right  arm  compartment  syndrome, 
an  open-book  pelvic  fracture,  a right  knee  injury,  and  a 
small  right  thalamic  contusion  on  computerized 
tomographic  scan  (CT). 

The  neurologic  examination  on  admission  was  one  of 
intermittently  following  simple  commands  with  a Glasgow 
Coma  Scale  of  14.  A motor  deficit  in  both  the  left  upper 
and  lower  extremities  was  suspected.  The  patient  under- 
went immediate  pelvic  fixation,  casting  of  entire  right 
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lower  extremity,  and  a right  upper  extremity  fasciotomy. 
Further  neurological  work-up  consisted  of  follow-up  CT 
scans  and  a cervical,  thoracic,  lumbar,  and  sacral  spine 
evaluation  that  did  not  reveal  any  additional  injuries.  His 
clinical  evaluation  was  complicated  by  the  inaccessibility 
of  both  right  upper  and  lower  extremities  and  his  de- 
pressed mental  status.  However,  a peripheral  nervous 
system  injury  was  confirmed  four  weeks  later  following 
an  electomyographic  study  (EMG)  which  showed  com- 
plete denervation  of  muscles  in  the  right  C5,  C6,  and  C7 
distribution  including  paraspinal  muscles.  There  was  also 
some  involvement  of  the  C8  root.  Sensory  action  poten- 
tials were  present  in  the  right  C6  and  C7  roots,  suggesting 
root  evulsion. 

A cervical  myelogram  followed  by  a CT  scan  was 
performed,  confirming  multiple  avulsed  cervical  roots 
and  an  extensive  intraspinal  pseudomeningocele  (Fig.  1 a- 
b-c).  The  mild  residual  foot  dropon  the  right  was  attributed 
to  a peroneal  nerve  injury. 

Discussion 

The  incidence  of  brachial  plexus  injuries  is  estimated  to 
be  10,000  per  year.  Seventy  percent  to  75%  of  them  are 
due  to  motorcycle  accidents,  6%  to  1 1%  are  due  to  auto 
accidents,  with  bicycle  and  pedestrian  accidents  compris- 
ing another  4%  to  9%.  Other  causes  such  as  birth  injuries, 
make  up  the  remaining  9%  to  11%. 

The  specific  pathology  and,  to  a certain  extent  progno- 
sis, relate  to  the  severity  and  location  of  these  lesions. 1 The 
anatomic  complexity  of  the  brachial  plexus  has  offered 
diagnostic  and  therapeutic  challenges.  Root  avulsion  forms 
a larger  subgroup  of  brachial  plexus  injury.  A combina- 
tion of  myelography  followed  by  computed  tomography, 
as  in  our  patient,  remains  the  most  accurate  radiological 
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Figure  la-b-c. — Myelogram  in  AP  view  and  postmyelographic  CT  scan  in 
axial  and  reformated  sagittal  views  showing  avulsed  roots,  and  with 
contrast  agent  in  the  traumatic  pseudomeningocele,  displacing  the  spinal 
cord  to  the  left. 


neuropraxia  has  a better  outcome  than 
axonotmesis  and  neurotmesis,  respec-  |j 
tively.  We  have  observed  no  clinical 
improvement  in  this  patient,  now  two  \ 
years  follwing  his  injury. 
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weapon  in  our  armamentarium  for  diagnosing  proximal  or  root  avulsion  injuries 
and  associated  traumatic  meningocele.  Magnetic  resonance  imaging  is  proving 
to  be  a better  tool  in  diagnosing  distal  brachial  plexus  lesions.2'5  Electromyogra- 
phy, an  excellent  adjunct  tool,  helped  us  decide  on  a conservative  approach.6 
However,  a thorough  clinical  examination  can  never  be  replaced  when  dealing 
with  these  injuries.  Involvement  of  the  serratus  anterior  (long  thoracic  nerve) 
and  the  rhomboid  muscles  (dorsal  scapular  nerve)  on  the  right  side  provided  a 
classic  demonstration  of  a root  injury.  However,  the  type  of  injury  was  pregan- 
glionic, and  since  there  was  no  proximal  neural  tissue,  repair  was  not  possible. 
The  prognosis  is  uncertain;  it  varies  from  individual  to  individual  and  does  not 
correlate  with  any  of  the  classifications  in  use  at  the  present  time.7  As  expected, 
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EPITOMES  OF  PROGRESS 


Important  Advances  in  Clinical  Medicine 

Internal  Medicine 


The  Council  on  Scientific  Affairs  of  the  California  Medical  Association  presents  the  following  inventory  of  items  of 
progress  in  internal  medicine.  Each  item,  in  the  judgment  of  a panel  of  knowledgeable  physicians,  has  recently  become 
reasonably  firmly  established,  both  as  to  scientific  fact  and  important  clinical  significance.  The  items  are  presented 
in  simple  epitome,  and  an  authoritative  reference,  both  to  the  item  itself  and  to  the  subject  as  a whole,  is  generally  given 
for  those  who  may  be  unfamiliar  with  a particular  item.  The  purpose  is  to  assist  busy  practitioners,  students, 
researchers,  and  scholars  to  stay  abreast  of  these  items  of  progress  in  internal  medicine  that  have  recently  achieved 
a substantial  degree  of  authoritative  acceptance,  whether  in  their  own  field  of  special  interest  or  another 

The  items  of  progress  listed  below  were  selected  by  the  Advisory  Panel  to  the  Section  on  Internal  Medicine  of  the 
California  Medical  Association,  and  the  summaries  were  prepared  under  its  direction. 


Thyroid  Function  Tests — The  Next  Generation 

THYROID  function  tests  have  improved  in  sensitivity 
and  reliability  during  the  past  few  years,  but  can  be 
bewildering.  Measuring  serum  levels  of  thyroid- stimulat- 
ing hormone  (TSH)  has  become  one  of  the  most  important 
tools  in  the  diagnosis  of  thyroid  disorders  since  its  intro- 
duction in  1964.  Several  generations  of  tests  are  available. 
With  the  first-generation  TSH  assay  (sensitivity  of  1 mU 
per  liter),  clinicians  were  able  to  identify  the  presence  of 
hypothyroidism,  but  could  not  differentiate  between  per- 
sons with  normal  thyroids  and  those  with  hyperthyroidism. 
This  has  now  been  replaced  by  second-  and  third-genera- 
tion assays  (also  referred  to  as  sensitive  and  ultrasensitive). 
Each  new  generation  represents  a tenfold  improvement  in 
sensitivity  (second-generation  sensitivity  of  0.1  mU  per 
liter,  third-generation  sensitivity  of  0.01  mU  per  liter). 
Enhanced  sensitivity  provides  the  advantage  of  distin- 
guishing marginal  TSH  suppression,  seen  with  subclinical 
hyperthyroidism  and  some  nonthyroid  illnesses,  from  the 
profound  reduction  found  in  thyrotoxicosis  (<0.005  mU 
per  liter).  The  newer  TSH  assays  also  have  the  technical 
advantage  of  a turnaround  time  of  less  than  three  hours. 

At  present,  thyroid  specialists  agree  that  measuring 
serum  TSH  levels  using  second-  and  third-generation 
methods,  complemented  by  a free  thyroxine  (T4)  esti- 
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mate,  is  the  best  combination  of  blood  tests  for  the  diag- 
nosis and  follow-up  of  most  thyroid  disorders.  There  is, 
however,  a trend  to  replace  a combination  of  tests  by  a 
single  discriminating  thyroid  assay,  reflecting  an  increased 
awareness  of  cost-effectiveness  and  technical  improve- 
ment. For  example,  one  recommended  cost-effective  strat- 
egy is  to  use  a third-generation  TSH  screening  value  of 
less  than  0.05  mU  per  liter  to  alert  a physician  to  direct  the 
laboratory  to  do  a free  T4  test  if  the  patient  is  taking 
thyroid  preparations  or  to  measure  both  free  triiodothyro- 
nine and  T4  levels  if  the  patient  is  not  taking  thyroid 
preparations. 

These  newer  TSH  assays  of  thyroid  function  may  be 
used  as  a single  test  when  screening  for  primary  thyroid 
dysfunction  in  ambulatory  patients.  Testing  should  be 
directed  toward  patients  with  suspected  thyroid  diseases 
and  in  certain  high-risk  populations,  such  as  newborns, 
those  with  a strong  family  history,  patients  aged  65  or 
older,  women  four  to  eight  weeks’  postpartum,  patients 
with  autoimmune  disease,  such  as  Addison’s  disease  and 
type  I diabetes  mellitus,  and  patients  with  hyper- 
cholesterolemia. As  a screening  test,  either  pronounced 
elevations  (>20  mU  per  liter)  or  depression  (<0.0 1 mU  per 
liter  using  a third-generation  assay)  is  highly  suggestive  of 
thyroid  dysfunction. 

In  contrast,  most  patients  with  nonthyroidal  illness  have 
only  marginal  abnormalities  in  serum  TSH  values.  Other 
applicable  settings  include  patients  with  newly  diagnosed 
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goitrous  disease,  patients  with  hypothyroidism,  those  with 
a history  of  treatment  of  hyperthyroidism,  and  patients 
receiving  thyroid  hormone  replacement  or  suppressive 
therapy.  The  use  of  the  serum  TSH  assay  for  monitoring 
thyroid  hormone  replacement  therapy  allows  treatment  to 
be  “fine  tuned,”  avoiding  subtle  overtreatment  or 
undertreatment.  A minimum  of  eight  weeks  should  be 
allowed  after  adjusting  the  thyroid  hormone  dosage  be- 
fore retesting,  to  assure  a new  steady  state  has  been 
reached.  The  goal  is  to  return  TSH  values  to  within  the 
normal  range.  Annual  serum  TSH  determinations  are 
satisfactory  for  follow-up.  In  conditions  warranting  thy- 
roid hormone  suppressive  therapy,  such  as  thyroid  cancer 
or  goitrous  disease,  the  goal  is  to  reduce  serum  TSH  levels 
to  the  subnormal  range  (<0.1  mU  per  liter). 

The  TSH  assay  is  not  recommended  as  a single  first-line 
test  in  patients  with  clinical  hyperthyroidism,  patients 
receiving  therapy  for  hyperthyroidism,  or  patients  with 
known  or  suspected  hypothalamic  or  pituitary  disease.  It 
is  also  not  recommended  as  a sole  screening  test  for 
suspected  thyroid  disease  in  the  presence  of  severe 
nonthyroidal  illness. 

It  is  important  to  remember  that  TSH  and  free  T4  levels 
provide  complementary  information  regarding  the  nor- 
mality of  thyroid  T4  production  and  biologic  action. 
Thyroid-stimulating  hormone  assays  serve  as  the  most 
sensitive  and  specific  indicators  of  the  biologic  effects  of 
circulating  hormone,  but  free  T4  estimates  only  measure 
the  T4  secretory  activity  of  the  thyroid  gland.  Widespread 
clinical  use  of  the  next  generation  of  TSH  assays  (for 
example,  the  fourth  generation)  appears  to  be  on  the 
horizon. 

Daniel  L.  Bouland,  M.D. 

Keith  Doram,  M.D. 

Riverside,  California 
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Watchful  Waiting  for  Localized  Prostate  Cancer 

THE  wide  application  of  new  detection  methods — 
serum  prostate-specific  antigen,  transrectal  ultra- 
sonography, and  systematic  prostate  biopsy — has  made 


carcinoma  of  the  prostate  the  most  commonly  detected 
cancer  in  American  men.  Most  prostate  cancers  are  local- 
ized, and  with  some  exceptions,  these  are  treated  in  the 
United  States.  Early  detection  and  treatment,  however, 
may  have  no  effect  on  cancer-specific  mortality.  Although 
the  rate  of  radical  prostatectomy  for  patients  aged  65  to  79 
has  increased  by  a factor  of  five  since  1984,  and  a similar 
increase  in  irradiation  has  undoubtedly  occurred,  treat- 
ment does  not  guarantee  freedom  from  eventual  metastases 
and  may  have  an  adverse  effect  on  the  quality  of  life. 

Given  the  uncertainty  about  the  best  treatment  of  local- 
ized prostate  cancer  and  the  fact  that  the  protracted  course 
of  the  cancer  in  an  aging  patient  may  render  treatment 
unnecessary,  several  physicians  have  questioned  its  use- 
fulness. In  selected  series  of  patients  in  whom  therapy  was 
deferred,  reported  progression  rates  ranged  from  34%  to 
67%,  but  prostate  cancer  was  the  cause  of  death  in  5%  to 
16%.  Many  such  series  are  composed  largely  of  patients 
who  are  older,  have  well-differentiated  cancers,  and  may 
have  concurrent  medical  diseases.  Therefore,  they  may 
not  represent  well  the  general  population  of  patients  with 
prostate  cancer.  Progression  and  cause-specific  mortality 
rates  are  related  to  tumor  stage  and  grade.  Many  suggest 
that  trials  designed  to  demonstrate  the  efficacy  of  treat- 
ment should  include  untreated  controls  for  comparison 
and  carefully  document  several  important  clinical  end 
points:  survival,  cause-specific  survival,  and  progression- 
free  survival. 

Recognizing  that  the  efficacy  of  treatment  has  not  been 
demonstrated  and  that  different  treatments  may  be  associ- 
ated with  different  risks  and  changes  in  a patient’s  quality 
of  life,  the  Prostate  Patient  Outcomes  Research  Team 
constructed  a decision  analysis  to  compare  the  results  of 
watchful  waiting  with  those  of  either  radical  prostatectomy 
or  external-beam  irradiation  in  men  with  localized  pros- 
tate cancer  (clinical  stages  TO  to  T2).  Possible  benefits 
(decreased  mortality  or  disuse  from  metastatic  disease) 
and  risks  (treatment-related  morbidity  and  mortality)  were 
based  on  a literature  review  and  were  included  in  the 
model  to  analyze  expected  outcomes  based  on  tumor 
grade  and  state  of  health  for  men  aged  60  to  75.  Although 
aggressive  treatment  conferred  a marginal  survival  advan- 
tage in  men  younger  than  70,  quality-adjusted  life  expect- 
ancy improved  only  in  younger  patients  with  higher-grade 
cancers.  Men  75  years  and  older  were  not  likely  to  benefit 
from  treatment.  The  benefit  was  sensitive  to  assigned 
utility  values  or  probabilities  for  different  outcomes — 
incontinence,  impotence,  or  the  development  of 
metastases — underscoring  the  need  to  inform  patients 
fully.  Although  constructing  the  model  from  the  literature 
carried  inherent  limitations  (patient  populations  may  be 
incompletely  described,  staging  can  vary,  and  the  rates  of 
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complication,  recurrence,  and  progression  may  be  poorly 
reported),  one  can  infer  that  benefit  of  treating  localized 
prostate  cancer  has  not  been  well  documented. 

Older  or  infirm  patients  with  well-differentiated  can- 
cers may  not  benefit  from  aggressive  treatment  and  are, 
therefore,  good  candidates  for  watchful  waiting.  Patients 
with  higher  grade  cancers,  however,  are  at  substantial  risk 
of  disease  progression  and  should  be  offered  potentially 
curative  treatment.  Tumor  grade  and  stage  are  the  guiding 
factors,  but  even  tumors  of  similar  grade  and  stage  may  be 
associated  with  vastly  different  clinical  results.  Current 
research  of  considerable  importance  is  examining  whether 
certain  phenotypic  such  as  proliferation  or  angiogenesis — 
or  genetic  features  of  individual  cancers  provide  a more 
accurate  assessment  of  risk. 

It  is  not  clear  how  patients  who  choose  watchful  waiting 
should  best  be  observed,  and  suitable  end  points  for 
intervention  have  not  yet  been  established.  Although 
newly  detected  cancers  may  be  associated  with  a pro- 
tracted natural  history,  patients  should  be  told  of  the 
possibility  of  progression  and  that  the  treatment  of  meta- 
static disease  is  palliative.  They  should  be  informed  of  all 
treatment  options,  and  the  likelihood  of  different  out- 
comes should  be  included  in  any  discussion  of  the  treat- 
ment of  localized  prostate  cancer. 

Peter  R.  Carroll,  M.D. 

San  Francisco,  California 
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Screening  for  Prostate  Cancer 

SCREENING  for  prostate  cancer  is  an  attempt  to  detect 
the  disease  in  patients  who  are  asymptomatic.  Be- 
cause local  treatments  (surgery  or  irradiation)  can  cure 
organ-confined  disease,  many  physicians  and  patients  feel 
that  early  detection  will  lead  to  improved  overall  survival. 
Prostate  cancer  screening,  however,  has  not  been  proved 
to  be  beneficial.  The  possible  harms  of  screening  include 
applying  treatment  (together  with  the  side  effects)  to 
patients  who  would  not  suffer  ill  effects  from  their  cancer 


during  their  lifetime.  This  includes  men  in  whom  the 
natural  history  of  their  prostate  cancer  will  not  match  that 
of  their  other  diseases  or  advanced  age.  It  also  includes 
younger  healthier  men  with  “biologically  insignificant” 
tumors.  To  justify  screening  programs,  we  must  avoid 
detecting  biologically  insignificant  cancers  and  detect  and 
effectively  treat  asymptomatic  cancers  that  would  other- 
wise progress  and  cause  illness  or  death. 

The  results  of  digital  rectal  examinations  are  abnormal 
in  3%  to  15%  of  screened  men,  leading  to  biopsies  that 
reveal  cancer  in  0.2%  to  3%.  Because  30%  of  men  older 
than  50  years  have  prostate  cancer  (by  autopsy  studies), 
digital  rectal  examination  is  not  a good  screening  tool.  On 
the  other  hand,  for  a patient  in  a physician’s  office  for  any 
reason  whatsoever,  this  examination  is  relatively 
noninvasive,  inexpensive,  and  has  possible  benefits  unre- 
lated to  prostatic  disease. 

Transrectal  ultrasonography  is  more  invasive,  expen- 
sive, not  widely  available,  and  suffers  from  a lack  of 
findings  specific  to  prostate  cancer.  It  is  interpreted  as 
abnormal  in  7%  to  60%  of  studies,  resulting  in  the  identi- 
fication of  tumors  in  2%  to  20%  of  the  original  group. 
These  numbers  suggest  that  transrectal  ultrasonography 
would  detect  a higher  number  of  cancers  than  would 
digital  rectal  examination,  but  too  many  men  would  be 
subjected  to  a biopsy  with  negative  results.  Because  of 
these  reasons,  transrectal  ultrasonography  is  not  recom- 
mended as  a screening  procedure. 

Transrectal  ultrasonography  has  become  a useful  way 
of  accurately  directing  multiple  systematic  quadrant-  or 
sextant-type  biopsies  throughout  the  gland  (regardless  of 
the  echo  pattern)  after  another  test  indicates  that  a biopsy 
be  done.  If  hypoechoic  lesions  are  seen,  biopsies  may  also 
be  taken  of  them.  Whereas  transrectal  ultrasonography 
certainly  has  other  roles  in  the  management  of  patients 
with  known  prostate  cancer,  for  screening  it  has  become 
merely  a tool  to  assist  in  biopsy. 

Serum  prostate-specific  antigen  (PSA)  measurement  is 
now  being  used  as  a screening  tool.  A large  number  of 
patients  with  elevated  PSA  levels  do  not  have  cancer, 
however.  Also,  many  patients  with  localized,  asymptomatic 
prostate  cancer  do  not  have  an  elevated  PSA  level.  If  PSA 
levels  are  used  to  screen  asymptomatic  patients,  a thresh- 
old must  be  defined  for  referral  for  biopsy.  A lower 
threshold  will  result  in  more  cancers  detected  but  will  also 
lead  to  a higher  number  of  unnecessary  biopsies.  Many 
series  in  the  literature  use  a PSA  level  as  part  of  a multiple- 
test  screening  protocol.  Only  a few  studies  use  a PSA  level 
as  the  initial  screening  tool;  these  studies  are  most  analo- 
gous to  the  everyday  situation  of  physicians  ordering  PSA 
levels  on  patients  without  prostatic  symptoms.  One  study 
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reported  a positive  test  rate  of  15%  and  3%  for  PSA 
thresholds  of  4.0  and  10.0  mg  per  liter  (Hybritech  mono- 
clonal units).  Their  cancer  detection  rate  was  30%  and 
50%,  respectively,  in  the  men  who  underwent  a biopsy. 
This  represented  2.5%  and  0.7%  of  the  original  number  of 
men  screened.  Although  systematic  ultrasound-guided 
sextant  biopsies  were  recommended  for  every  man  with  a 
PSA  level  higher  than  4.0  |xg  per  liter,  only  56%  consented 
to  the  procedure.  Making  a correction  for  the  men  who 
refused  a biopsy,  the  cancer  detection  rate  would  be  about 
4.5%  and  1 .5%,  respectively,  for  the  two  threshold  levels. 
These  studies  have  since  been  repeated  and  the  results 
confirmed  by  others. 

At  present,  there  is  no  consensus  among  urologists  as  to 
the  indications  for  biopsy  and  whether  or  not  to  do  system- 
atic quadrant-  or  sextant-type  biopsies.  For  example,  an 
elevated  PSA  level  above  an  arbitrarily  set  threshold  will 
prompt  some  urologists  to  perform  quadrant  or  sextant 
transrectal  ultrasonogram-guided  biopsies  even  if  the  re- 
sults of  the  digital  rectal  examination  are  normal.  On  the 
other  hand,  other  urologists  will  perform  a biopsy  only  if 
a hypoechoic  lesion  is  seen  on  a transrectal  ultrasonogram 
or  if  there  is  palpable  induration  or  a nodule. 

Although  serum  PSA  measurements  will  pick  up  more 
cancers  than  the  digital  rectal  examination,  each  test  will 
pick  up  some  cancers  that  the  other  will  miss.  For  this  and 
other  reasons,  PSA  measurement  should  not  replace  rectal 
examination  in  primary  physicians’  office  practices.  If 
screening  is  chosen,  transrectal  ultrasonography  should 
be  used  only  as  a biopsy  tool,  not  as  a screening  instru- 
ment. 

Finally,  it  must  be  emphasized  that  there  is  no  proven 
benefit  of  screening.  At  this  time,  there  are  no  data  to 
indicate  that  screening  reduces  the  morbidity  or  mortality 
of  prostate  cancer.  Screening  may  result  in  men  receiving 
treatment  unnecessarily  due  to  either  their  coexistent 
disease,  advanced  age,  or  the  indolent  nature  of  the  tumor 
itself.  These  men  will  suffer  the  morbidity  and  mortality 
of  treatment  without  benefit. 

Michael  L.  Cher,  M.D. 

Peter  R.  Carroll,  M.D. 

San  Francisco,  California 
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Diabetes  Mellitus — New  Hope  for  an  Old  Disease 

DIABETES  mellitus  has  been  described  since  the  age 
of  the  Egyptian  pharaohs.  We  now  recognize  this 
disease  to  be  much  more  than  just  hyperglycemia;  rather, 
it  is  a complex  and  heterogeneous  metabolic  disorder  of 
absolute  or  relative  insulin  deficiency,  causing  microvas- 
cular  and  macrovascular  disease  with  subsequent  serious 
end-organ  complications. 

Until  recently,  convincing  evidence  documenting  ben- 
efits in  preventing  diabetic  complications  by  the  tight 
control  of  diabetes  was  lacking.  Results  from  two  well- 
designed  long-term  studies,  the  Diabetes  Control  and 
Complications  Trial  and  the  Stockholm  Diabetes  Inter- 
vention Study,  now  show  that  intensified  insulin  treatment 
of  patients  with  type  I or  insulin-dependent  diabetes 
mellitus  (IDDM)  leads  to  a substantially  reduced  fre- 
quency of  retinopathy,  nephropathy,  and  neuropathy.  These 
studies  showed  a dramatic  reduction  of  most  diabetic 
complications  in  the  range  of  30%  to  60%  by  using 
intensified  insulin  treatment.  Although  specialized  dia- 
betic centers  that  have  the  appropriate  multidisciplinary 
support  team  are  generally  more  successful  in  implement- 
ing intensified  treatment,  appropriately  trained  and  moti- 
vated primary  care  physicians  should  be  able  to  achieve 
comparable  results. 

The  intensified  treatment  regimen  of  insulin  includes 
keeping  the  fasting  and  premeal  serum  glucose  levels 
between  4.4  and  6.7  mmol  per  liter  (80  and  120  mg  per  dl) 
and  the  two-hour  postprandial  serum  glucose  level  under 
10.0  mmol  per  liter  (180  mg  per  dl).  The  glycosylated 
hemoglobin  should  be  kept  within  10%  of  the  upper  limit 
of  the  normal  range.  To  avoid  hypoglycemia,  serum  glu- 
cose levels  should  be  maintained  at  or  above  3.0  mmol  per 
liter  (55  mg  per  dl).  Continuous  subcutaneous  insulin 
infusions  or  more  frequent  insulin  injections  are  required 
to  achieve  this  control.  The  short-acting  insulin  can  be 
given  just  before  each  meal  and  the  intermediate-acting 
insulin  given  at  bedtime — resulting  in  three  to  four  insulin 
injections  per  day  compared  with  the  more  conventional 
one  to  two  injections.  The  yearly  cost  of  intensified  insulin 
treatment  has  been  estimated  to  be  twice  that  of  standard 
therapy,  but  the  potential  cost  savings  from  preventing 
diabetic  complications  are  immense. 

Based  on  these  more  recent  findings,  it  is  now  generally 
conceded  that  intensified  insulin  treatment  is  indicated  in 
pregnant  women  with  diabetes,  patients  with  newly  diag- 
nosed IDDM,  patients  with  uncomplicated  IDDM  with  a 
life  expectancy  greater  than  ten  years,  and  children.  Inten- 
sified insulin  treatment  is  contraindicated  in  patients  with 
unstable  proliferative  retinopathy,  advanced  nephropathy 
(that  is,  unmistakable  proteinuria),  a life  expectancy  of 


270 


CONNECTICUT  MEDICINE,  MAY  1994 


less  than  ten  years,  an  inability  to  self-monitor  adequately, 
severe  recurrent  hypoglycemia  or  hypoglycemia  without 
warning,  coronary  artery  or  cerebrovascular  disease,  and 
those  who  are  noncompliant. 

Controversy  still  exists  concerning  the  efficacy  of  in- 
tensive hypoglycemic  therapy  (by  insulin  or  oral 
sulfonylurea  agents)  in  patients  with  type  II  or  non- 
insulin-dependent  diabetes  mellitus  (NIDDM).  Caution 
should  be  used  in  extrapolating  from  studies  designed  for 
patients  with  IDDM,  particularly  with  regard  to  the  pos- 
sible atherogenic  complications  arising  from  the 
hyperinsulinemic  states  observed  in  patients  with  NIDDM. 
Proper  diet,  exercise,  and  weight  reduction  still  remain  the 
cornerstone  treatment  methods  for  patients  with  NIDDM. 
In  addition,  for  all  patients  with  diabetes  (both  type  I and 
type  II),  aggressive  treatment  of  hypertension,  especially 
using  the  angiotensin-converting  enzyme  inhibitors,  has 
been  shown  to  delay  or  prevent  nephropathy,  and  laser 
photocoagulation  has  been  successful  in  substantially 
reducing  the  incidence  of  blindness  due  to  diabetic 
retinopathy. 

Clearly  in  selected  patients  with  IDDM,  early  interven- 
tion and  intensified  insulin  treatment  will  substantially 
decrease  the  incidence  of  diabetic  complications  and 
should  be  implemented  if  at  all  possible.  In  fact,  any 
important  reduction  in  the  levels  of  glycosylated  hemo- 
globin will  benefit  patients  with  IDDM — whether  or  not 
euglycemia  is  reached.  Because  there  is  now  clear  evi- 
dence of  effective  preventive  therapies,  clinicians  should 
revive  their  efforts  in  appropriately  treating  their  patients. 
Patients  with  diabetes  now  have  reason  to  be  more  opti- 
mistic about  their  future,  which  should  be  increasingly 
free  from  many  of  the  devastating  complications  of  diabe- 
tes mellitus. 

Keith  Doram,  M.D. 

Daniel  L.  Bouland,  M.D. 

Riverside,  California 
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Pharmacologic  Stress  Echocardiography 

NUMEROUS  nonexercise  methods  have  been  devel- 
oped to  evaluate  ischemic  heart  disease  in  patients 
who  are  unable  to  achieve  an  adequate  heart  rate  and  blood 
pressure  response  with  exercise.  Most  tests  use 
pharmacologic  agents  such  as  dipyridamole,  adenosine, 
or  dobutamine  to  induce  ischemia.  Ischemia  can  be  de- 
tected by  electrocardiography  (ECG),  nuclear  perfusion 
scans,  or  echocardiography . The  accuracy  of  ECG  changes 
alone  is  limited.  Adding  nuclear  imaging  improves  accu- 
racy but  is  expensive  and  time-consuming.  Recent  litera- 
ture has  suggested  that  a combination  of  dobutamine  and 
two-dimensional  echocardiography  is  a reasonable  and 
economical  alternative  for  detecting  and  evaluating  coro- 
nary artery  disease. 

Dobutamine  is  a sympathomimetic  amine  that  has  pri- 
marily a (31?  effect.  At  low  infusion  doses  (<10  pig  per  kg 
per  minute),  dobutamine  has  a predominant  inotropic 
effect.  Doses  greater  than  1 0 p,g  per  kg  per  minute  can  also 
cause  substantial  tachycardia.  Hence,  dobutamine  increases 
myocardial  oxygen  demand  by  causing  an  increase  in 
contractility  and  heart  rate.  In  the  presence  of  coronary 
artery  stenosis,  myocardial  oxygen  supply  fails  to  increase 
sufficiently,  and  ischemia  is  produced.  Dobutamine  stress 
echocardiography  incorporates  the  use  of  two-dimen- 
sional echocardiographic  wall-motion  analysis  at  baseline 
and  during  increments  of  intravenous  dobutamine  infu- 
sion. If  an  adequate  chronotropic  response  (heart  rate 
>85%  of  predicted  maximum)  is  not  achieved,  small 
aliquots  of  atropine  sulfate  are  administered  intravenously 
to  augment  the  heart  rate  further.  Heart  rate,  echo-cardio- 
graphic  images,  blood  pressure,  and  an  ECG  are  recorded 
at  the  end  of  each  stage.  Myocardial  ischemia  is  detected 
if  substantial  ST  segment  changes  develop  or  a regional 
wall-motion  abnormality  is  seen  on  two-dimensional  echo- 
cardiography. Interpretation  of  stress  echocardiography 
studies  has  been  further  enhanced  by  digital  technology, 
which  displays  the  images  side  by  side  for  easy  compari- 
son. Diagnostic  studies  can  be  obtained  in  most  patients, 
but  may  be  limited  by  inadequate  images  or  adverse  side 
effects. 

The  specificity  and  sensitivity  of  detecting  the  presence 
of  coronary  artery  disease  by  dobutamine  stress 
echocardiography  are  comparable  to  exercise-stress  nuclear 
studies  when  done  by  experienced  laboratory  technicians. 
The  overall  sensitivity  and  specificity  of  detecting  coro- 
nary artery  disease  in  patients  with  normal  resting  regional 
wall  motion  are  87%  and  9 1 %,  respectively.  The  sensitiv- 
ity increases  to  97%  in  patients  with  multiple  vessel 
disease.  By  localizing  the  region  of  inducible  myocardial 
abnormalities,  two-dimensional  echocardiography  can  also 
identify  a stenosed  major  coronary  artery. 
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Dobutamine  stress  echocardiography  has  been  used  in 
evaluating  patients  after  myocardial  infarction  for  the 
detection  of  residual  viable  myocardium.  Immediately 
after  a prolonged  ischemic  insult,  it  is  important  to  distin- 
guish between  necrotic  and  stunned  but  viable  myocar- 
dium. This  question  becomes  important  clinically  in  de- 
termining the  need  for  revascularization  procedures. 
Low-dose  dobutamine  (5  to  10  |Jig  per  kg  per  minute) 
improves  regional  myocardial  function  in  the  area  of 
viable  myocardium  but  not  in  an  area  of  myocardial 
necrosis. 

The  noninvasive  detection  of  multivessel  coronary  ar- 
tery disease  and  residual  jeopardized  myocardium  is  es- 
sential after  myocardial  infarction.  If  the  patient  has 
multivessel  disease,  dobutamine  stress  echocardiography 
will  show  a regional  wall-motion  abnormality  in  an  area 
remote  to  the  primary  infarct  site.  Substantial  residual 
stenosis  in  an  infarct-related  artery  results  in  worsening  of 
the  preexisting  regional  myocardial  abnormality.  In  addi- 
tion, patients  with  an  abnormal  dobutamine  stress 
echocardiogram  after  myocardial  infarction  have  a higher 
incidence  of  future  cardiac  events  compared  with  those 
who  had  a normal  study. 

Dobutamine  stress  echocardiography  can  be  used  to 
stratify  the  degree  of  risk  in  patients  who  are  referred  for 
a noncardiac  vascular  surgical  procedure.  The  absence  of 
an  inducible  new  wall-motion  abnormality  with 
dobutamine  stress  echocardiography  is  an  excellent  nega- 
tive predictor  for  postoperative  cardiac  events.  A positive 
test,  however,  does  not  necessarily  predict  the  develop- 
ment of  postoperative  cardiac  complications. 

The  safety  of  dobutamine  stress  echocardiography  has 
been  shown  in  a large  series  of  patients.  Noncardiac  side 
effects  are  usually  minor  and  include  nausea,  anxiety, 
headache,  and  tremor.  Cardiac  side  effects  such  as  angina 
and  supraventricular  and  ventricular  arrhythmias  do  oc- 
cur, but  are  usually  well-tolerated  and  rarely  require 
treatment.  In  more  than  1,000  patients  who  have  had 
dobutamine  stress  echocardiography,  serious  complica- 
tions from  myocardial  ischemia  did  not  occur.  Symptom- 
atic ischemia  or  arrhythmias  were  effectively  treated  with 
test  termination,  sublingual  nitroglycerin,  or  short-acting 
(3-blocker  drugs. 

Cyril  Leung,  M.D. 

Cheryl  L.  Reid,  M.D. 

Orange,  California 
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Tuberculosis  and 

Human  Immunodeficiency  Virus  Disease 

THE  acquired  immunodeficiency  syndrome  (AIDS) 
epidemic  has  exposed  persons  with  the  human  immu- 
nodeficiency virus  (HIV)  and  those  who  care  for  them  to 
new  dangers  from  an  old  pathogen,  tuberculosis.  Indi- 
vidual and  public  health  risk  can  be  reduced  by  conscien- 
tious adherence  to  reasonable  exposure  precautions,  early 
screening,  and  informed  selection  of  antituberculous  regi- 
mens to  treat  both  exposure  and  active  disease. 

It  is  estimated  that  three  million  people  worldwide  are 
infected  with  both  Mycobacterium  tuberculosis  and  HIV. 
In  the  United  States,  5%  to  10%  of  the  one  million  persons 
infected  with  HIV  are  also  infected  with  M tuberculosis. 
This  rate  is  probably  higher  in  areas  with  large  homeless, 
injection  drug  using,  or  immigrant  groups.  The  increasing 
incidence  of  tuberculosis  (TB)  in  the  United  States  since 
1984  is  generally  attributed  to  cases  associated  with  the 
AIDS  epidemic.  Further,  in  recent  outbreaks  on  the  East 
Coast,  96%  of  cases  of  multidrug-resistant  TB  occurred  in 
HIV-infected  persons.  Unlike  most  opportunistic  patho- 
gens, M tuberculosis  is  contagious  and  causes  potentially 
serious  illness  in  immunocompetent  as  well  as  immuno- 
compromised hosts. 

Nosocomial  transmission  of  tuberculosis  to  both  staff 
and  patients  has  been  well  documented.  Of  particular 
concern  is  the  transmission  of  TB  or  multidrug-resistant 
TB  (infection  with  M tuberculosis  resistant  to  both  ison- 
iazid  and  rifampin)  to  patients  and  health  care  workers 
with  HIV.  Tuberculosis  in  HIV-infected  hosts  rapidly 
progresses,  disseminating  to  extrapulmonary  sites  in  as 
many  as  70%  of  patients.  DNA  analysis  of  M Tuberculosis 
organisms  has  shown  that  primary  TB  developed  within 
five  months  of  exposure  in  37%  of  HIV-infected  persons 
exposed  to  a source  patient,  compared  with  the  2%  to  4% 
of  immunocompetent  contacts  in  whom  TB  develops 
within  a year  of  exposure.  Of  patients  with  advanced  HIV 
disease  who  are  infected  with  M tuberculosis  by  such 
exposure,  progression  to  active  disease  is  expected  in 
virtually  all  patients  in  the  absence  of  prophylaxis. 

Multidrug-resistant  TB  in  non-HIV-infected  patients  is 
associated  with  high  mortality,  long  hospital  stays,  and 
frequently  failure  of  even  the  best  available  treatments. 
Patients  with  multidrug-resistant  TB  may  remain  infec- 
tious for  several  months  after  treatment  is  initiated,  and  the 
risk  to  staff  is  increased  accordingly.  In  HIV-infected 
patients,  multidrug-resistant  TB  can  be  devastating,  with 
death  occurring  a median  of  one  to  four  months  after 
diagnosis.  Multidrug-resistant  strains  usually  develop 
through  selection  during  the  treatment  of  TB.  In  HIV 
infection,  however,  multidrug-resistant  TB  has  also  been 
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shown  to  result  from  infection  with  exogenous  drug- 
resistant  strains  of  M tuberculosis,  which  can  occur  even 
during  therapy  for  drug-susceptible  TB.  These  recent 
data,  and  the  guarded  prospects  for  new  therapies  for 
either  HIV  infection  or  TB  in  the  near  future,  show  the 
importance  of  preventing  exposure  to  TB,  aggressive 
screening,  and  secondary  prophylaxis  of  exposed  persons. 

Patients  at  high  risk  for  tuberculosis — including  injec- 
tion drug  users,  homeless  persons,  incarcerated  persons, 
immigrants  from  TB -endemic  areas,  and  contacts  of  per- 
sons with  infectious  TB — presenting  with  cough  or  other 
respiratory  symptoms  should  be  placed  on  respiratory 
precautions  until  TB  is  excluded  by  three  sputum  speci- 
mens negative  for  M tuberculosis  on  acid-fast  bacilli 
staining  or  another  diagnosis  is  established  that  fully 
explains  the  patient’s  presentation.  Even  in  the  latter 
situation,  it  is  prudent  to  document  at  least  one  negative 
sputum  smear  on  acid-fast  bacilli  staining.  In  the  hospital, 
respiratory  precautions  include  private,  negative-pressure 
rooms  with  at  least  six  room-air  changes  per  hour  and  no 
recirculation  of  air  into  the  rest  of  the  building.  Masks  to 
filter  out  1-p.m  particulates  should  be  worn  by  all  staff  and 
visitors  entering  the  room  to  prevent  inhalation  of 
aerosolized  mycobacteria.  The  room  door  should  remain 
closed:  patients  leaving  their  room  should  wear  a mask. 
Patients  with  smears  positive  for  acid-fast  bacilli  should 
remain  on  respiratory  precautions  until  they  have  received 
adequate  therapy  for  at  least  two  weeks,  show  clinical 
improvement,  and  show  a decrease  in  acid-fast  bacilli  on 
quantitative  sputum  smears. 

Screening  and  secondary  prophylaxis  are  crucial  in  the 
care  of  persons  with  HIV.  The  rate  at  which  active  tuber- 
culosis develops  in  HIV-infected  persons  with  positive 
skin  tests  is  10%  per  year  in  the  absence  of  prophylaxis, 
compared  with  a 10%  total  lifetime  risk  in  HIV-negative 
adults  who  have  positive  purified  protein-derivative  (PPD) 
skin  tests.  The  prevalence  of  anergy  increases  with  the 
progression  of  HIV  infection:  only  10%  of  HIV-positive 
patients  with  T-helper  (CD4+)  cell  counts  of  200  to  400 
cells  X 106  per  liter  (200  to  400  per  mm3)  are  anergic, 
compared  with  two  thirds  of  those  with  CD4+  counts  of 
less  than  200  X 106  per  liter.  Purified  protein-derivative 
skin  testing  with  two  controls  should  be  done  as  early  as 
possible  in  patients  at  risk  for  HIV  infection  and,  if 
negative,  should  be  repeated  every  six  to  12  months  until 
anergy  supervenes. 

Because  of  the  likelihood  of  a reduced  cutaneous  im- 
mune response  and  the  serious  consequences  of  a false- 
negative result,  a positive  PPD  test  is  defined  as  5 mm  or 
more  of  induration,  in  contrast  to  the  10-mm  cutoff  used 
in  non-HIV-infected  people.  Anergy  is  defined  as  2 mm  of 


induration  or  less  in  response  to  all  three  antigens.  Persons 
with  positive  PPD  tests  are  treated  for  one  year  with  a 
regimen  of  isoniazid,  in  contrast  to  the  six-month  regimen 
used  in  HIV-negative  patients.  Studies  are  under  way  to 
assess  the  effectiveness  of  shorter  courses.  Chemo-pro- 
phylaxis  results  in  a severalfold  reduction  in  the  incidence 
of  progression  to  active  disease  and  is  administered  to 
HIV-positive  patients  regardless  of  age  or  length  of  time 
since  PPD  conversion.  Chemoprophylaxis  of  anergic  pa- 
tients with  HIV  is  also  recommended  when  a patient  is  at 
high  risk  for  TB  by  social  factors,  has  a history  of  un- 
treated positive  PPD  tests  at  any  time  in  the  past,  or  has 
been  in  close  contact  with  an  infectious  patient  with  TB. 
Patients  infected  with  HIV  who  are  exposed  to  multidrug- 
resistant  TB  should  receive  prophylaxis  with  at  least  two 
drugs  to  which  the  presumed  source  strain  is  shown  to  be 
susceptible.  In  these  patients,  the  Centers  for  Disease 
Control  and  Prevention  recommends  a regimen  that  in- 
cludes pyrazinamide  and  ethambutol  hydrochloride  or 
pyrazinamide  and  a fluoroquinolone  (ciprofloxacin  or 
ofloxacin). 

Human  immunodeficiency  virus-infected  patients  with 
active  tuberculosis  that  is  not  drug-resistant  generally 
respond  well  to  therapy.  Because  of  the  increasing  preva- 
lence of  multidrug-resistant  TB,  initial  therapy  with  four 
drugs — isoniazid,  300  mg;  rifampin,  600  mg;  pyrazin- 
amide, 25  mg  per  kg;  and  ethambutol,  15  mg  per  kg — is 
recommended  for  all  patients,  immunocompromised  or 
not.  Appropriate  modifications  are  then  made  as  sensitivi- 
ties become  available  from  sputum  cultures.  If  exposure  to 
a multidrug-resistant  strain  is  suspected,  if  the  patient  has 
been  previously  treated  for  TB,  or  if  positive  sputum 
cultures  persist  after  three  months  of  compliance  with 
treatment,  a specialist  should  be  consulted.  In  general,  a 
regimen  for  multidrug-resistant  TB  should  contain  at  least 
three  drugs  to  which  the  organism  is  susceptible  and  may 
involve  1 8 months  or  more  of  treatment. 

Laurence  Peiperl,  M.D. 

Merle  A.  Sande,  M.D. 

San  Francisco,  California 
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Hormonal  Therapy  for  Metastatic  Prostate  Cancer 


THE  median  time  from  the  diagnosis  of  metastatic 
prostate  cancer  to  death  is  2.5  years.  The  vast  majority 
of  the  34,000  deaths  per  year  from  prostate  cancer  in  the 
United  States  will  be  due  to  the  progression  of  metastatic 
prostate  cancer.  Since  1941  androgen  deprivation  has 
been  the  standard  of  care  for  the  treatment  of  patients  with 
metastatic  prostate  cancer.  The  equivalence  of  orchiectomy, 
estrogen  (diethylstilbestrol)  administration,  and  luteiniz- 
ing hormone-releasing  hormone  (LH-RH)  analogues  such 
as  leuprolide  acetate  (Lupron  Depot,  TAP  Pharmaceuti- 
cals) and  goserelin  (Zoladex,  ICI  Americas),  which  re- 
duce testicular  androgen  production  to  castrate  levels  by 
pituitary  desensitization,  has  been  demonstrated.  All  of 
these  treatment  modalities  result  in  a loss  of  potency  and 
libido.  Whereas  estrogen  use  avoids  the  development  of 
hot  flashes  and  gynecomastia  sometimes  seen  with 
orchiectomy  and  LH-RH  analogue  administration,  and 
certainly  is  less  expensive,  its  association  with  substantial 
thromboembolic  toxicity  and  mortality,  even  when  used 
in  attenuated  doses,  makes  it  less  desirable. 

More  recently  the  contribution  of  the  adrenal  glands  to 
the  total  androgen  pool  has  become  apparent:  5%  to  10% 
of  circulating  testosterone  levels  and  25%  to  40%  of 
intraprostatic  dihydrotestosterone  content  are  of  adrenal 
origin.  The  importance  of  this  alternate  androgen  pathway 
has  been  confirmed  by  the  clinical  observation  that  sup- 
pressing or  blocking  adrenal  androgen  function  results  in 
a 15%  to  30%  response  rate  in  patients  with  metastatic 
prostate  cancer  who  have  relapsed  after  castration. 

Several  methods  of  interfering  with  adrenal  androgen 
expression  are  in  use.  Ketoconazole  and  aminoglutethimide 
inhibit  steroidal  ring  synthesis,  thereby  suppressing  all 
steroid  production,  including  testosterone  of  testicular 
and  adrenal  origin.  In  addition  to  the  need  for  hydrocorti- 
sone replacement,  the  nausea  sometimes  experienced  with 
these  drugs  has  limited  their  use,  primarily  relegating 
them  to  the  “salvage”  setting.  Antiandrogens  are  com- 
pounds that  bind  to  the  androgen  receptor  found  in  pros- 
tate cancer  cells.  The  steroidal  antiandrogens,  cyproter- 
one  acetate  and  megestrol  acetate  (Megace,  BristolMyers), 
also  exhibit  progestational  activity,  suppressing  the  hypo- 
thalamic-pituitary-gonadal axis  and  thereby  causing  im- 
potence and  loss  of  libido.  Furthermore,  both  megestrol 
and  cyproterone  acetate  have  associated  thromboembolic 
side  effects.  By  contrast,  the  nonsteroidal  antiandrogens 
(flutamide,  nilutamide,  and  casodex)  lack  progestational 
or  thrombogenic  side  effects.  Only  megestrol  and  flutamide 
(Eulexin,  Schering)  are  approved  for  use  in  the  United 
States  at  this  time. 


The  attractiveness  of  using  antiandrogens  as  primary 
monotherapy  for  metastatic  prostate  cancer  lies  in  their 
ease  of  use  and  potential  to  avoid  impotence  and  loss  of 
libido.  Two  monotherapy  trials  using  two  different 
antiandrogens,  however,  have  shown  this  approach  to  be 
inferior  to  conventional  testicular  androgen  ablation. 
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An  understanding  of  the  adrenal  contribution  to  the  j t( 
total  testosterone  pool  has  prompted  several  randomized  » 
trials  comparing  the  use  of  combined  androgen  blockade  | f 
(the  addition  of  an  antiandrogen  to  the  interruption  of  ( 
testicular  androgen  production)  with  that  of  testicular  i 
androgen  deprivation  alone.  The  largest  series  to  date  is  ■ I < 
the  National  Cancer  Institute  (USA)  intergroup  study  that  ! | 
was  initiated  in  1985.  This  was  a double-blind, 
placebocontrolled  trial  in  which  603  patients  with  stage 
D2  prostate  carcinoma  were  randomly  allocated  to  receive 
leuprolide  acetate  plus  placebo  versus  leuprolide  acetate 
plus  flutamide.  The  time  to  disease  progression  (16.5 
months  versus  13.9  months)  and  overall  survival  (35.6 
months  versus  28.3  months)  were  superior  with  combina- 
tion therapy.  Of  interest,  the  superiority  of  using  com- 
bined therapy  over  leuprolide  alone  was  most  apparent  in 
patients  who  had  been  prospectively  stratified  into  a good 
performance  and  minimal  disease  category.  These  pa- 
tients had  more  than  a 20-month  survival  advantage  when 
treated  with  combined  therapy.  It  should  be  noted  that  this 
trial  allowed  patients  with  progressive  disease  who  had 
been  on  the  placebo  arm  to  “cross  over”  to  the  other  arm 
by  adding  flutamide  to  their  regimen.  Thus,  this  trial 
showed  that  immediate  combined  androgen  blockade  is 
preferable  to  the  delayed  addition  of  an  antiandrogen  after 
the  disease  progresses. 


Four  other  large  randomized  trials  have  compared  com- 
bined androgen  blockade  with  various  forms  of  gonadal 
androgen  deprivation  (monotherapy).  All  but  one  have 
found  an  advantage  in  overall  survival  for  combined 
androgen  blockade  (six  to  seven  months).  Although  the 
body  of  evidence  in  favor  of  combined  androgen  blockade 
is  growing,  enthusiasm  for  this  approach  must  be  tem- 
pered by  its  expense — the  addition  of  flutamide  costs 
between  $200  and  $300  extra  each  month — and  by  the  fact 
that  a few  trials  have  reported  no  advantage. 

Eric  J.  Small,  M.D. 

San  Francisco,  California 
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Current  Diagnosis  and  Treatment 
of  Helicobacter  pylori 

THE  role  of  Helicobacter  pylori  in  the  pathogenesis  of 
peptic  ulcer  disease  and  chronic  antral  gastritis  is 
being  increasingly  recognized.  Although  its  relationship 
to  functional  dyspepsia  and  gastric  adenocarcinoma  is  still 
uncertain,  several  studies  have  shown  that  relapse  or 
remission  of  duodenal  ulcer  is  strongly  associated  with  the 
presence  or  absence  of  H pylori  colonization  of  the  gastric 
mucosa.  The  incidence  of  recurrence  of  duodenal  ulcer 
during  the  first  year  after  healing  is  substantially  less  for 
patients  in  whom  H pylori  is  eradicated.  Preliminary  data 
suggest  a similar  role  of  H pylori  in  patients  with  gastric 
ulcer  disease. 

Although  the  mechanisms  of  ulcer  formation  by  H 
pylori  remain  obscure,  the  strong  evidence  implicating  the 
organism  as  a major  factor  in  ulcerogenesis  has  modified 
our  approach  to  the  evaluation  and  management  of  pa- 
tients with  gastroduodenal  ulcers.  Patients  with  compli- 
cated ulcer  disease — bleeding,  recurrence,  intractability, 
perforation — are  most  often  considered  for  anti -H  pylori 
therapy.  Some  controversy  exists,  however,  regarding 
whether  to  treat  every  patient  with  uncomplicated  H 
py/on'-associated  gastric  or  duodenal  ulcer  on  first  presen- 
tation. Most  experts  recommend  confirming  the  presence 
of  H pylori  infection  before  initiating  therapy.  Gastric 
antral  biopsy  for  histologic  examination — -with  special 
stains  such  as  Warthin-Starry  or  modified  Giemsa — is  the 
most  sensitive  method  of  detecting  infection.  Because  H 
pylori  produces  large  amounts  of  urease,  rapid  urease  tests 
(CLOtest)  are  widely  used  to  detect  the  organism  in  biopsy 
specimens.  Cultures  for  H pylori  are  primarily  used  to 
determine  sensitivity  to  antimicrobials  in  resistant  strains. 

Urea  carbon  breath  tests  (carbon  13  or  carbon  14tracer) 
are  noninvasive  methods  that  can  be  used  for  monitoring 
short-term  response  to  therapy,  whereas  changes  in  sero- 
logic titers  may  require  several  months  and  therefore  are 
less  useful  for  this  purpose.  Urea  breath  tests  are  not 
widely  available  for  clinical  use  at  this  time. 

The  most  widely  used  regimen  for  H pylori  consists  of 
triple  therapy  with  tetracycline  (500  mg  four  times  a day), 
bismuth  subsalicylate  (two  tablets  four  times  a day  with 
meals  and  at  bedtime),  and  metronidazole  (250  mg  three 
times  a day  with  meals),  each  taken  for  1 4 days.  Amoxicillin 
(500  mg  four  times  a day)  is  an  alternative  to  tetracycline. 
The  eradication  of  H pylori  is  confirmed  by  endoscopic 
biopsy  or  a urea  breath  test  one  month  after  completion  of 
therapy.  Although  with  triple  therapy  successful  eradica- 
tion has  been  reported  in  as  many  as  90%  of  patients,  it  is 
associated  with  problems  of  compliance.  Substantial  side 
effects  have  been  reported  in  as  many  as  30%  of  patients. 


including  headache,  dizziness,  nausea,  diarrhea,  antibi- 
otic-associated colitis,  drug  hypersensitivity,  sore  mouth 
and  tongue,  and  paresthesia.  Furthermore,  treatment  fail- 
ures have  been  associated  with  resistance  to  metronidazole. 
Metronidazole-resistant  strains  may  respond  to  retreatment 
with  triple  therapy  that  substitutes  clarithromycin  for 
metronidazole,  or  quadruple  therapy  by  adding  erythro- 
mycin. More  recently,  combination  therapy  with 
omeprazole  (20  mg  twice  a day)  and  amoxicillin  (500  mg 
three  times  a day)  for  a minimum  of  two  weeks  has 
resulted  in  an  eradication  rate  of  more  than  80%  and 
appeared  to  be  better  tolerated  than  the  standard  triple 
therapy.  Ongoing  studies  should  reveal  the  pathogenetic 
mechanisms  of  ulcer  formation  by  H pylori  and  determine 
the  optimal  regimen  for  its  eradication. 

Adel  Youssef,  M.D. 

Yang  K.  Chen,  M.D. 

Loma  Linda,  California 
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Heparin  Therapy  for  Venous  Thromboembolism 

THE  efficacy  of  heparin  therapy  for  pulmonary  embo 
lism  and  deep  venous  thrombosis  is  well  established, 
and  heparin  therapy  has  been  the  standard  of  care  for 
decades.  The  monitoring  of  heparin  therapy  has  evolved 
from  the  use  of  whole-blood  clotting  times  to  that  of  the 
activated  partial  thromboplastin  time  (aPTT).  The  recom- 
mended lower  limit  of  the  therapeutic  range  of  aPTT  is  1 .5 
times  the  control  aPTT.  Despite  this  experience  with 
heparin,  recent  reviews  of  heparin  therapy  have  shown 
that  heparin  is  frequently  underdosed.  There  appear  to  be 
two  main  reasons  for  this. 

Patients  with  venous  thromboembolism  have  a variable 
response  to  heparin,  frequently  requiring  higher  doses  to 
achieve  a therapeutic  level.  Heparin  is  eliminated  more 
rapidly  in  patients  with  pulmonary  emboli.  Furthermore, 
higher  doses  of  heparin  are  required  to  prevent  the  exten- 
sion of  existing  venous  thrombosis  than  to  prevent  its 
formation. 
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The  major  reason  for  an  underdose  of  heparin  is  concern 
about  the  risk  of  bleeding.  An  association  between  the 
incidence  of  bleeding  and  the  dose  of  heparin  or  the  aPTT 
level  has  been  postulated,  but  a recent  study  suggests  that 
other  risk  factors  are  more  important  than  the  initial  dose 
of  heparin.  Of  note,  there  was  no  association  of  bleeding 
with  supratherapeutic  aPTT  levels  in  this  study. 

If  there  were  no  therapeutic  consequences  of  heparin 
underdosage,  then  our  usual  heparin  therapy  would  not 
need  to  be  changed.  Unfortunately,  failure  to  exceed  the 
lower  limit  of  the  therapeutic  range  (aPTT  1.5  times  the 
control  aPTT)  results  in  a markedly  increased  risk  of 
recurrent  venous  thromboembolism. 

How  then  can  subtherapeutic  heparin  therapy  be 
avoided?  Expert  consensus  is  that  physicians  should  con- 
tinue to  give  5,000  to  10,000  units  of  heparin  in  an 
intravenous  bolus  but  that  the  initial  intravenous  infusion 
should  be  at  least  1,300  units  per  hour.  The  first  aPTT 
should  be  measured  six  hours  after  starting  therapy  and 
adjustments  made  according  to  a recommended  protocol 
rather  than  clinical  intuition.  One  protocol  is  based  on  the 
Dade-Actin  FS  reagent,  which  has  a normal  aPTT  range  of 
27  to  35  seconds.  An  aPTT  between  55  and  85  seconds  is 
therapeutic,  and  no  adjustments  are  necessary.  For  an 
aPTT  between  46  and  54  seconds,  the  infusion  should  be 
increased  by  about  125  units  per  hour.  For  an  aPTT  of  less 
than  45  seconds,  another  bolus  of  5,000  units  of  heparin 
should  be  given  and  the  infusion  increased  by  about  250 
units  per  hour.  For  an  aPTT  between  86  and  110  seconds, 
the  infusion  should  be  held  for  an  hour  and  decreased  by 


about  125  units  per  hour.  For  an  aPTT  greater  than  110 
seconds,  the  infusion  should  be  held  for  an  hour  and  then 
decreased  by  about  250  units  per  hour.  Whenever  there  is 
a change  in  the  infusion,  an  aPTT  should  be  checked  in 
four  to  six  hours  or  once  a day  if  the  aPTT  is  in  the 
therapeutic  range.  When  this  protocol  was  used,  2%  of 
patients  had  subtherapeutic  aPTT  levels  at  24  hours  com- 
pared with  60%  from  a review  of  heparin  therapy  not  using 
the  increased  initial  heparin  dosage  nor  the  protocol  to 
adjust  the  heparin  infusion. 

A further  complicating  factor  is  that  aPTT  reagents  are 
not  standardized.  Each  institution’ s aPTT  therapeutic  range 
should  be  calculated  to  correspond  to  heparin  levels  of  0.2 
to  0.4  units  per  ml  by  protamine  titration.  This  may  result 
in  a different  therapeutic  range,  depending  on  the  type  of 
reagent,  and  may  necessitate  modifying  the  heparin  proto- 
col. In  the  near  future,  heparin  monitoring  should  be 
standardized,  much  as  the  international  normalized  ratio 
has  standardized  warfarin  monitoring. 

David  J.  Tanaka,  M.D. 

Denver;  Colorado 
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Mercy  Killing:  Mercy  for  Whom? 


JAMES  S.  GOODWIN,  M.D. 


IN  a classic  film  portrayal  of  the  depression  era,  the 
character  played  by  Jane  Fonda  responds  with  the 
question,  “They  shoot  horses,  don’t  they?”  when  asked 
why  she  killed  her  chronically  miserable  companion.  The 
audience  is  left  to  reach  its  own  conclusion  about  the 
merits  of  “mercy  killing.”  I am  left  with  the  question, 
“Yes,  but  why  do  they  shoot  horses?”  We  all  know  “they” 
shoot  horses.  It  is  part  of  our  literature,  part  of  our  culture. 
Many  of  us  remember  the  thoroughbred  Ruffian,  killed  on 
the  infield  at  Belmont  Park  after  she  shattered  her  foreleg 
during  a match  race  with  Foolish  Pleasure.  The  rabid  Old 
Yeller  was  shot;  so  was  The  Yearling;  Black  Beauty  was 
almost  shot.  Actually,  as  my  veterinarian  friends  are  quick 
to  point  out,  we  no  longer  shoot  horses,  they  are  disposed 
of  by  lethal  injection.  But  however  we  kill  them,  why  do 
we  do  it?  Why  do  we  put  injured  animals  “to  sleep”? 

We  kill  them  “to  put  them  out  of  their  misery.”  With 
horses,  there  may  be  no  alternative.  A horse  cannot  live 
with  a broken  leg  or  with  only  three  legs,  many  horse 
owners  tell  me.  Actually,  this  is  not  the  case.  Calls  to  large- 
animal  orthopedic  departments  at  veterinary  schools  re- 
vealed that  horses  can  exist  on  three  legs,  although  they  are 
likely  to  break  down  with  tendonitis  or  laminitis  in  the 
contralateral  leg.  Or,  a horse  can  be  fitted  with  a prosthesis 
after  amputation,  although  this  course  is  also  not  without 
complications.  The  point  is,  there  is  a choice  when  a horse 
breaks  its  leg.  It  is  not  absolutely  necessary  to  kill  the 
animal.  However,  allowing  it  to  hobble  on  three  legs  might 
create  new  pain,  and  thus  we  return  to  the  dictum  that 
killing  them  relieves  their  misery. 


Reprinted  by  permission  of  JAMA  ©Copyright  1991.  American 
Medical  Association,  16  January  1991;  vol.  265,  no.  3.  p.  326. 


Killing  old,  sick,  injured,  or  unwanted  animals  is  com- 
mon in  our  society;  it’s  a major  function  of  humane 
societies.  And  the  reason  nearly  always  given  is  that  we 
are  doing  it  for  the  animals’  sakes,  that  we  are  relieving  (or 
sometimes  preventing)  their  misery.  This  reasoning  bears 
closer  examination. 

Is  there  any  evidence  that  sick  animals  want  to  die? 
Social  animals  sacrifice  themselves  to  protect  offspring  or 
the  herd,  but  I cannot  find  in  the  literature  or  in  folklore 
suicide  by  animals  in  a hopeless  situation.  Perhaps  we  can 
gain  insight  into  animal  preferences  regarding  death  vs 
chronic  misery  by  reviewing  our  knowledge  of  the  human 
animal. 

Very,  very  few  humans  kill  themselves,  no  matter  how 
sick  or  crippled  they  become.  And  most  of  us  who  do  want 
to  die  are  recognized  by  the  medical  community  and  by 
society  at  large  as  being  depressed,  as  suffering  from  a 
potentially  reversible  mental  illness.  There  are  examples 
of  so  called  rational  suicides — Freud  and  Hemingway 
come  to  mind — but  these  are  remarkable  in  their  rarity. 
Instead,  the  experience  of  every  physician  is  of  individu- 
als clinging  to  life,  fighting,  as  it  were,  to  the  last  breath. 
How  many  patients  with  chronic  obstructive  pulmonary 
disease,  with  cancer,  with  congestive  heart  failure  actually 
kill  themselves?  The  vast  majority  of  these  people  not  only 
do  not  want  to  die,  they  tolerate  long,  tedious,  sometimes 
painful  treatments  in  the  frequently  vain  hope  of  prolong- 
ing their  lives. 

I return  to  the  question:  Why  do  we  shoot  horses?  There 
is  no  reason  to  think  they  want  us  to.  Why  do  we  shoot 
horses?  One  reason  is  that  they  are  unable  to  stop  us.  We 
kill  horses  and  other  animals  because  they  cannot  tell  us 
not  to.  Their  inability  to  communicate  is  coupled  with  our 
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ignorance  of  their  inner  experience;  we  do  not  know  what 
they  are  thinking,  what  they  want.  We  can  say,  “She  would 
not  want  to  live  this  way,”  without  fear  of  contradiction. 
Another  reason  for  killing  horses  is  the  relief  of  suffering, 
but,  we  must  ask,  whose  suffering  is  being  relieved?  When 
someone  states,  “I  couldn’t  stand  to  see  her  suffer,”  whose 
suffering  is  taking  precedence:  that  of  the  suffering  animal 
or  that  of  the  human  owner  suffering  feelings  of  helpless- 
ness or  inconvenience? 

I do  not  challenge  our  killing  of  animals  when  they 
become  troublesome.  That  is  a separate  ethical  point.  My 
point  here  is  to  demonstrate  that  our  true  motivation  for 
putting  animals  to  sleep  may  be  very  different  from  what 
we  say  it  is.  We  cannot  bear  to  watch  an  animal  suffer;  we 
would  rather  kill  it  instead. 

The  concept  of  mercy  killing,  if  not  the  reality,  is 
enjoying  a renaissance  of  sorts,  but  with  a new  type  of 
victim — the  patient  with  Alzheimer’s  disease.  Celebrated 
cases  in  California  and  Florida  are  almost  immediately 
translated  into  a television  docudrama.  A suicide  machine 
is  developed,  and  patients  with  Alzheimer’s  can  give 
themselves  lethal  injections.  The  Oregon  legislature  con- 
siders a bill  that  would  allow  physicians  to  kill  such 
patients  if  requested  by  someone  appointed  by  the  patient 
when  he  or  she  had  been  competent. 

Few  academic  geriatricians  have  escaped  interviews 
with  earnest  young  reporters  wishing  to  probe  the  ethical 
implications  of  such  an  act,  the  underlying  question  being 
whether  the  husband  or  wife  or  children  or  physician  or 
society  has  the  right  (or  perhaps  even  the  responsibility)  to 
relieve  suffering  by  killing  the  patient  with  Alzheimer’s 
disease.  Once  again  we  must  ask:  Whose  suffering  is 
being  relieved?  In  my  years  of  caring  for  such  patients,  I 
have  known  few  who  were  chronically  miserable.  My 


impression  is  that  patients  with  Alzheimer’ s are  no  more 
or  less  happy  than  those  with  normal  cognitive  function- 
ing. But  the  families  suffer  terribly.  There  can  be  few 
agonies  as  great  as  witnessing  the  mental  deterioration  of 
a loved  one.  In  many  ways,  the  individual  has  died,  but  the 
mourning  process  cannot  be  resolved  because  he  or  she 
lives  on.  Add  to  this  the  physical  burdens  of  caregiving  for 
a demented  relative,  and  it  should  be  very  clear  who  is 
suffering.  It  should  also  be  clear  who  are  the  recipients  of 
mercy  in  the  mercy  killing  of  an  Alzheimer’s  patient. 
What  do  we  hear  over  and  over  from  the  interviews,  the 
docudramas,  the  analyses?  “I  couldn’t  stand  to  see  her 
suffer.”  Mercy  killing,  like  all  killing,  is  the  ultimate 
selfish  act. 

Patients  with  Alzheimer’s  are  vulnerable  to  mercy 
killing  for  the  same  reason  as  horses:  they  cannot  object. 
Humans  and  other  animals  do  not  want  to  die.  We  do  not 
kill  ourselves.  Where  this  breaks  down  is  when  a person’s 
continued  existence  becomes  very  painful  to  those  who 
love  him  or  her.  But  this  is  not  enough.  The  potential 
object  of  a mercy  killing  must  also  lose  that  human 
capacity  to  communicate  his  or  her  wishes.  We  know 
nothing  of  the  inner  experience  of  the  patient  with 
Alzheimer’s  disease.  The  Alzheimer’s  patient,  or  the 
patient  in  a chronic  vegetative  state,  or,  for  that  matter,  an 
infant,  assumes  a vulnerability  similar  to  that  of  horses: 
their  loved  ones,  with  the  best  of  intentions,  can  put  them 
to  sleep  to  relieve  their  suffering,  whether  or  not  they  want 
to  die. 

The  point  I am  making  is  relatively  minor.  It  does  not 
address  the  ethics  of  mercy  killing.  It  is  merely  a plea  for 
accuracy,  for  truth-telling,  when  the  motivations  sur- 
rounding mercy  killing  are  discussed.  I do  not  doubt  the 
reality  and  severity  of  the  suffering  endured  by  the  rela- 
tives of  Alzhiemer’ s patients,  but  it  is  their  suffering,  their 
misery.  There  is  nothing  altruistic  about  mercy  killing. 
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A Piece  of  My  Mind: 
Telling  the  Truth 

AARON  B.  LERNER,  M.D. 


DR.  James  S.  Goodwin  in  his  essay,  “Mercy  Killing: 
Mercy  for  Whom?”  makes  a plea  for  accuracy  and 
for  telling  the  truth,  JAMA  1991;  265:326.  To  him,  mercy 
killing,  like  all  killing,  is  the  ultimate  selfish  act.  My  wife, 
Marguerite,  a physician,  died  four  years  ago  of  Alzheimer’ s 
disease.  She  was  an  outstanding  student  in  college,  who 
particularly  liked  philosophy.  She  liked  thinking  in  depth. 
In  terms  almost  identical  to  those  used  by  Dr.  Goodwin, 
she  questioned  the  killing  of  animals  “to  put  them  out  of 
their  misery”  as  not  being  accurate.  Whose  suffering  is 
being  relieved?  For  the  most  part,  she  thought  it  was  the 
owner’s  and  not  the  animal’s.  When  she  began  to  develop 
Alzheimer’ s disease  in  her  50’ s,  she  made  it  clear  that  she 
should  no  longer  be  around.  She  thought  that  it  would  be 
best  if  her  life  were  ended.  I would  bring  up  her  earlier 
comments  about  mercy  killing  and  the  question,  “Whose 
suffering  is  being  relieved?”  She  would  say  that  in  the  case 
of  an  animal,  there  is  no  way  that  one  could  tell  how  the 
animal  really  felt,  but  that  she  could  express  her  feelings 
and  that  she  was  thinking  primarily  of  herself.  This  topic 
was  discussed  frequently.  After  I promised  her  that  she 
would  never  have  to  go  to  a nursing  home,  she  died  a few 
years  later  at  home.  We  had  excellent  care  for  her.  Yet  she 
suffered  tremendously.  The  main  difficulty  was  in  seeing 
herself  deteriorate.  A proud  person  is  put  into  an  incred- 
ibly demeaning  position.  In  addition,  she  would  fall  and 
break  a bone  in  her  hand.  Or  fall  and  have  a facial 
laceration  or  a cracked  vertebra.  Urinary  tract  infections 
were  common.  Even  towards  the  end  when  it  appeared 
that  she  could  no  longer  understand  what  was  going  on, 
tears  would  come  to  her  eyes  when  I would  come  home 
from  work  and  say  hello.  I always  felt  that  I let  her  down. 


AARON  B.  LERNER,  M.D..  Yale  University  School  of  Medicine, 
Department  of  Dermatology,  New  Haven. 


Accuracy  and  truth  telling  are  not  easy  commodities  to 
come  by.  With  Alzheimer’s  patients,  one  can  get  video 
tapes  from  the  national  Alzheimer’ s Association  that  were 
made  to  be  used  by  various  support  groups.  These  films 
show  that  when  patients  are  cared  for  in  a loving  fashion, 
they  do  quite  well  and  are  content.  But  this  view  is  true 
only  for  a limited  period  of  time.  No  films  show  the  end 
stages  of  the  disease.  If  one  wants  to  be  accurate  and 
truthful,  why  not  show  these  poor  people  video  tapes  of  the 
later  stages  at  a time  when  they  first  begin  to  develop 
Alzheimer’s  disease — or  perhaps  take  them  through  a 
nursing  home?  Is  it  fair  or  honest  to  carry  someone  to  the 
point  where  it  is  beyond  his  or  her  ability  to  respond?  The 
suffering  can  be  emotional,  physical,  or  usually  both. 
Marguerite  used  to  say  that  I should  make  a survey  of  the 
physicians  in  our  area  and  ask  the  question,  “Would  you 
want  to  live  if  you  develop  Alzheimer’ s disease  and  can  no 
longer  function  mentally  or  physically?”  She  would  ac- 
cept the  majority  view  which,  she  assumed,  would  be  that 
they  would  not  want  to  be  around. 

When  someone  is  dying  from  a malignancy  and  the 
surviving  spouse  says  to  the  oncologist,  “I  want  you  to  do 
everything  possible  to  keep  my  spouse  alive  for  as  long  as 
possible,”  the  oncologist  usually  realizes  that  the  couple 
had  a bad  marriage.  People  do  not  want  to  see  their  loved 
ones  suffer;  they  want  to  be  protective  of  their  loved  ones. 
In  the  way  Dr.  Goodwin  describes  the  situation,  all  kill- 
ings are  done  to  relieve  the  suffering  of  the  family  mem- 
bers who  do  not  have  Alzheimer’s  disease.  Why  does  it 
have  to  be  100%?  Why  can’t  it  be  90%,  50%,  or  even  1 %? 
In  my  particular  case,  the  suffering  of  the  victim  was 
incredible,  as  well  as  being  difficult  for  the  family.  It 
should  be  pointed  out  that  in  some  cases  a person  may  be 
kept  alive  primarily  for  a family  member  to  collect  money 
from  social  security  or  another  agency. 
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His  sentence,  “Very,  very  few  humans  kill  themselves, 
no  matter  how  sick  or  crippled  they  become,”  in  a certain 
way  is  correct  but  yet  is  misleading.  In  my  experience 
many  patients,  particularly  professional  people,  do  kill 
themselves  after  suffering  from  a medical  problem  for  a 
long  time.  The  death  may  not  be  listed  as  suicide,  but 
indeed  it  was.  Suicide  has  been  used  as  a way  to  exit  for 
patients  with  AIDS,  those  on  hemodialysis,  and  others. 
Two  of  my  patients  with  scleroderma  committed  suicide. 
Many  deaths  from  single-car  accidents  may  be  suicides.  A 
very  sensitive  physician,  a friend  of  mine,  wrote  on  how 
many  house  officers  in  medicine  can  be  inconsiderate  of 
the  feeling  of  patients.  “No  patient,”  he  said,  “would  ever 
want  to  do  himself  in.” 

I did  not  agree  with  him.  It  is  unfortunate  that  after  a 


severe  stroke,  he  has  been  a complete  invalid  for  at  least 
six  years.  I am  told  that  he  has  attempted  suicide,  but  does 
not  have  the  wherewithal  to  accomplish  the  task.  He 
remains  in  his  debilitated  state. 

I believe  that  a major  difficulty  with  all  these  situations 
is  that  there  is  no  single  or  simple  solution  for  this 
complicated  problem.  Some  groups  of  people  of  high 
ethical  standing  should  be  able  to  believe  that  under  the 
right  conditions  the  life  of  an  individual  should  not  be 
continued,  and  there  should  be  those  who  believe  the 
opposite.  I do  not  see  anything  wrong  with  the  two  groups 
functioning  differently  in  practice.  And  in  telling  the  truth 
one  should  be  complete  and  not  leave  out  important 
details. 


Healthcare  Administrative  Services,  Inc. 


HAS  the  resources  to  represent 

•SOLO  PRACTICES  •GROUP  PRACTICES 

•FACULTY  PRACTICE  PLANS 

HAS  the  experience  and  knowledge  to  assist  physicians  with 

• PHYSICIAN  DOCUMENTATION  • CODING 

• ACCOUNTS  RECEIVABLE  MANAGEMENT  • BILLING 

• THIRD  PARTY  ALLOWABLES  • HMO  CONTRACTING 

Celebrating  our  tenth  year  as  a leading  MEDICAL  BILLING  SERVICE l 

Healthcare  Administrative  Services,  Inc.  employs  one  of  the  largest  staffs  of 
experienced  medical  practice  managers  and  billers  in  the  nation.  If  you  would 
like  to  put  this  experience  to  work  for  you,  call 

Russell  A.  Frates  1-800-451-2379  Ned  Hochmuth 
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I’ve  Lost  a Kingdom: 

A Victim’s  Remarks  on  Alzheimer’s  Disease 

AARON  B.  LERNER,  MD. 


ARTICLES  on  Alzheimer’s  disease  appear  every 
where.  The  disease  is  the  major  cause  of  death  in  the 
United  States  after  heart  disease,  cancer,  and  stroke. 
Because  the  tragedy  is  common,  because  it  is  awesome, 
there  cannot  be  too  many  articles  on  this  topic.  The 
possibility  of  reaping  even  a miniscule  useful  point  from 
going  over  another  report  is  enough  to  keep  family 
members  reading. 

But  what  about  the  victims  of  the  disease?  How  do  they 
feel?  People  with  cancer,  heart  disease,  and  stroke  have 
written  about  their  illnesses.  Those  with  Alzheimer’s 
disease,  almost  by  definition,  cannot.  Marguerite  R. 
Lemer,  a successful  physician  and  writer  of  children’s 
books,  had  a brilliant  record  in  college.  In  addition  to 
many  talents  she  had  numerous  interests — her  family,  all 
children,  reading,  writing,  music,  the  theater,  physical 
activities,  and  more.  She  had  to  stop  working  in  her  mid- 
fifties because  of  Alzheimer’s  disease.  Her  comments  in 
this  article  are  direct  quotes  recorded  by  her  husband,  Dr. 
Aaron  B.  Lerner.  No  editing  was  done.  Most  of  the 
remarks  were  made  in  the  period  1980-82  and  were 
voiced  in  a calm  manner  between  3:00  and  5:00  a.m.  Her 
thoughts  were  often  fully  lucid  in  the  early  morning. 

I have  a neurological  problem.  Who  needs  it?  No  one. 

I can’t  tell  you  how  terrible  things  have  been  for  me — 
to  go  from  health  to  nothing. 

Nobody  likes  me.  I don’t  like  myself  either. 

Reprinted  from  the  Journal  of  the  American  Geriatrics  Society’, 
December  1984,  vol.  32,  no.  12. 

Received  from  the  Department  of  Dermatology,  Yale  University 
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I used  to  be  a physician.  I used  to  drive  a car.  What  do 
I want?  I don’t  want  to  be  here. 

I know  that  I am  not  functioning  as  a mother  or  a spouse. 
You  have  to  do  all  the  work. 

Am  I always  going  to  be  sick?  It  would  be  nice  if 
someone  could  help  me. 

I don’t  sing  anymore.  I probably  won’t  sing  again. 

The  worst  thing  is  not  having  anything  to  do.  Nobody 
wants  you.  I can’t  take  it. 

I am  afraid  of  everything. 

I shouldn’t  be  here.  I am  just  waiting  until  I die. 

I don’t  care  about  anything  anymore. 

All  I do  is  nothing. 

I don’t  have  anything.  I used  to  be  a physician. 

Look  how  nice  these  boys  are — and  what  a terrible 
mother.  How  did  I get  this  way?  I must  have  taken  a wrong 
turn. 

I don’t  want  to  be  here  for  another  birthday. 

You  need  a new  wife.  This  one  is  no  good  anymore. 

All  I am  is  garbage.  I belong  in  the  garbage  can. 

I think  that  I am  getting  better  and  all  the  time  I am 
getting  worse. 

The  days  go  so  slow  for  me. 

I would  rather  be  dead  than  what  I am  doing  here 
because  I am  not  doing  anything. 

No  one  knows  my  name  anymore — because  I am 
nothing. 
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I don’t  care  whether  or  not  I wake  up. 

I’ve  lost  everything — the  Health  Service,  typing,  and 
writing.  I don’t  have  any  skills.  All  I do  is  eat.  I have  to  go 
away.  I can’t  read  my  own  writing. 

I am  no  good  anymore.  All  that  I do  is  to  tell  lies.  I want 
to  be  cremated  and  have  the  ashes  taken  to  Woods  Hole. 

I’ve  had  a good  life — a successful  marriage — good 
children — a good  career.  Now  there  is  nothing  for  me.  I’ ve 
lived  too  long. 

I used  to  be  something. 

It  was  so  much  fun  with  the  students  when  I was  a 
teacher. 


It  is  hard  when  one  becomes  obsolete. 

I’ve  lost  a kingdom. 

When  can  I be  dead?  Soon  I hope. 

I wish  I were  a little  girl  again. 
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Managing  Diversity  (Adversity)  in 
Health  Care  and  Graduate  Medical  Education 

JAMES  E.  MULVIHILL,  D.M.D. 


GREETINGS.  It  is  a pleasure  to  be  able  to  participate 
with  the  distinguished  speakers  on  this  program  as 
you  examine  how  to  manage  diversity  and  adversity 
during  this  period  of  great  potential  change  in  health  care 
for  our  country  and  its  citizens,  as  well  as  for  you,  our 
leaders  in  academic  surgery. 

President  Clinton  has  ignited  the  great  debate  on  access, 
cost,  security,  and  quality  of  health  care  that  smoldered 
throughout  the  1980s  and  Mrs.  Clinton  is  fanning  the 
flames.  Their  proposal  for  health-care  reform,  upon  which 
they  have  staked  his  presidency  and  their  place  in  history, 
has  the  potential  to  exceed  by  far  the  introduction  of 
Medicare  and  Medicaid  in  its  effects  on  the  health  of  the 
American  public  and  to  rival  the  impact  of  the  Social 
Security  program  on  the  general  welfare  of  our  citizens. 
While  it  is  likely  that  a process  has  begun  that  will 
continue  in  incremental  fashion  to  the  dawn  of  the  next 
century,  it  is  also  equally  probable  that  some  components 
of  his  or  other  health-care  proposals  that  are  being  consid- 
ered will  be  brought  to  a vote  before  the  Congress  adj  oums 
for  the  elections  in  the  fall  of  1994. 

In  this  paper  I intend  to  do  the  following: 

I.  Provide  a brief  general  overview  of  the  Clinton 
proposal; 


JAMES  E.  MULVIHILL,  D.M.D.,  currently  a consultant  in  health 
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Surgery,  12  October  1993,  San  Francisco,  Calif,  he  was  senior  vice 
president  for  health  policy  at  the  Travelers  Corporation.  Prior  to  that  he, 
served  for  over  a decade  as  vice  president  for  health  affairs  of  the 
University  of  Connecticut  Health  Center.  The  authors  views  are  his 
own. 


II.  Discuss  specific  aspects  of  the  proposal  that  will 
affect  you  in  your  roles  not  only  as  department  chairmen 
and  directors  and  associate  directors  of  surgical  residency 
training  programs,  but  also  as  members  of  the  broader 
medical  school  and  academic  health  center  communities; 
and 

III.  Offer  some  suggestions  for  what  you  might  do  to 
manage  the  changes  that  are  proposed. 

The  perspective  I will  bring  to  this  assignment  is  one 
drawn  from  a quarter  century  of  teaching,  research,  patient 
care,  and  administrative  responsibility  at  three  diverse 
academic  health  centers  and  their  affiliated  teaching  hos- 
pitals, supplemented  by  two  years  in  a senior  position  at 
one  of  the  nation’s  five  largest  providers  of  indemnity 
health  insurance  and  managed  care  programs.  While  I will 
offer  my  insurer’s  viewpoint,  I cannot  help  but  be  influ- 
enced by  my  experience  during  the  preceding  quarter 
century. 

As  I approach  this  task  today,  I am  reminded  of  a quote 
purported  to  have  been  uttered  by  the  first  Mayor  Richard 
Daly  of  Chicago,  when  he  was  asked  what  he  thought  of 
the  future  of  cities  in  America.  He  paused  for  a moment, 
then  tersely  replied:  “I  look  to  the  future  with  nostalgia." 
If  you  take  away  nothing  else  from  my  remarks  today,  let 
it  be  the  admonition  that,  while  we  might  like  to  be 
nostalgic  and  find  all  sorts  of  rationalizations  to  maintain 
the  status  quo±  the  tenor  of  the  times  and  the  processes 
underway  will  not  allow  it.  We  are  on  a course  that  will 
lead  us  inevitably  to  significant  realignments  of  providers, 
patients,  and  purchasers  of  health  care,  to  reconfigurations 
and  redirections  of  our  undergraduate  and  graduate  medi- 
cal education  programs,  and  to  restrictions  on  and  redistri- 
butions of  the  fiscal  resources  necessary  to  support  not 
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only  our  medical  education  programs,  but  also  basic 
medical  research,  clinical  investigation,  and  patient  ser- 
vices. 

We  need  to  develop  strategies  that  respond  to  these 
changes,  but  we  must  do  so  free  of  the  framework  of 
undisciplined  self-interest  that  has  characterized  so  much 
of  our  previous  activity  as  we  have  tilted  with  the  winds  of 
change.  While  we  must  continue  to  be  concerned  about 
what  we  as  providers  or  payers  need  to  fulfill  our  respon- 
sibilities to  those  we  serve,  we  must  be  more  responsive  to 
what  the  public  needs  and  wants. 

Simultaneously,  we  must  remember  we  have  not  cre- 
ated the  system  being  proposed.  The  president  and  his 
team  have  framed  the  debate  and  have  challenged  a 
Congress  anxious  to  prove  it  can  do  something  about 
access  to  and  the  cost  of  health  care.  Providers  and  payers 
are  in  a reactionary  mode,  with  less  opportunity  now  to  be 
proactive.  There  will  be  opportunities,  however,  and  you 
must  seize  them.  You,  as  the  leaders  of  academic  surgery 
in  America,  must  explain  and  protect  your  academic 
mission.  If  you  do  not,  no  one  else  will.  In  doing  so, 
however,  you  must  speak  with  one  voice  and  with  as  much 
consistency  as  possible  with  your  colleagues  in  other 
branches  of  surgery  and  in  medical  school  departments,  as 
well  as  in  other  schools  and  programs  of  your  academic 
health  center  and  your  affiliated  teaching  hospitals.  You 
cannot  afford  to  have  your  views  diluted  and  drowned  out 
by  the  bubbling  currents  of  internecine  rivalries  and  con- 
flicts with  fellow  health  professionals. 

General  Overview  of  the  Clinton  Proposal 

The  discussion  of  the  need  for  health-care  reform  be- 
came a major  issue  during  the  1 992  presidential  campaign, 
and  we  all  waited  to  see  what  our  newly-elected  president 
would  propose.  The  answer  is  a proposal  which,  while  it 
advances  many  laudable  reforms  and  vaguely  reflects  the 
principles  of  market-oriented  managed  competition,  re- 
lies heavily  on  a highly  bureaucratic  and  regulated  ap- 
proach to  the  organization,  financing,  and  provision  of 
health  services  at  federal  and  state  levels  and  the  creation 
of  the  workforce  to  provide  those  health  services  In 
addition,  at  present  the  financial  underpinnings  of  the 
proposal  are  based  on  obscure,  unproven,  and  shakey 
assumptions. 

The  major  features  of  the  Clinton  proposal  are  impor- 
tant to  know,  since  they  are  likely  to  provide  much  of  the 
framework  of  the  debate  in  the  months  ahead.  Assuming 
that  most  of  you  are  aware  of  them,  either  through  reading 
the  239-page  draft  or  summaries  of  it,  I will  review  just  the 
major  highlights. 

First,  we  have  the  creation  of  a presidentially-appointed, 
powerful  seven-member  National  Health  Board  (NHB). 


The  National  Health  Board  would  have  several  responsi- 
bilities, including  to: 

• Establish  an  annual  national  health-care  budget  and 
budget  targets  for  the  regional  health  alliances; 

• Oversee  the  establishment  of  health  alliances  by  state 
governments; 

• Develop  patient  care,  financial,  and  related  standards 
for  health  alliances  and  health  plans;  and 

• Oversee  graduate  medical  education. 

Second,  and  very  central  to  the  proposal,  are  new 
entities  called  “regional  health  alliances”  which  would  be 
state-chartered  not-for-profit  corporations  or  state  agen- 
cies which  are  supposed  to  act  as  health-care  purchasing 
intermediaries  for  individuals  and  all  businesses  up  to 
5,000  employees  (and  even  larger  businesses,  if  they  wish 
to  join).  The  health  alliances  would  bargain  with  local 
health  plans  for  low-cost,  quality  care. 

Health  plans  would  be  made  up  of  hospitals,  physicians, 
and  other  health  providers  (eg,  physical  and  occupational 
therapists)  and  insurers.  Employers  (mandated  to  pay  80% 
of  the  employees’  premium)  and  employees  (paying  the 
remaining  20%)  would  pay  their  premiums  to  the  health 
alliance.  The  alliance  in  turn  would  pass  the  money  to  each 
of  the  health  plans,  an  amount  based  on  the  number  of 
subscribers  who  have  signed  up  for  each  plan. 

Basically,  as  currently  conceived,  the  health  alliance 
links  health  providers  to  patients  and  moves  the  money 
through  the  local  health  system.  It  is  not  analogous  to  any 
existing  government  entity,  but  some  describe  the  health 
alliances  as  similar  to  buyers’  clubs  or  to  public  utility 
boards  that  bargain  with  the  water,  telephone,  electric,  and 
gas  companies  to  buy  services  at  the  lowest  price  for  the 
consumers.  Some  characterize  the  health  alliances  as 
being  benevolent  entities  that  will  be  the  broker  facilitat- 
ing consumer  decisions  on  the  purchase  of  health  care. 
Others,  myself  included,  are  mindful  of  the  Golden  Rule 
(“He  who  has  the  gold,  rules”)  and  believe  that  these 
entities  will  be  aggressive  bargainers  for  and  purchasers  of 
a standard  plan  of  health  benefits  prescribed  by  the  Na- 
tional Health  Board.  They  will  be  armed  with  the  regula- 
tory authority  and  bureaucratic  muscle  to  ensure  that  the 
health-care  budget  targets  assigned  to  the  region  are  not 
exceeded. 

Effects  of  the  Clinton  Proposal 

How  will  the  Clinton  proposal  affect  you  in  your  roles 
and  responsibilities  in  patient  care,  teaching,  and  re- 
search? 

Patient  Care. — With  respect  to  patient  care,  we  all  need 
to  realize  that  the  system  is  moving  from  being  price 
insensitive  towards  a high  degree  of  price  sensitivity, 
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driven  in  part  by  the  proposed  national  and  regional 
targeted  budgets,  in  part  by  the  president’s  projected  cuts 
in  Medicare  and  Medicaid  totaling  $238  billion,  and  in 
part  by  the  proposal  for  premium  caps  on  insurers,  (which 
is  nothing  more  than  getting  insurers  to  be  the  proxies  as 
regulatory  heavies  for  the  federal  government  in  the 
nonpublic  reimbursement  sector  of  our  health-care 
economy). 

With  regard  to  reimbursement  for  patient  care,  there  are 
three  important  things  to  note.  First,  in  the  future  there  will 
be  five  major  competitive  criteria  for  the  purchasing  of 
health  services:  price,  price,  price,  service,  and  quality. 

Second,  even  without  this  proposal,  we  are  moving 
inexorably  to  a capitated  system  of  health  care,  where  for 
a given  annual  fee,  we  as  health  providers  and  insurers  will 
be  expected  to  meet  the  health-care  needs  of  a given 
segment  of  the  population.  We  as  insurers,  you  as  indi- 
| vidual  providers  or  groups  of  providers,  and  our  hospitals 
will  be  viewed  as  expense  centers  to  be  avoided  as  much 
as  possible,  not  only  by  the  health  alliances,  but  also  by  the 
primary-care  practitioners  (some  of  whom  may  not  be 
physicians  in  the  future)  who  are  to  be  anointed  with  the 
responsibility  to  manage  the  care  of  patients  within  the 
region.  Under  the  Clinton  proposal,  individuals  who  en- 
roll in  capitated  plans  will  have  much  less  out-of-pocket 
expense.  If  individuals  want  to  preserve  what  they  might 
believe  is  maximum  freedom  of  choice  under  the  pro- 
posal, then  they  can  opt  to  join  the  fee-for-service  plan  that 
each  alliance  will  be  required  to  offer,  but  with  much 
greater  out-of-pocket  expense  for  being  patients  of  pro- 
viders whose  fee  levels  will  be  regulated. 

The  third  major  item  to  note  is  that  the  Clinton  proposal 
offers  several  changes  in  physician  reimbursement  with 
the  intent  of  achieving  the  president’s  goals  in  a revenue- 
neutral  fashion.  Some  examples  of  these  proposed  alter- 
ations include: 

• Reduce  the  fees  for  specialist  office  consultations  to 
allow  for  increased  fees  for  primary-care  office  visits; 

• Reduce  the  relative  values  for  all  nonprimary  care 
services  by  10%,  so  that  the  work-component  of  the 
relative  value  of  primary-care  services  may  be  increased 
by  a similar  percentage, 

• Decrease  the  expenditure  target  rate  of  growth  for 
nonprimary-care  services  in  order  to  increase  the  rate  of 
growth  for  primary-care  services  to  the  gross  domestic 
product  (GDP)  per  capita  plus  5%  for  fiscal  year  1995;  and 

• Eliminate  the  10%  bonus  payment  for  nonprimary- 
care  services  in  urban  Health  Professional  Shortage  Areas 
(HPSAs),  so  that  the  bonus  payment  for  primary-care 
services  in  rural  and  urban  HPSAs  can  be  increased  to 
20%. 


Teaching. — As  most  of  you  know,  there  will  be  great 
changes  and  challenges  for  you  in  your  educational  re- 
sponsibilities under  the  Clinton  proposal.  The  proposal 
seeks  to  “create  »new  health  workforce”  through: 

• Shifting  graduate  training  of  physicians  from  special- 
ties to  primary  care; 

• Increased  training  of  nurse  practitioners  and  physi- 
cian assistants; 

• Support  of  state-level  workforce  planning  and  the 
development  of  model  professional  practice  statutes  to 
remove  practice  barriers  for  advanced  practice  nurses  and 
physicians  assistants;  and 

• Increased  Medicare  reimbursement  for  primary  care. 

With  respect  to  graduate  medical  education,  the  major 
goal  of  the  Clinton  proposal  is  to  shift  graduate  training  of 
physicians  from  specialties  to  primary  care,  so  that  by 
about  the  year  2000,  50%  of  new  MDs  are  trained  in 
primary  care,  with  the  base  of  training  shifted  as  much  as 
possible  into  the  community;  ie,  to  community  health  and 
ambulatory  care  centers,  HMOs  and  other  outpatient  set- 
tings. 

To  ensure  that  the  desired  redistribution  of  residency 
positions  occurs,  the  president  has  proposed  new  powers 
for  the  secretary  of  Health  and  Human  Services  and  the 
creation  of  a National  Council  on  Graduate  Medical  Edu- 
cation (GME)  and  10  Regional  Councils.  While  some 
efforts  are  currently  underway  involving  some  of  the 
nation’s  leaders  of  academic  health  centers  and  deans  of 
medicine  to  modify  this  and  related  parts  of  the  proposal, 
if  the  proposal  remains  unaltered  during  the  legislative 
debate,  the  secretary  of  HHS  would  have  the  authority  to 
determine  the  number  of  training  positions  in  each  spe- 
cialty. The  National  Council  on  Graduate  Medical  Educa- 
tion, whose  members  would  include  “MD  educators, 
practitioners,  consumers,  hospital  administrators,  and 
nurses,”  would  recommend  to  the  secretary  the  total 
number  of  training  positions  in  each  medical  specialty. 
These  recommendations  would  be  based  on  a number  of 
factors,  including:  national  need:  current  regional  distri- 
bution and  quality  of  training  positions;  access  to  primary 
care  and  specialty  training  for  members  of  underrepresented 
minority  groups;  views  of  appropriate  organizations;  rel- 
evance to  future  physician  practice;  and  local  coordina- 
tion. The  10  currently  proposed  Regional  Councils  would 
include  membership  from  regional  academic  institutions, 
health  alliances  and  health  plans,  consumers,  and  others. 
The  Regional  Councils  would  allocate  positions  to  indi- 
vidual residency  programs  within  each  area  of  the  coun- 
try. Allocations  would  be  made  one  year  in  advance, 
would  be  available  for  up  to  three  years,  and  would  be 
subject  to  review  and  modification  for  good  cause  by  the 
secretary  of  HHS. 
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The  funding  of  graduate  medical  education,  such  as  it 
has  been,  will  also  be  altered  under  the  Clinton  proposal. 
A pooled  fund,  estimated  to  be  about  six  billion  dollars  for 
fiscal  year  1994,  would  be  established  based  on  a percent- 
age of  hospital  bed  days  used  by  Medicare  patients,  as  well 
as  a surcharge  on  health  plan  premiums.  The  money  would 
be  distributed  by  an  as  yet  to  be  finalized  formula  which 
will  consider  the  national  average  for  resident  salaries, 
costs  of  faculty  supervision  and  nonhospital  based  train- 
ing, and  other  related  teaching  expenses.  It  should  be 
noted  that  funds  will  be  available  only  for  approved 
residency  training,  and  that  ( and  I quote)  “...  programs 
that  continue  training  slots  not  covered  under  the  national 
GME  allocation  are  ineligible  for  GME  funding.”  In  order 
to  assist  teaching  hospitals  which  must  reduce  their  spe- 
cialty residency  training  programs  and  need  to  replace 
staff  so  services  can  be  maintained,  transition  payments 
will  be  available  over  a five-year  period,  starting  at  150% 
of  the  national  average  for  residency  positions  and  declin- 
ing thereafter  by  25%  per  year. 

Finally,  funding  is  to  be  available  to  double  the  number 
of  nurse  practitioner,  nurse  midwife,  and  physician  assis- 
tant graduates;  and  to  support  other  “priority  health  train- 
ing programs,”  such  as  nurse  anesthetists,  physical  therapy, 
geriatrics,  and  managed  care  and  continuous  quality  im- 
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provement  personnel. 

Research. — Another  six  billion  dollar  national  pool  of 
funds  is  mentioned  to  “support  costs  associated  with  the 
institutional  costs  of  research,  development  of  new  medi- 
cal technology,  treatment  of  rare  and  unusually  severe 
illnesses,  and  provision  of  specialized  patient  care.”  Do 
not  take  heart  too  quickly,  for  this  six  billion  dollar  fund 
may  in  fact  be  the  same  one  I just  mentioned,  which 
appears  seven  pages  earlier  in  the  draft  proposal  (p.  128) 
under  the  “Funding  for  Residency  Training”  section.  The 
sources  of  this  fund  are  the  same  as  previously  mentioned 
(Medicare  payments  and  a surcharge  on  private  health 
insurance  premiums)  and  funding  would  be  allocated  to 
academic  health  centers  and  affiliated  teaching  hospitals 
through  a fixed  percentage  added  to  hospital  payments  for 
institutional  costs  that  can  be  “analytically  justified”  to  be 
“over  and  above  the  cost  of  routine  patient  care.” 

When  you  sort  through  the  somewhat  obtuse  verbiage, 
it  seems  that  a reduction  is  proposed  in  the  current  Medi- 
care indirect  medical  education  payment  formula  to  rec- 
ognize the  impact  of  universal  health  insurance  coverage 
(ie,  payments  for  the  costs  of  caring  for  uninsured  and  low- 
income  patients  will  no  longer  be  required  once  universal 
coverage  exists). 
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The  proposal  proclaims  it  “expands  investment  in  clini- 
cal investigations  and  research  related  to  the  delivery  of 
health  services  and  outcomes,”  and  requires  health  plans 
“to  provide  coverage  for  routine  patient  care  associated 
with  approved  clinical  trials”  designed  to  assess  the  costs 
and  effectiveness  of  new  procedures  and  technologies  “on 
more  common  conditions,  high-cost  procedures,  and  highly 
variable  treatment  patterns.” 

Also  mentioned  in  the  proposal  is  new  funding  for 
health  research.  This  would  focus  on  prevention  research 
related  to  biomedical  and  behavioral  aspects  of  health 
promotion  and  prevention  of  disease;  and  on  health  ser- 
vices research  related  to  the  development  of  quality  and 
outcome  measures,  cost-effectiveness  of  care,  workplace 
injury  and  illness  prevention,  computerized  medical  records 
and  information  systems,  and  consumer  choice  and  deci- 
sion-making. While  I am  uncertain  how  much  of  this  type 
of  research  currently  occurs  in  our  nation’s  academic 
departments  of  surgery,  there  should  be  some  interesting 
possibilities  here. 

While  there  is  not  much  in  the  proposal  about  basic 
medical  research,  my  guess  is  that  the  president  and  his 
staff  realize  that  biomedical  research  is  one  of  the  few 
areas  in  which  we  remain  ahead  of  other  countries  that  are 
our  competitors  in  the  world  economy.  My  hope  is  they 
will  recognize  the  wisdom  of  preserving  that  edge  through 
other  actions  unrelated  to  this  proposal  for  health-care 
reform. 

Suggestions  for  Managing  Change 

Finally,  allow  me  to  offer  some  suggestions  for  manag- 
ing the  changes  and  challenges  posed  by  health-care 
reform.  I shall  attempt  to  avoid,  as  much  as  possible,  the 
sort  of  ponderous  and  platitudinous  philosophical  prin- 
ciples that  are  pushed  by  the  theorists  of  the  workplace, 
although  some  of  us  might  actually  benefit  from  exposure 
to  some  of  this.  Those  who  want  a quick  but  relevant  piece 
of  reading  on  this  might  try  a book  entitled  Danger  in  the 
Comfort  Zone,  written  by  Judith  M.  Bardwick  and  pub- 
lished in  1991  by  the  American  Management  Association. 

Eschewing  philosophy,  therefore,  and  assuming  you  do 
not  want  to  look  to  the  future  with  nostalgia,  but  would 
rather  have  a major  say  in  inventing  your  future,  let  me 
make  some  practical  suggestions: 

1.  Get  involved. — Be  prepared  to  spend  the  time  and 
resources  to  identify  and  articulate  what  you  like  and  do 
not  like  about  the  proposal.  Be  prepared  to  talk  to  or  write 
anyone,  but  especially  your  elected  representatives  in 
Congress  and  state  legislatures  and  in  the  executive 
branches  of  federal  and  state  government.  Avoid  boiler- 
plate letters  and  offer  constructive  fact-based  suggestions 
for  health-care  reform.  Remember  the  debate  is  just  begin- 


ning, and  there  are  several  worthy  alternate  proposals 
from  both  Democrats  and  Republicans  that  will  be  consid- 
ered. For  example,  the  bipartisan  Cooper-Grandy  bill  or 
the  Republican  Dole-Chafee  plan  could  achieve  many 
desired  elements  of  reform  without  the  extensive  realign- 
ments, regulation,  and  bureaucracy  of  the  Clinton  pro- 
posal. 

2.  Think  partnerships  and  grassroots. — Real,  meaning- 
ful partnerships  will  be  required  to  have  a successful  and 
effective  health  plan.  Realize  you  cannot  invent  the  future 
alone,  either  as  individuals  or  as  an  association.  Work  with 
your  fellow  department  chairs  and  your  dean  in  the  medi- 
cal school;  with  department  chairs,  deans,  and  administra- 
tive officers  in  other  schools  of  your  academic  health 
center;  with  colleagues  from  your  affiliated  teaching  hos- 
pitals; and  with  your  organized  medical  and  specialty 
societies.  To  the  extent  possible,  all  of  us  as  health  profes- 
sionals need  a unified  chorus  chanting  consistent  and 
coordinated  messages  to  the  decision  makers.  Also  be  sure 
to  educate  the  public  and  your  patients  about  your  feelings 
on  health-care  reform.  Most  of  them  are  voters.  Some  of 
them  may  be  best  friends,  neighbors,  business  associates 
of  state  legislators,  or  have  close  connections  with  mem- 
bers of  Congress.  As  the  Washington  Post  recently  ob- 
served: “Now  is  the  season  of  grassroots.” 

3.  Explore  alliances. — Recall  that  your  fellow  faculty, 
groups  of  doctors  in  the  community  beyond  the  walls  of 
the  academic  health  center,  and  in  the  affiliated  hospitals 
in  your  region,  your  own  university  hospitals,  and  insurers 
will  all  be  players  in  the  health  plan.  It  is  time  now  to  begin 
to  forge  partnerships  that  will  be  able  to  compete  effec- 
tively on  the  previous  mentioned  bases  of  price,  price, 
price,  service,  and  quality.  Some  of  your  colleagues  have 
already  begun  to  do  so.  Rush-Presbyterian-St.  Luke’s  and 
the  Prudential  Insurance  Company  have  recently  inaugu- 
rated an  affiliation  that  serves  nearly  400,000  people  in  the 
greater  Chicago  area.  The  Travelers  is  currently  in  discus- 
sions with  a number  of  academic  health  centers.  Each 
entity — health-care  provider  and  insurer — has  much  to 
bring  to  the  table  in  the  creation  of  an  effective  health  plan 
partnership. 

4.  Love  your  Gov. — Whether  you  are  in  a state-sup- 
ported or  a private  academic  health  center,  or  in  a teaching 
hospital,  do  not  forget  that  the  Clinton  proposal  estab- 
lishes a broad  federal  framework  but  also  gives  the  states 
substantial  authority  and  flexibility  in  health-care  reform. 
As  a recent  press  release  from  the  National  Governors’ 
Association  notes  with  pleasure: 


1.  Comments  on  President  Clinton’s  Health  Care  Plan;  State/Federal 
Issues.  National  Governor’s  Association.  Washington.  D.C.  Septem- 
ber 22,  1993. 
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Under  the  plan,  states  would  define  the  number  and  bound- 
aries of  health  alliances,  the  governance  of  alliances,  and  many 
of  the  functions  assigned  to  the  alliances.  States  also  would  be 
responsible  for  establishing  the  rules  to  be  followed  by  health 
plans  and  for  certifying  that  plans  are  responsive  to  consumer 
needs.  In  addition,  states  could  determine  the  specific'  cost- 
control  techniques  to  be  used  within  their  borders.”1 

Love  your  Gov  and  get  to  know  your  state  legislatures. 
Educate  them.  Your  future  will  depend  just  as  much  on 
their  actions  as  on  what  Congress  and  the  president  do. 

5.  One  practice  plan. — Realizing  that  there  are  almost 
as  many  surgical  practice  plans  as  there  are  those  of  you  in 
the  room,  and  understanding  how  much  they  have  contrib- 
uted in  the  past  to  the  vitality  of  your  teaching,  research, 
and  patient  care  programs,  I nonetheless  need  to  tell  you 
that  there  will  be  great  pressures  to  merge  your  practice 
plan  with  the  entire  medical  school’s  and  perhaps  even 
with  the  area  health  plan.  Without  doing  so,  you  will  not 
have  a health  plan  that  can  muster  the  degree  of  coordina- 
tion and  cooperation  that  will  be  required  in  order  to 
compete  effectively  on  the  basis  of  cost,  quality,  and 
service.  Related  to  this,  you  need  to  approach  the  care  you 
provide  not  as  isolated  disciplines,  but  rather  in  an  inter- 
disciplinary and  interprofessional  team  fashion.  Many  of 
you  already  are  doing  this  for  cardiovascular  disease  and 
cancer,  for  example. 

6.  Freedom  from  the  university?  — While  I place  a 
premium  on  strengthening  your  relations  within  your 
schools,  academic  health  centers,  and  affiliated  teaching 
hospitals  in  your  region  in  order  to  be  an  effective  health 
plan,  I think  that,  conversely  and  perhaps  regrettably,  you 
may  have  to  distance  yourself  further  from  the  university, 
at  least  on  fiscal  matters.  For  example,  in  a price-sensitive 
climate,  it  will  be  difficult  if  not  impossible  to  factor  into 
the  annual  premium  cost  quote  for  the  health  alliance 
support  for  fine  arts  and  foreign  languages,  however 
worthy  these  disciplines  may  be.  Conversely,  a university 
president  might  not  look  to  kindly  on  a year-end  assess- 
ment from  the  federal  or  state  government  to  help  make  up 
for  the  failure  of  the  regional  health  plan  (in  which  the 
academic  health  center  participates)  to  meet  its  assigned 
budget  for  the  year. 


7.  Information  will  be  vital. — A key  ingredient  to  any 
health  plan’s  success  in  the  postreform  health-care  market 
place  will  be  the  quality  of  the  information  it  can  produce. 
You  do  not  need  reams  of  data.  You  will  need  sophisti- 
cated and  efficient  information  systems  that  can  produce 
and  process  accurate,  timely,  and  meaningful  information 
at  low  cost.  Among  other  things  this  information  should  be 
able  to  tell  you  and  your  affiliates  in  the  health  plan  are: 
what  your  real  costs  are  for  patient  care  and  teaching  and 
how  they  are  differentiated  and  distributed  across  your 
staff;  how  to  price  your  services;  how  best  to  process  the 
data  you  generate  on  patients;  and  how  to  measure  the 
long-term  outcomes  of  your  care,  as  well  as  what  your 
variations  from  standard  acceptable  practice  guidelines 
are  and  why  they  exist. 

8.  The  Renaissance  is  over. — Given  the  dramatically 
increased  cost  pressures  that  will  be  on  each  of  you  as  a 
result  of  the  price  controls  surreptitiously  woven  through- 
out the  Clinton  proposal,  it  would  be  well  to  realize  that  the 
days  are  over  of  being  able  to  continue  faculty  who  will 
dabble  a little  bit  in  clinical  bedside  or  classroom  teaching, 
venture  occasionally  into  clinical  or  laboratory  research, 
and  accept  periodic  discontinuous  rotations  onto  outpa- 
tient or  inpatient  care  services.  Each  of  these  functions  are 
vital  to  your  academic  mission,  but  in  the  future  you  will 
probably  be  better  served  to  recruit  individuals  who  will 
not  try  to  be  all  things  to  all  people.  You  may  even  decide 
that,  on  the  patient-care  side,  you  will  want  to  deploy  some 
faculty  lines  towards  the  employment  of  nurse  clinicians 
or  physician  assistants,  who  will  help  ensure  that  the 
service,  quality  and  cost  objectives  of  the  health  plan  in 
which  your  staff  participates  are  achieved. 

9.  Don ’t  tread  water. — Finally,  realize  that  the  health- 
care reform  boat  has  left  the  dock.  Many  of  you  may  not 
have  been  on  the  boat  when  it  departed.  By  now,  all  of  you 
should  be  in  the  water,  swimming  to  catch  up  and  get  on 
board.  Don’t  wallow  in  the  waters  of  nostalgia.  Treading 
water  is  a prelude  to  drowning. 
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EMERGING  INFECTIOUS  DISEASES 


Prevalence  of  Penicillin-Resistant 
Streptococcus  pneumoniae — Connecticut,  1992-1993 


TREPTOCOCCUS pneumoniae  is  an  important  cause 
of  community-acquired  bacterial  pneumonia,  menin- 
gitis, acute  otitis  media,  and  other  infections.1  Infants, 
young  children,  and  the  elderly  are  most  severely  affected 
by  pneumococcal  disease.2  Although  S.  pneumoniae  was 
once  considered  to  be  routinely  susceptible  to  penicillin, 
since  the  mid-1980s  the  incidence  of  resistance  of  this 
organism  to  penicillin  and  other  antimicrobial  agents  has 
been  increasing  in  the  United  States.1-4  National  surveil- 
lance for  drug-resistant  S.  pneumoniae  (DRSP)  is  limited 
to  testing  invasive  isolates  from  sentinel  hospitals  in  13 
states.  To  determine  the  extent  of  antimicrobial  suscepti- 
bility testing  of  S.  pneumoniae  and  the  prevalence  of 
penicillin  resistance  among  pneumococcal  isolates  from 
July  1992  through  June  1993,  in  August  1993  the  Con- 
necticut Department  of  Public  Health  and  Addiction  Ser- 
vices (DPHAS)  surveyed  all  44  hospitals  with  clinical 
microbiology  laboratories  in  Connecticut.  This  report 
summarizes  the  results  of  that  survey. 

Hospital  laboratories  were  asked  whether  pneumococ- 
cal isolates  were  tested  for  resistance  to  penicillin,  which 
isolates  were  tested,  which  tests  were  used,  the  number  of 
isolates  tested  from  different  body  sites  from  July  1992 
through  June  1993,  and  the  minimal  inhibitory  concentra- 
tions (MICs)  for  any  resistant  isolates.  Forty-three  (98%) 
of  44  hospital  laboratories  responded. 

Of  the  43  hospital  laboratories,  33  reported  performing 
antimicrobial  susceptibility  tests  on  pneumococcal  iso- 
lates, nine  sent  pneumococcal  isolates  to  other  laborato- 
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ries  for  testing,  and  one  neither  performed  such  tests  on 
pneumococcal  isolates  nor  sent  isolates  to  other  laborato- 
ries for  testing. 

In  15  of  the  33  laboratories,  penicillin  susceptibility 
testing  was  limited  to  qualitative  disk  diffusion  (using  an 
oxacillin  disk).  Nine  laboratories  screened  pneumococcal 
isolates  by  disk  diffusion,  then  confirmed  penicillin  resis- 
tance by  determination  of  a quantitative  MIC.  Nine  labo- 
ratories determined  the  penicillin  MIC  for  all  pneumococ- 
cal isolates. 

MIC  data  were  provided  by  14  of  the  18  laboratories 
that  performed  such  tests  for  pneumococcal  isolates.  MICs 
were  reported  for  846  isolates  collected  during  July  1992- 
June  1993.  Penicillin  resistance  was  defined  as  MIC  >0.1 
mg/mL,  and  high-level  resistance  was  defined  as  MIC 
>2.0  mg/mL.5  Penicillin-resistant  isolates  were  reported 
from  four  of  14  hospitals.  Eighteen  isolates  (2.1%)  from 
any  body  site  were  penicillin  resistant,  including  five 
(1.3%)  of  400  isolates  from  usually  sterile  sites. 

Overall,  three  isolates  (one  each  from  blood,  sputum, 
and  nasal  fluid)  were  highly  resistant.  Two  of  these  iso- 
lates had  penicillin  MICs  >4.0  mg/mL. 

Reported  by:  E.H.  Simpson,  M.L.  Cartter,  M.D.,  J.L.  Hadler.  M.D., 
State  Epidemiologist,  Connecticut  Department  of  Public  Health  and 
Addiction  Services.  Child  and  Adult  Immunization  Branch  National 
Immunization  Program;  Nosocomial  Pathogens  and  Laboratories  Branch, 
Hospital  Infections  Program  Childhood  and  Respiratory  Diseases  Branch, 
Division  of  Bacterial  and  Mycotic  Diseases.  National  Center  for  Infec- 
tious Diseases,  CDC. 

Editorial  Note:  The  spread  of  DRSP  strains  may  in- 
crease the  public  health  impact  of  S.  pneumoniae  infec- 
tions because  of  increased  morbidity  and  reductions  in  the 
effectiveness  of  antimicrobial  treatment  for  pneumococ- 
cal disease.  Of  special  concern  is  resistance  to  extended- 
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spectrum  cephalosporins,  which  are  often  used  as  empiric 
therapy  for  meningitis.3 

During  1979-1987,  only  one  (0.02%)  of 4,585  pneumo- 
coccal sterile-site  isolates  submitted  to  CDC’s  sentinel 
hospital  surveillance  system  were  highly  resistant  to  peni- 
cillin; in  comparison,  during  1992,  seven  (1.3%)  of  544 
such  isolates  were  highly  resistant.4,6  In  some  pediatric 
populations,  up  to  30%  of  pneumococcal  isolates  are 
penicillin  resistant  at  some  level,  with  a substantial  pro- 
portion of  strains  resistant  to  multiple  drugs.3  Although 
information  regarding  resistance  to  other  antimicrobial 
drugs  was  unavailable  in  the  Connecticut  survey,  the 
overall  prevalence  of  penicillin-resistant  strains  in  Con- 
necticut was  low  through  June  1993.  However,  resistant 
pneumococcal  strains  can  spread  rapidly  in  communi- 
ties,7,8 and  DPHAS  is  conducting  surveillance  for  antimi- 
crobial resistance. 

Because  penicillin  susceptibility  cannot  be  assumed, 
pneumococcal  isolates  associated  with  disease  should  be 
screened  routinely  for  penicillin  resistance  by  disk  diffu- 
sion using  a 1-mg  oxacillin  disk,9  which  is  highly  sensi- 
tive— although  not  100%  specific — for  penicillin  resis- 
tance. Screening  cannot  reliably  quantify  the  degree  of 
penicillin  resistance;  therefore,  pneumococcal  isolates 
with  oxacillin  zone  sizes  <19  mm  should  be  further  tested 
by  determination  of  MICs  for  penicillin,9  as  well  as  for 
other  drugs  likely  to  be  used  in  treatment.  Some  pneumo- 
cocci with  either  intermediate  or  high-level  penicillin 
resistance  also  may  be  resistant  to  extended-spectrum 
cephalosporins;  therefore,  penicillin-resistant  isolates 
should  be  tested  by  MIC  for  susceptibility  to  either 
ceftriaxone  or  cefotaxime.3,5 

To  optimize  empiric  regimens  and  initial  therapy  for 
pneumococcal  infections,  clinical  health-care  providers 
must  be  informed  about  the  prevalence  and  patterns  of 
drug  resistance  among  isolates  in  their  communities.  State- 
wide surveillance  for  DRSP  as  a notifiable  condition  has 
been  initiated  in  Colorado,  Connecticut,  and  New  Jersey. 
CDC,  in  collaboration  with  the  Council  of  State  and 
Territorial  Epidemiologists  and  the  Association  of  State 
and  Territorial  Public  Health  Laboratory  Directors,  is 
developing  strategies  for  collecting  information  on  pneu- 
mococcal drug  resistance  in  other  states  and  for  prevent- 
ing morbidity  and  death  associated  with  infection  with 
resistant  strains.3  Because  antimicrobial  susceptibility  test- 
ing should  be  conducted  routinely  on  invasive  pneumo- 
coccal isolates,  emphasis  must  be  placed  on  developing 
methods  to  compile  and  analyze  results,  alerting  health- 
care providers  in  communities  in  which  resistant  pneumo- 
coccal strains  are  prevalent,  and  identifying  areas  requir- 
ing more  intensive  epidemiologic  assessment. 


In  areas  where  pneumococci  resistant  to  extended- 
spectrum  cephalosporins  are  prevalent,  empiric  therapy 
with  vancomycin  and  an  extended-spectrum  cephalosporin 
should  be  considered  for  cases  of  life-threatening  infec- 
tion (eg,  meningitis)  potentially  caused  by  S.  pneumoniae 
until  results  of  culture  and  susceptibility  testing  are  known. 
The  emergence  of  drug-resistant  pneumococcal  infec- 
tions underscores  the  need  for  adherence  to  recommenda- 
tions of  the  Advisory  Committee  on  Immunization  Prac- 
tices that  persons  aged  >2  years  with  medical  conditions 
placing  them  at  increased  risk  for  serious  pneumococcal 
infection  and  all  persons  aged  >65  years  should  receive 
23-valent  pneumococcal  capsular  polysaccharide  vac- 
cine 10;  no  pneumococcal  vaccine  is  licensed  for  children 
aged  <2  years. 
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DRUG  INFORMATION  UPDATE:  HARTFORD  HOSPITAL 


Torsades  de  Pointes 
Induced  by  Nonantiarrhythmic  Drugs 

HIEU  T.  TRAN,  PHARM.D. 


DESSERTENNE  used  the  term  torsades  de  pointes 
in  mid- 1966  to  describe  this  type  of  polymorphic 
ventricular  arrhythmia  characterized  by  the  twisting  of  the 
points  of  the  QRS  complexes  around  the  isoelectric  axis  in 
an  undulating  mode.1  Torsade  de  pointes  has  been  associ- 
ated with  a prolongation  of  the  QT  interval  or  an  increase 
in  amplitude  of  the  U wave.2  Experimental  and  clinical 
studies  have  sought  to  explain  the  hypotheses  that  torsades 
de  pointes  may  be  caused  by  an  early  depolarization 
process  (EAD),  or  by  the  dispersion  during  repolarization. 
Antiarrhythmic  drugs  not  only  have  been  used  to  treat 
cardiac  arrhythmias  but  they  were  also  known  to  have 
proarrhythmia  side  effects.  Torsade  de  pointes  have  been 
reported  particularly  with  class  la  and  class  111  agents  (ie, 
quinidine,  procainamide,  disopyramide,  sotalol, 
amiodarone)  and  with  tricyclic  antidepressants  (TCA). 
Other  contributing  factors  include  electrolyte  imbalance, 
especially  potassium  and  magnesium.  Ischemia,  abnor- 
mal underlying  heart  rhythms,  as  well  as  drugdrug  inter- 
actions may  also  contribute  to  the  development  of  torsades 
de  pointes.3'5 

Since  there  are  only  a few  articles  published  about  pro- 
arrhythmic  activities  from  nonantiarrhythmic  agents,6'7 
the  focus  of  this  paper  is  to  review  published  literature  on 
torsades  de  pointes  induced  by  nonantiarrhythmic  drugs 
(See  Table  1). 

HIEU  T.  TRAN,  PHARM.D.,  Cardiovascular  Therapeutics  Fellow, 
Hartford  Hospital;  Assistant  Clinical  Professor,  University  of 
Connecticut,  School  of  Pharmacy,  Storrs. 

This  series  on  Drug  Information  Updates  from  Hartford  Hospital  are 
provided  by  the  Drug  Information  Center,  Department  of  Pharmacy 
Services,  Hartford  Hospital. 

Editors:  Moses  Sing  Sum  Chow,  Pharm.D.;  Robert  A.  Quercia,  M.S., 
R.Ph.  Editorial  Board:  D.  Drezner,  M.D.;  G.  Gousse,  M.S.;  R.  Quintiliani, 
M.D.;  J.  Laut,  M.D. 


Antibiotics 

Intravenous  (IV)  erythromycin  lactobionate  and  oral 
erythromycin. — Among  our  vast  armamentarium  of  anti- 
biotics, IV  erythromycin  lactobionate  and  oral  erythromy- 
cin have  been  reported  to  be  associated  with  the  develop- 
ment of  torsades  de  pointes.7'11  Rubart  et  al  have 
documented  in  their  canine  experiments  that  erythromy- 
cin lactobionate  caused  a prolongation  of  the  repolariza- 
tion interval  by  blockade  of  the  potassium  channel  Ik  as 
well  as  a more  pronounced  increase  of  the  action  potential 
and  reduction  of  Vmax  in  the  Purkinje  fibers  compared  to 
ventricular  muscles.  Vmax  depression  by  erythromycin 
was  dose-related  (200  mg/mL  with  a threshold  of  20  mg/ 
mL).11  Nattel  and  colleagues  have  noted  from  their  in  vivo 
and  in  vitro  studies  an  apparent  concordance  between 
erythromycin  and  quinidine  electrophysiology  properties. 
They  both  prolonged  the  Purkinje  fibers  action  potential 
and  reduced  Vmax.  Moreover,  in  vitro  experiments  showed 
erythromycin  could  reproduce  EAD  at  a high  concentra- 
tion (100  mg/mL  with  no  significant  effect  at  10  mg/mL) 
suggesting  that  torsades  de  pointes  induced  by  erythromy- 
cin may  be  dose-related.10 

Because  a potential  cross  sensitivity  between  type  la 
antiarrhythmics  and  erythromycin  may  exist,  caution  is 
recommended  because  of  their  proarrhythmic  activities 
when  both  drugs  are  used  concomitantly.  This  prudence 
should  be  applied  to  other  newly  developed  macrolide 
antibiotics,  such  as  azithromycin  and  clarithromycin,  even 
though  no  incidents  of  cardiac  arrhythmia  has  been  re- 
ported to  date. 

Trimethoprim-sulfamethoxazole  ( Bactrim®,  Septra®). — 
Lopez  et  al  documented  a case  of  polymorphic  ventncular 
tachycardia  with  QT-U  prolongation  in  a normokalemic 
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(4. 1 mEq/L)  patient  in  otherwise  good  health  in  associa- 
tion with  orally  administered  trimethoprimsulfa- 
methoxazole.  The  patient’s  only  complaints  at  that  time 
were  nausea  and  lightheadness.  Two  months  later,  torsades 
de  pointes  was  reproduced  when  this  patient  again  re- 
ceived trimethoprim-sulfamethoxazole  orally  to  treat  a 
urinary  tract  infection.12 

Although  cardiac  toxicity  with  the  use  of  trimethoprim- 
sulfamethoxazole  is  rare,  this  case  suggests  that  patients 
may  develop  cardiac  arrhythmias  such  as  torsades  de 
pointes  with  only  very  subtle  complaints,  such  as  nausea 
or  lightheadness,  that  we  may  dismiss  as  a common 
complaint  from  an  elderly  patient. 

Pentamidine  isethionate  IV  (Pentam®). — Wharton  et  al 
reported  two  cases  of  torsades  de  pointes  associated  with 
prolongation  of  the  QT  interval  accompanying  T wave 
and  ST  changes.13  Both  patients  were  moderately 
hypomagnesemic  (1.2  mg/dL,  normal  = 1.6  to  2.7  mg/dL) 
and  the  second  patient  was  hypokalemic.  Despite  electro- 
lyte correction,  torsades  de  pointes  still  persisted  in  one 
patient,  and  its  disappearance  seemed  to  correlate  to 
pentamidine  elimination  half-life.13 

Moreover,  pentamidine’s  chemical  structure  is  similar 
to  type  la  antiarrhythmic  drugs  which  have  been  associ- 
ated with  torsades  de  pointes.13  This  could  be  a contribut- 
ing factor  to  the  development  of  torsades  de  pointes. 

Concomitant  use  of  pentamidine  with  drugs  like  type  la 
antiarrhythmic  agents  or  others  with  similar  chemical 
structure  warrants  close  supervision  of  cardiac  rhythm 
and  electrolyte  status  especially  in  patients  with  human 
immunodeficiency  virus  infection  who  are  potentially 
prone  to  electrolyte  imbalance  . 

Amantadine  Hydrochloride  (Symmetrel®). — Amanta- 
dine has  been  widely  used  to  treat  influenza  A2  and 
Parkinson  disease  with  no  report  of  cardiac  arrhythmia 
related  to  the  drug.  However,  Sartori  et  al  have  docu- 
mented a case  of  torsades  de  pointes  associated  with 
amantadine  overdose  (2.5  g orally)  and  exacerbated  with 
the  administration  of  dopamine  and  isoproterenol  in  a 
patient  with  a normal  heart  (postmortem)  and  normal 
electrolyte  status.14 

The  pharmacological  activity  of  amantadine  includes 
presynaptic  inhibition  of  catecholamine  reuptake  and  in- 
crease activation  of  postsynaptic  dopaminergic  and  nora- 
drenergic receptors.  Furthermore,  amantadine  possesses  a 
chemical  structure  similar  to  TCA;  so  that  both  factors 
may  have  contributed  to  the  development  of  ventricular 
arrhythmia.  It  also  explains  the  exacerbation  of  the 
arrhythmia  when  dopamine  and  isoproterenol  infusions 
were  used,  for  dopamine  and  isoproterenol  are  both  exog- 
enous sources  of  catecholamines.14 


Table  1. — Nonantiarrhythmic  drugs  associated  with 
QT  prolongation  and  torsades  de  pointes 

Antibiotics 

Erythromycin  lactobionate  IV 
Erythromycin  base  PO 
Trimethoprim-sulfamethoxazole  PO 
Pentamidine  isethionate  IV 

Amantadine  hydrochloride 

Antidepressants 

Maprotiline 

Serotonin  reuptake  inhibitors 

Antihistamines 

Terfenadine 

Astemizole 

Phenothiazines 

Haloperidol 

Others 

Organophosphates 
Very-low  calorie  diet 

The  authors  noted  that  this  case  of  torsades  de  pointes 
was  terminated  with  lidocaine  and  cardioversion.  It  is 
therefore  recommended  to  avoid  exogenous  sources  of 
catecholamines  in  amantadine  overdose  situations.  Addi- 
tionally, there  were  no  cases  of  torsades  de  pointes  re- 
ported with  amantadine  when  used  at  the  recommended 
dose. 

Antidepressants 

Torsades  de  pointes  occurring  with  the  use  of  TCA  such 
as  thioridazine  and  amitriptiline  have  been  described  in 
the  literature.1516 

Maprotiline  (Ludiomil®). — Although  studies  have  re- 
ported a low  cardiac  side-effect  profile  with  the  second 
generation  tetracyclic  antidepressants  (TTCA),  Herrmann 
et  al  described  a case  of  torsades  de  pointes  in  a 
normokalemic  patient  (4.1  mEq/L)  associated  with  QT 
prolongation  induced  by  maprotiline,  a TTCA  at  a thera- 
peutic dose.  QT  prolongation  gradually  shortened  in  asso- 
ciation with  a decrease  of  maprotiline  plasma  concentra- 
tion.17 

Newer  antidepressant  agents  (Serotonin  reuptake  in- 
hibitors).— Lilljeqvist  et  al  showed  that  newer  antidepres- 
sant agents  could  pose  a risk  of  cardiac  toxicity  as  illus- 
trated by  the  development  of  torsades  de  pointes  with  QT 
prolongation  in  a patient  receiving  a newly  developed 
selective  serotonin  reuptake  inhibitor,  zimeldine  (with- 
drawn from  the  market  in  1983,  but  treatment  still  permit- 
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ted  under  license).  In  this  case,  the  polymorphic  ventricu- 
lar arrhythmia  and  QT  prolongation  were  corrected  with  a 
normalization  of  the  potassium  level  as  well  as  a decrease 
of  zimeldine  plasma  concentration.18 

Therefore,  the  precautions  pertaining  to  the  older  TCA 
should  also  be  applied  to  the  newer  antidepressant  agents 
as  well,  such  as  fluoxetine  (Prozac®),  Sertraline  (Zoloft®), 
and  Paroxetine  (Paxil®). 

Antihistamines 

Terfenadine  and  astemizole  two  of  the  newer  and  less 
sedative  antihistamine  agents  have  been  implicated  in 
different  cases  of  seizure  accompanying  torsades  de  pointes 
with  prolongation  of  the  QT  interval.19'21 

Terfenadine  (Seldane®). — In  this  case,  the  occurrence 
of  torsades  seemed  to  correlate  with  the  coadministration 
of  an  antifungal  agent,  ketoconazole. 19,20  The  mechanism 
of  this  interaction  has  been  proposed  to  be  inhibition  of 
terfenadine  hepatic  metabolism  by  ketoconazole.  A marked 
increase  in  the  serum  concentration  of  the  parent  com- 
pound and  a low  serum  concentration  of  terfenadine 
metabolite  supported  this  hypothesis.19,20 

Astemizole  (Hismanal®). — Clark  et  al  reported  an  over- 
dose of  astemizole  leading  to  seizure,  polymorphic  ven- 
tricular tachycardia,  QT  prolongation,  and  Mobitz  type  11 
heart  block  in  a 15-year-old  girl  with  no  previous  history 
of  syncope  or  cardiac  disease.21 

Because  of  the  potential  of  drug-drug  interactions  and 
cardiac  side  effects,  it  is  recommended  that  patients  hos- 
pitalized with  complaints  of  syncope  or  cardiac  palpita- 
tion and  receiving  the  newer  antihistamines  have  cardiac 
monitoring  for  rhythm  disturbances. 

Nevertheless,  the  concomitant  use  of  terfenadine  and 
astemizole  with  known  inhibitors  of  hepatic  metabolism 
including  certain  macrolide  antibiotics  (ie,  erythromycin) 
and  certain  azole-derivative  antifungal  agents  (ie, 
ketoconazole,  itraconazole)  is  contraindicated.  Precau- 
tion should  also  be  extended  to  loratidine  (Claritin®),  a 
newly  marketed  antihistamine  even  though  no  experience 
of  torsades  de  pointes  has  been  reported. 

Phenothiazines 

Haloperidol  ( Haldol®). — Developed  in  1 958  to  become 
a widely  used  neuroleptic  agent  with  a quarter  century  of 
experience,  haloperidol  has  proven  to  be  efficacious  and 
safe  coupled  with  a low  cardiac  side  effect  profile.22 
Nevertheless,  several  reports  of  torsades  de  pointes  asso- 
ciated with  this  drug  have  been  reported.23,24 

Zee-Cheng  and  colleagues  have  described  the  cases  of 
two  elderly  women  admitted  to  the  hospital  for  ingestion 
of  420  mg  and  1000  mg  of  haloperidol.  Electrolytes  were 
within  normal  limits,  and  these  two  patients  did  not  have 


any  previous  cardiac  history.  However,  torsades  de  pointes 
associated  with  QT  prolongation  developed  nine  and  1 8 
hours  after  admission  in  both  patients,  respectively.  Ven- 
tricular pacing  was  successful  in  preventing  the  recur- 
rence of  the  arrhythmias.23 

More  recently,  Metzger  et  al  reported  three  more  cases 
of  torsades  de  pointes  occurring  with  lengthening  of  QT 
intervals  during  haloperidol  intravenous  therapy.  All  three 
patients  have  dilated  cardiomyopathy  and  current  history 
of  alcohol  abuse.  Intravenous  haloperidol  doses  ranged 
from  115  mg  to  825  mg  daily.  Serum  electrolytes  were 
within  normal  limits  in  all  three  patients.  The  authors 
reported  a mean  percentage  change  in  the  QT  intervals  by 
27%  compared  to  baseline.24 

Probably  with  a wider  application  of  this  neuroleptic 
agent  in  the  intensive  and  coronary  care-units,  daily  QT 
and  QTc  measurements  need  to  be  followed  along  with 
other  potential  precipitating  factors  such  as  hypo- 
magnesemia and  hypokalemia. 

Other  Agents 

Organophosphates. — Cardiac  toxicity  consisted  of  a 
first  brief  phase  of  intense  sympathetic  tone  followed  by 
a second  phase  of  prolonged  parasympathetic  discharge 
manifesting  as  atrioventricular  conduction  block.25 
Ludormirsky  et  al  described  several  cases  of  torsades  de 
pointes  associated  with  QT  prolongation  after  organo- 
phosphate  poisoning.  Patients’  serum  electrolytes  were 
within  normal  limits.  The  authors  postulated  that  this  type 
of  cardiac  toxicity  may  originate  from  the  intense  and 
unequal  sympathetic  stimulation  of  myocardial  fibers.25 

Therefore,  besides  the  pulmonary  and  hemodynamic 
manifestations  of  poisoning  from  organophosphate  com- 
pounds, one  should  also  be  aware  of  this  late  phase  of 
cardiac  toxicity  which  usually  occurs  between  the  third 
and  the  15th  day  postintoxication.25 

Very-low  calorie  diets. — Following  the  advertising  wave 
of  low  calorie  diets  to  lose  weight,  Thwaites  et  al  related 
the  experience  of  a young  woman  who  developed  QT 
prolongation  in  association  with  torsades  de  pointes  after 
she  had  begun  a very  low  calorie  diet.26  Hers  was  the  first 
recognized  and  reported  case  of  that  nature,  but  other 
similar  cases  may  have  been  unreported. 

Based  on  this  observation,  it  is  recommended  that  a 
person  have  a cardiac  evaluation  before  attempting  a very 
low  calorie  diet.  Regular  ECG  follow-ups  are  also  recom- 
mended. 

Management  of  Torsade  de  Pointes 

The  aim  of  the  treatment  is  to  shorten  the  QT  interval 
and  subsequent  delayed  depolarization.  Magnesium  sul- 
fate infusion  has  been  very  successful  in  reversing  poly- 
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morphic  ventricular  tachycardia  associated  with  prolon- 
gation of  the  QT  interval.26,27  It  can  be  given  as  a bolus  of 
2g  over  two  minutes.  An  infusion  at  3-20  mg/min  can  be 
administered  five  to  15  minutes  after  the  first  bolus.  The 
length  of  the  infusion  will  be  based  on  the  shortening  of  the 
QT  interval  to  below  0.50  seconds.  The  salutatory  effect 
of  magnesium,  being  a cofactor  of  the  sodium-potassium 
ATPase  activity,  may  be  related  to  its  ability  to  facilitate 
influx  of  potassium  into  the  cells,  therefore  stabilizing 
membrane  potential  and  reducing  after  potentials.24,25  Other 
underlying  symptoms  that  need  to  be  corrected  include 
ischemia  and  potassium  depletion. 

In  instances  of  recurrent  torsades  de  pointes, 
isoproterenol  infusion  at  1-4  mcg/min  can  be  started,  or 
the  insertion  of  a temporary  transvenous  pacemaker  rep- 
resents another  alternative  choice  to  manage  this  type  of 
polymorphic  ventricular  arrhythmia  associated  with  QT 
prolongation.24,25  However,  isoproterenol  infusion  is  not 
recommended  because  of  the  cardiac  side  effects  of  the 
drug.  Using  a temporary  transvenous  pacemaker  will  be 
the  treatment  of  choice  in  instances  of  recalcitrant  torsades 
de  pointes. 

The  causative  agents  msut  be  discontinued,  and  in  the 
case  of  organophosphates  poisoning,  continuous  ECG 
monitoring  is  warranted  because  of  its  delayed  cardiac 
toxicity  (See  Table  11). 

Summary 

Torsades  de  pointes  with  its  bizarre  twisting  pattern  and 
its  association  with  QT  prolongation  is  no  longer  a poten- 
tial cardiac  arrhythmia  unique  to  the  proarrhythmic  ef- 
fects of  the  antiarrhythmic  drugs. 

Even  though  certain  agents  have  been  classified  as 
nonantiarrhythmic  drugs,  in  instances  of  electrolyte  or 
metabolite  imbalance,  heart  disease,  and/or  drug-drug 
interaction,  a proarrhythmic  effect  is  always  present.  This 
risk  increases  with  malnourished  and/or  elderly  persons 
coupled  with  a poor  medical  follow-up  system. 

Particularly,  the  concurrent  use  of  terfenadine  and 
astemizole  with  the  macrolide  antibiotics  or  with  the 
antifungal  agents  ketoconazole,  itraconazole  is 
contraindicated. 
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Table  2. — Management  of  torsades  de  pointes 
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(ie,  Iidocaine,  diphenylhydantoin) 
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COMMENTARY 


Health  Care  1994 

NATHANIEL  S.  HOWE 


A Proposal 

AS  the  administration  and  congress  start  the  serious 
debate  on  health  care  reform,  here  is  another  per- 
spective based  on  my  years  served  as  a hospital  trustee  and 
more  recently  as  a member  of  a physician/hospital  organi- 
zation dealing  with  managed  health-care  programs. 

Observations 

• The  health-care  crisis  is  a crisis  in  part  only.  The  great 
majority  of  Americans  receive  excellent  health  care.  Any 
new  system  design  should  build  on  those  elements  of  our 
present  system  which  are  working  well. 

• The  overriding  objective  should  be  to  extend  basic 
health  care  to  those  who  do  not  now  have  it  and  than  make 
certain  that  it  cannot  be  taken  away. 

• Since  there  is  valid  concern  and  uncertainty  as  to  the 
costs  of  a major  restructuring  of  health  care,  nothing 
beyond  a basic  benefit  program  should  be  mandated  at  the 
start. 

• The  federal  government’s  role  should  be  limited  to 
generally  stated  goals  to  be  attained  within  a reasonable 
timetable. 

• Within  certain  guidelines,  individual  states  should 
have  considerable  flexibility  and  latitude  to  design  their 
own  schemes.  These  initiatives  (many  already  launched 
and  in  operation)  should  be  encouraged.  As  “test  market- 
ing” programs  they  may  provide  answers  as  to  what  will 
be  truly  successful  in  the  long  run.  With  proven  success, 
a program  should  be  allowed  to  become  a permanent  part 
of  the  individual  state’s  health  care. 

NATHANIEL  S.  HOWE,  former  industrialist  and  presently 
independent  consultant.  Farmington.  The  opinions  expressed  are  his 
own. 


• The  key  to  a successful  quality-of-care  and  cost- 
effective  system  is  to  structure  the  system  in  such  a way 
that  everyone — providers,  payers,  and  citizens — have  a 
financial  stake  in  it  and  thus  a keen  interest  in  its  opera- 
tional success. 

Plan  Specifics 

1.  A mandated  basic  benefit  package  of  health  care 
would  be  made  available  to  all  Americans.  This  would 
derive  from  a Health  Care  Bill  passed  by  Congress  estab- 
lishing a National  Health  Care  Standards  Commission 
whose  function  would  be  limited  to: 

• Developing  the  specifications  of  the  basic  benefit 
package — the  specifics  of  coverage  and  the  limits. 

2.  The  program  would  include  certain  preventative 
care,  a particular  need  for  children  and  pregnant  women. 
It  would  include  prescription  drugs  but  with  a substantial 
co-pay  arrangement,  at  least  30%  to  40%.  Also  included 
would  be  limited  at  home  and  personal  services  for  dis- 
abled and  elderly  and  a narrow  range  of  mental  health  and 
substance  abuse  services. 

It  would  not  include  routine  examinations  such  as 
yearly  physicals,  certain  cancer  tests,  investigative  drugs, 
and  procedures  until  definite  proof  of  their  effectiveness 
had  been  established.  It  would  not  be  expanded  to  include 
medical  services  or  alternative  medicine  not  currently 
covered  under  Medicare. 

The  National  Health  Care  Standards  Board  could  add 
other  services  to  the  basic  program  only  when  health-care 
savings  were  sufficient  to  offset  the  additional  costs. 

Since  health-care  needs  vary  somewhat  from  state  to 
state,  authorized  state  boards  would  be  granted  the  flex- 
ibility to  make  modifications  in  the  basic  benefit  package 
to  match  local  needs. 
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3.  All  employers  (currently  without  health  plans)  with 
10  or  more  employees  would  be  required  to  provide  the 
basic  program  to  their  employers  and  families.  Employers 
would  pay  a minimum  of  30%  of  the  premiums  in  year 
one,  40%  in  year  two,  reaching  70%  in  year  five.  In  each 
of  these  years,  employers  would  be  permitted  an  expense 
deduction  for  tax  purposes  of  70%  of  premiums  paid.  In 
the  first  four  years,  the  shortfall  in  premium  payments 
would  be  made  up  by  the  federal  government. 

4.  Employees  would  enroll  as  a condition  of  employ- 
ment and  would  pay  30%  of  the  premium  (unless  the 
company  was  currently  paying  more  than  70% — a com- 
mon practice.)  Excess  medical  costs  would  be  deductible 
for  the  employee  in  his  tax  return  as  currently  provided 
under  the  Federal  Tax  Code.  However,  it  might  be  advis- 
able to  “sweeten”  the  formula  for  lower-income  families. 

5.  Medicaid  would  end.  All  persons  and  families  below 
the  poverty  level  would  be  absorbed  without  charge  to 
them  in  the  health  programs  currently  provided  by  the 
individual  states  for  their  state  employees.  (Note:  Tennes- 
see plan.)  Above  the  poverty  line,  up  to  a certain  income 
level,  households  would  be  required  to  “buy  into”  these 
state  programs  on  a sliding  scale.  Medicaid  payments, 
currently  being  made  by  the  federal  government  to  the 
states,  would  be  shifted  to  pay  for  these  programs.  This 
would  be  the  “safety-net”  program  for  all  those  persons 
otherwise  uncovered. 

In  a company  with  fewer  than  10  employees  not  offer- 
ing a health  care  program,  employees  would  be  required  to 
“buy  into”  this  or  some  other  plan. 

Medicare  would  continue  as  is,  but  with  changes  reflec- 
tive of  the  basic  benefit  package. 

6.  Regardless  of  an  individual’s  health  condition,  he 
would  remain  entitled  to  the  basic  benefit  package.  The 
package  would  be  portable.  However,  if  an  individual  or 
family  moved  to  another  state,  they  would  be  covered 
under  that  state’s  particular  benefit  package  however  it 
might  differ. 

7.  The  key  to  providing  quality  health  care  while  con- 
trolling costs  would  depend  on  unleashing  the  competitive 
forces  that  are  now  developing  in  the  health-care  field.  As 
a part  of  managed  care,  incentives  to  compete  successfully 
and/or  control  costs  would  likely  develop  in  the  following 
ways: 

a.  For  hospital  and  doctors — with  quality  care  always 
the  overriding  concern.  As  a partnership,  commitment  to: 

• analyzing  “outcomes”  and  modifying  procedures 
accordingly 

• implementing  electronic  data  collection  and  process- 
ing network,  both  clinical  and  business,  to  be  developed  in 
conjunction  with  payers’  data  collection  systems 

• developing  cost-effective  clinical  paths  and  follow- 


ing universally  accepted  practice  standards,  modifying 
residency  programs  toward  the  goal  of  developing  more 
primary  care  physicians  phasing,  in  adjustment  in  fee 
schedules  to  reflect  relative  values,  expanding  medical 
management  programs  (utilization  review) 

• expanding  use  of  qualified  doctors  and  nurse  practi- 
tioners to  provide  primary  care  and  serve  as  gatekeepers; 
risk  sharing  via  capitation  contracts 

• use  of  video  “outcome”  studies  (Wennberg  group) 
for  patient  viewing  and  participation  in  medical  decisions 

b.  For  employers: 

Enlightened  employers  consider  an  enhanced  (beyond 
the  basic  benefits)  health-care  program  to  be  an  important 
element  in  attracting  and  retaining  employees.  While 
employers  will  wish  to  continue  those  programs,  the 
amount  of  health-care  expense  allowed  for  tax  purposes 
will  be  limited  to  that  allowed  for  the  basic  benefits 
package.  (Grandfathering  of  present  plans’  expenses  should 
be  limited  to  three  years.)  This  limitation  should  energize 
employers’  efforts  to  search  out  new  solutions  providing 
health  care.  Examples  might  be  in-house  clinical  services 
or  expanded  “wellness”  programs. 

With  future  contracts  likely  to  be  negotiated  on  a 
capitation  basis,  closer  collaboration  with  providers  can 
be  expected.  A critical  element  in  improving  medical 
management  will  be  data  processing  provided  by  employ- 
ers which  dovetails  with  that  of  the  providers  so  that 
medically  related  information  is  more  complete  and  timely. 

c.  For  all  enrollees — to  minimize  their  health  costs: 

Significant  copayments  and  deductibles  would  lead  to 

more  thoughtful  use  of  health  care  services. 

d.  For  alliances  and  insurance  companies  including 
HMOs: 

Competition  with  one  another  to  devise  effective  and 
attractive  packages  could  lead  to  imaginative  ways  in 
which  to  help  hospitals  and  doctors  in  effective  medical 
management. 

e.  For  Nursing  Homes: 

Since  a feature  of  the  mandated  program  would  be  a 
limited  at-home  care  program,  this  would  provide  an 
alternative  (in  many  cases)  to  residence  in  a nursing  home. 

8.  Development  of  private  purchasing  alliances,  not 
state  bureaucratic  groups.  Companies  with  200  or  more 
employees  could  negotiate  their  own  programs  with  pro- 
viders— or  they  could  contract  through  alliances  or  through 
insurance  companies.  Smaller  companies  would  be  re- 
quired to  join  alliances  such  as  offered  by  the  Connecticut 
Business  and  Industry  Association,  farm  bureaus,  and 
trade  associations  which  could  negotiate  directly  with 
providers  or  through  insurance  companies.  In  geographi- 
cal areas  where  alliances  were  not  available,  states  would 
step  in  and  create  purchasing  alliances. 
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9.  A single  standard  data  reporting  form  (universal 
claims  form)  coupled  with  electronic  transmittal  is  a 
critical  requirement.  These  should  be  committed  to  by  all 
participants  within  some  reasonable  time  frame. 

10.  The  medical  malpractice  standards  should  be  modi- 
fied so  that  physicians  following  accepted  practice  stan- 
dards (developed  by  physician  specialty  groups  across  the 
country)  and  hospitals  following  clinical  paths  (devel- 
oped in  a similar  way)  would  be  held  harmless.  Only  a 
challenge  on  the  issue  of  competence  could  be  brought 
before  a court. 


11.  Some  version  of  rationing  should  be  encouraged 
(eg,  Oregon  plan).  An  example  would  be  refusal  of  dialy- 
sis treatment  for  persons  beyond  a certain  age.  A commit- 
ment on  the  part  of  hospitals  and  doctors  to  “sell”  the 
living  will  concept  would  be  expected. 


1 3 . A significant  cost  saving  would  result  in  limiting  the 
use  of  emergency  rooms  to  true  emergencies.  Primary- 
care  clinics  should  be  the  first  line  of  health  care  for  those 
not  having  designated  primary-care  doctors.  These,  in 
some  areas,  should  be  open  on  a 24-hour  basis.  Where 
physician  shortages  exist,  use  of  retired  physicians  on  a 
part-time  basis  in  clinics  should  be  encouraged — their 
medical  malpractice  insurance  to  be  paid  by  the  state. 

14.  Very  significant  to  ensuring  the  ultimate  success  of 
health-care  reform  will  be  welfare  reform.  The  explosion 
of  illegitimate  births  and  related  health-care  costs,  as  an 
example,  demand  changes  in  welfare  policy. 

15.  The  complexities  of  the  gathering  and  collating  and 
analyzing  of  the  data  generated  in  hospitals  and  in  doctors 
offices  are  considerable,  yet  this  is  a critical  element  in 
building  a successful  health-care  program.  Networking 
systems  are  essential  so  that  all  critical  historical  informa- 
tion needed  in  managing  a patient’s  care  is  instantly 
available  to  all  parties  as  needed.  While  this  runs  into  the 
issue  of  confidentiality,  patients  should  be  urged  to  sign 
waivers  in  their  own  best  interest. 

To  help  hospitals  and  doctors  in  this  task  as  noted 
above,  the  payers  will  need  to  develop  data  processing 
systems  which  can  be  linked  to  provide  data  to  complete 
the  picture. 

Conclusion 

Incredibly  complex  as  it  is,  the  challenge  to  redesign  the 
health  care-system  needs  to  be  approached  cautiously. 
This  writer  believes  the  ingredients  noted  above  represent 
the  critical  elements  for  a safe  and  sensible  launch. 

Note:  This  collation  of  ideas  was  the  result  of  many 
conversations  with  friends  and  associates  who  contributed 
much. 


12.  At  the  heart  of  a workable,  effective  health-care 
system  is  making  each  citizen  more  responsible  for  his  or 
her  health.  Public  education  programs  on  accident  preven- 
tion, first  aid,  unwanted  pregnancies,  the  bad  effects  of 
alcohol,  drugs,  tobacco,  and  sexually  transmitted  disease, 
as  examples,  will  do  more  toward  saving  lives  and  dollars 
then  more  technology. 

When  warnings  go  unheeded  and  individuals  fail  to 
respond,  the  state  should  be  permitted  to  take  action.  For 
example: 

• Women  on  drugs  who  produce  problem  babies  should 
undergo  medical  treatment  to  prevent  further  pregnancies. 

• Drug  addicts  should  undergo  medical  treatment  and 
perhaps  be  assigned  to  community  service. 

• Alcoholics  could  be  treated  similarly. 
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“F  illing  out  insurance  forms  gives  my  patients 
a pain  in  the  neck.” 

—Dr.  Patrick  J.  Carolan,  Orthopedics,  Bridgeport,  CT 


“Good  medical  care  was  once  as  easy  as  seeing  your  doctor. 
Complications  set  in.  Forms  to  fill  out.  Deductibles.  Hidden  costs.  Partial 
coverage.  Non-medical  intrusions  into  the  patient-physician  relationship.” 

“Doctors  decided  to  do  something  about  it.  Through  our  State  Medical 
Society,  we  first  created  CSMS-IPA,  Connecticut's  only  statewide  IPA. 
Then  we  launched  M.D.  Health  Plan,  based  on  a simple  principle:  The  best 
medicine  for  patients  is  practiced  by  physicians — not  insurance  companies, 
not  benefit  managers,  not  cost  analysts.” 

“It  worked!  Now  the  fastest  growing  health  plan  in  Connecticut  and  the 
choice  of  over  1 15,000  patients,  our  company  is  100%  owned  and  100% 
directed  by  practicing  physician.  Why  not?” 

Patrick  Carolan,  M.D. 


6 DEVINE  STREET  • NORTH  HAVEN,  CT  06473  • (203)  776-5759  • 1-800-345-9272 


COMMENTARY 


An  American  Physicians  Credo 

STEPHEN  R.  KATZ,  M.D. 


Prefactory  note. — For  the  past  year  or  more  a debate  has  raged  over  a so-called  “Health-Care  Crisis.”  That  there  are  defects  and  gaps  in  our 
health-care  system  is  undeniable — nothing  in  this  world  is  perfect.  But  the  concept  that  a “crisis”  exists  is  a creation  of  the  politician,  designed 
to  move  the  resolution  of  these  problems  away  from  where  they  belong — with  the  American  physician — and  into  the  political  and  legislative  arenas 
where  sub  rosa  agendas  can  be  advanced,  all  in  the  name  of  “the  nations’  health.”  I have  been  particularly  discouraged  by  the  actions  of  some 
physicians  who,  acting  under  the  cover  of  an  umbrella  entitled  “Organized  Medicine”  have  made  the  grievous  error  of  accepting  the  politicians’ 
rules  of  engagement,  so  to  speak,  without  questioning  the  basic  premises  and,  as  a result,  wind  up  fighting  in  an  arena  in  which  they  are  strangers, 
with  minimal  practical  knowledge,  training,  experience  and  relying  on  outside,  hired  “experts”  to  help  them.  Saddest  of  all,  all  it  takes  is  an 
invitation  to  participate  in  a “photo  opportunity”  with  the  president  at  the  White  House  to  convince  them  that  they  are  “on  the  right  track.”  These 
people  have  not  learned  the  lesson  of  strategy  taught  2,400  years  ago  by  Sun  Tzu:  “Thus  a victorious  army  wins  its  victories  before  seeking  battle; 
an  army  destined  to  defeat  fights  in  the  hope  of  winning.” 

The  following  statement  is  the  product  of  several  months’  worth  of  mulling  this  subject  over  in  my  mind.  I feel  that  it  contains  ideas  and  opinions 
that  many  physicians  may  hold  in  private,  but  have  been  afraid  to  speak  in  public.  These  people  have  for  too  long  remained  uncourageously  silent 
and  it  is  my  fervent  desire  to  encourage  them  to  speak  out  in  an  honest  fashion  before  it  is  too  late.  I also  realize  that  the  statement  contains  some 
ideas  and  concepts  that  are  just  as  repugnant  to  my  fellow  physicians  as  they  undoubtedly  are  to  politicians.  But  somewhere  in  the  protracted  national 
debate  that  is  now  going  on,  someone  has  to  tell  the  hard  truth  about  what  free  markets  are  and  are  not,  about  what  insurance  really  is  supposed 
to  be,  and  finally,  about  what  direction  the  governance  of  our  country  will  take  if  significant  health-care  legislation  is  enacted.  When  you  step  back 
and  view  President  Clinton’s  overall  legislative  initiatives  you  begin  to  realize  that  they  are  very  antidemocratic  and  statist  in  nature.  Ultimately, 
as  I see  it,  his  health-care  plan  has  very  little  to  do  with  health,  and  very  much  to  do  with  altering  the  very  fabric  of  our  government  into  a collectivist, 
redistributive  model — a system  that  has  already  proven  its  inadequacy  in  many  parts  of  the  world,  to  the  detriment  of  the  citizens  of  many  other 
countries. 

Yes,  sometimes  you  have  to  “just  say  NO”  ! I hope  that  what  follows  will  help  you  to  do  that. — S.R.K. 


An  American  Physician’s  Credo 

I AM  an  American  Physician.  I believe  that  the  Constitu 
tional  principles  defined  by  the  Founding  Fathers  of  the 
Republic  should  apply  to  medical  care,  and  to  the  practice 
of  medicine. 

• I believe  in  open  competitive  markets  among  physi- 
cians, open  and  unfettered  access  to  these  markets  for 
patients,  and  direct  interaction  between  patients  and  phy- 
sicians unencumbered  by  interfering  third  parties. 

• I believe  that  terms  such  as  “managed  competition” 


STEPHEN  R.  KATZ,  M.D..  full-time  private  practitioner.  Obstetrics 
and  Gynecology,  Fairfield.  He  writes  occasional  political  commentary. 


and  “managed  care”  are  oxymorons,  and  that  they  repre- 
sent a perversion  of  the  founding  principles  of  our  system 
of  government. 

• I believe  in  the  patient’ s right  to  choose.  This  includes 
the  right  of  patients  to  choose  how  much  to  spend  or  not  to 
spend  on  medical  care  and  the  right  to  choose  how  they 
wish  to  spend  their  resources  for  medical  care.  I believe 
that  patients  should  have  the  sole  right  to  determine 
whether  they  wish  to  purchase  health  insurance  or  not, 
including  the  type,  nature,  and  extent  of  coverage.  This 
includes  the  right  to  overinsure,  underinsure,  or  not  insure 
at  all,  at  their  own  discretion  and  their  sole  risk. 

• I believe  that  patients  should  have  free  access  to  the 
physicians  of  their  choice  and  free  choice  as  to  the  settings 
in  which  they  receive  their  care.  I believe  that  patients, 
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with  the  help  of  experts  of  their  own  choosing,  including 
the  use  of  additional  opinions,  should  determine  the  “ap- 
propriateness” of  their  own  care  and  that  they  should  not 
allow  these  rights  to  be  taken  away  from  them  by  agents 
of  companies  which  seek  to  maximize  their  own  profits  by 
depriving  patients  of  needed,  or  desired  care. 

• I believe  in  the  right  of  physicians  to  charge  whatever 
they  determine  to  be  fair  prices  for  their  services  and  I 
believe  that  they  should  profit  or  lose  from  those  decisions 
based  upon  the  free  market’s  response.  I believe  that 
physicians  should  look  directly  to  their  patients  for  pay- 
ment and  not  seek  to  avoid  free  market  risk  by  discounting 
their  services  to  third  parties  with  the  hope  of  assured 
payment.  The  person  who  does  not  know  the  value  of  his 
own  service  is  worth  nothing. 

• I believe  that  physicians  must  continue  their  long- 
standing tradition  of  charitable  service  and  must  not 
abandon  it  for  a philosophy  that  settles  for  “being  paid 
something  for  everything  we  do.”  I believe  that  American 
society  has  to  reconsider  some  of  the  opinions  that  have 
been  foisted  upon  it  by  politicians  about  physicians  and 
recognize  that  the  profession  of  medicine  has  always 
attended  to  its  obligations  of  service  to  a far  greater  degree 
than  any  other  profession. 


• I believe  that  all  forms  of  health  insurance  will  be 
unworkable  until  we  revert  to  the  traditional  definition  of 
insurance  under  which  many  pay  a little  so  that  the  few  that 
face  disaster  may  be  helped.  I believe  that  medical  insur- 
ance should  assist  only  with  major  medical  expenses  that 
threaten  financial  stability.  While  the  goals  of  preventive 
care  and  routine  maintenance  are  to  be  commended  and 
encouraged  they  cannot  be,  nor  should  they  be,  insured 
risks.  To  insure  such  events  is  to  raise  their  costs  by 
incurring  unneeded  insurance  administrative  charges  in 
addition  to  the  costs  of  such  care.  This  is  economic  self- 
destruction. 

• Finally,  I believe  that  all  Americans  have  an  obliga- 
tion to  care  for  themselves,  and  not  sit  back  passively  and 
require  that  the  government  perform  for  them  those  tasks 
and  obligations  which  are  rightfully  their  own  personal 
responsibilities  but  which  they  may  find  individually 
time-consuming,  wearisome,  or  expensive.  If  we  allow 
the  government  to  assume  those  responsibilities  that  are 
rightfully  our  own  as  individuals,  then  we  will  surely 
eventually  surrender  to  the  government  all  of  the  freedoms 
for  which  our  founding  fathers  fought  and  which  are 
expressed  so  eloquently  in  the  Bill  of  Rights. 


302 


CONNECTICUT  MEDICINE,  MAY  1994 


50  Years  Ago 

From  The  Connecticut  State  Medical  Journal 

May  1944 


Some  Notes  on  the  Medical  History  of  Tolland  County 


WILLIAM  L.  HIGGINS.  M.D.,  South  Coventry 


THERE  is  but  little  recorded  history  of  early  medical 
practices  in  Tolland  County  for  the  records  of  the 
County'  Association  have  been  lost  or  destroyed.  Copies  of 
the  Proceedings  of  the  State  Society'  have  lists  of  the 
officers  elected  annually  and  also  biographical  sketches  of 
deceased  members.  These  need  not  be  repeated  in  any 
great  detail.  Tolland  and  Middlesex  Counties  were  incor- 
porated in  1785.  Prior  to  that  date  Tolland  County  was 
divided  between  Hartford.  Windham  and  New  London 
Counties  so  that  our  history  as  a separate  county  began  at 
that  time.  On  May  25,  1871  Dr.  Charles  F.  Sumner  of 
Bolton  who  was  then  president  of  the  Connecticut  State 
Medical  Society  read  a paper  at  the  annual  meeting  which 
was  composed  largely  of  biographical  sketches  of  Tolland 
County'  physicians  past  and  present.  In  1 888  he  revised  the 
same  and  brought  it  up  to  that  date  for  Cole's  History  of 
Tolland  County. 

At  the  May  session  of  the  legislature  held  in  Hartford  in 
1792  the  following  Bill  which  is  quoted  in  part  was  passed. 
“An  Act  incorporating  a Medical  Society7/’  “Whereas  well 
regulated  Medical  Societies,  have  been  found  to  contrib- 
ute to  the  diffusion  of  true  science,  and  particularly  the 
knowledge  of  the  healing  art:  Therefore.  Be  it  enacted  by 
the  Governor  and  Council,  and  House  of  Representatives, 
in  General  Court  assembled.  That  there  be  a Medical 
Society  formed  within  this  State."  Then  follows  the  names 
of  forty-seven  physicians  who  are  to  constitute  the  Society 
and  provides  for  additions  to  their  numbers,  and  specifies 
how  and  when  the  organization  shall  be  set  up  both  as  to 
the  State  Society  and  the  County7  Associations.  Full  au- 
thority is  given  in  the  Act  to  make  all  rules  and  regulations 
necessary  to  cany  into  effect  the  objects  of  the  organiza- 
tion. 

From  the  Connecticut  State  Medical  Journal.  May  1944. 


Pursuant  to  the  provisions  of  the  Act  on  the  fourth 
Tuesday  of  September  1792  nineteen  physicians  and  sur- 
geons in  the  county  of  Tolland  met  in  the  town  of  Tolland 
and  organized  the  Tolland  County  Medical  Association 
with  the  following  named  members:  Ichabod  Warner: 
David  Sutton:  Miner  Grant:  Asa  Hamilton:  Jeremiah  West: 
Joseph  Parker:  William  Grosvenor:  Joseph  Kingsbury: 
Daniel  Avery;  Ebenezer  Hunt:  Samuel  Willard:  Elijah  F. 
Reed:  Ruggles  Carpenter:  Caleb  Merrick:  Lewis  Collins. 
Ichabod  M.  Warner:  Dan  Arnold:  Simeon  Field;  and 
Stephen  Preston. 

Of  the  forty  -seven  physicians  named  to  constitute  the 
State  Medical  Society  in  its  beginning  five  were  from 
Tolland  County,  namely.  Doctors  Warner:  West:  Sutton: 
Grant:  and  Hamilton.  To  perfect  the  State  organization  it 
was  provided  that  five  persons  should  be  selected  by  ballot 
from  each  county  except  Tolland  and  Middlesex  and  they 
should  have  three  each.  Three  men  were  to  compose  a 
convention  which  was  to  meet  in  Middletown  Court 
House  the  second  Tuesday  of  October  next  at  10  of  the 
clock  in  the  forenoon.  This  convention  was  authorized  to 
select  officers,  adopt  by-laws  and  transact  other  necessary7 
business.  “The  convention  so  formed  shall  be  known  by 
the  Name  of  the  President  and  Fellows  or  the  Connecticut 
Medical  Society.” 

For  the  period  of  four  years  Tolland  County  had  two 
medical  societies.  The  Peters  Medical  Association  was 
organized  at  a meeting  of  physicians  at  the  residence  of  Dr. 
Norman  Brigham  at  Mansfield  Depot  who  met  there  on  his 
invitation  January  1st.,  1856.  "Its  object  is  to  do  good:  to 
protect  the  public:  to  produce  a warm  friendship  among 
the  profession:  to  aid  and  assist  each  other  and  favor  the 
advancement  of  true  medical  science."  Dr.  Norman 
Brigham  was  chosen  President:  Dr.  Timothy  Dimock. 
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First  Vice-President;  Dr.  Alden  Skinner,  Second  Vice- 
President;  Dr.  Edwin  G.  Sumner,  Secretary  and  Dr.  Francis 
L.  Dickinson,  Treasurer.  Meetings  were  held  semi  annu- 
ally at  the  residences  of  some  of  the  members  until  April 
19th.,  1860  when  the  final  one  was  held  at  the  County 
Court  House  at  Tolland.  It  had  a total  membership  of 
twenty-eight  and  it  is  not  known  why  its  existence  was 
terminated.  As  quite  a number  of  its  members  lived  in 
Hartford  County  some  differences  of  opinion  might  have 
developed  or  possibly  it  might  have  been  thought  that  it 
was  unnecessary  to  have  two  medical  associations  in  one 
small  county  which  contained  only  thirteen  towns. 

In  addition  to  their  professional  duties  many  of  the 
physicians  in  Tolland  County  found  time  to  devote  them- 
selves to  political  and  other  public  service  matters  as  a rule 
concurrently  with  their  practice  of  medicine.  Several  have 
been  presidents  of  our  state  society  and  many  have  held 
the  positions  of  Vice-President,  Secretary  and  Treasurer 
and  minor  offices.  Many  have  been  Selectmen,  Town 
Clerks,  Treasurer  and  held  other  offices  in  their  respective 
towns  and  some  have  represented  their  towns  and  districts 
in  the  House  of  Representatives  and  the  Senate.  Many 
have  been  Judges  of  Probate.  Physicians  of  Tolland  County 
have  held  State  offices  such  as  Secretary,  Treasurer, 
Comptroller,  Lieutenant  Governor  and  Governor.  The 
latter  two  positions  were  filled  by  Dr.  John  S.  Peters.  He 
was  elected  Lieutenant  Governor  in  1827  which  office  he 
held  until  1 83 1 . He  was  elected  Governor  in  1 83 1 and  re- 
elected in  1832. 

In  the  early  days  in  this  county  the  practice  of  the 
healing  arts  was  not  materially  different  from  that  in  other 
parts  of  rural  Connecticut.  No  medical  diplomas  were 
required  by  law  and  many  of  the  early  practitioners  read  a 
little  and  rode  a little  with  the  local  doctor  and  hung  out 
their  shingles,  and  after  some  years  many  became  quite 
proficient.  The  practice  of  medicine  in  those  times  was 
probably  more  empirical  than  now  for  there  were  no 
trained  nurses  and  no  hospitals.  The  very  ill  had  to  depend 
on  neighbors  for  “Night  Watchers”  while  members  of  the 
family  did  the  nursing  by  day.  More  or  less  experienced 
women  did  a large  part  of  the  obstetrical  work  in  this 
vicinity  and  frequently  administered  herbs  and  other  rem- 
edies to  the  mother  and  baby  as  well  as  to  other  members 
of  the  family. 

In  some  communities  the  Clergy  practiced  the  healing 
art,  a notable  example  may  be  found  in  the  person  of 
Lorenzo  Dow  of  Coventry.  He  was  very  eccentric.  He 
applied  three  times  to  the  Methodist  Conference  for  a 
license  to  preach  but  his  request  was  each  time  refused. 
The  last  time  the  presiding  Elder  stated  that  he  had  neither 
the  education,  grace  nor  tact  to  be  a preacher.  He  went 
ahead  just  the  same  preaching  and  travelling  all  over  the 
then  known  United  States,  into  parts  of  Canada  and  three 


times  crossed  the  ocean  to  England,  Ireland  and  Wales. 
The  churches  for  the  most  part  were  closed  to  him.  He 
would  preach  from  high  rocks,  in  groves,  in  barns  or  other 
available  places,  and  people  would  flock  by  the  thousands 
to  hear  him. 

It  is  interesting  to  note  that  there  is  located  in  the 
Borough  of  Stafford  Springs  some  mineral  springs  the 
waters  of  which  have  been  used  for  medicinal  purposes 
first  by  the  Indians  and  then  by  the  White  Man  from  the 
earliest  settlement  of  that  locality.  They  drank  the  water 
and  they  bathed  in  it.  The  Indians  said  it  made  them  feel 
lively. 

As  the  fame  of  the  curative  properties  of  the  water 
spread  people  flocked  to  the  place  in  such  numbers  that  it 
was  necessary  to  provide  quarters  for  their  entertainment. 
A hotel  was  built  and  enlarged  from  time  to  time  to 
accommodate  the  ever  increasing  patrons. 

Prior  to  this  the  historian  Trumbull  says  that  at  the  time 
of  the  settlement  of  Stafford  by  the  English,  the  Indians 
were  in  the  habit  of  resorting  to  the  spring  in  great  numbers 
during  the  summer  months.  They  pitched  their  wigwams 
around  the  spring  and  remained  for  weeks  to  drink  the 
water  and  bathe  in  it.  The  white  settlers  soon  learned  to 
value  highly  the  mineral  waters  of  the  spring  for  their 
curative  properties,  and  as  early  as  1750  resort  was  made 
to  the  spring  by  patients  from  other  towns  of  the  colony, 
and  they  also  came  from  the  neighboring  colony  of  Mas- 
sachusetts, and  still  later  from  more  western  and  southern 
parts  of  the  United  States,  Cuba  and  other  countries. 

“In  1765  a case  of  famous  cure  occurred.  A Mr.  Field  of 
Windsor,  Connecticut,  had  been  for  a long  time  afflicted 
with  an  obstinate  cutaneous  complaint  which  had  resisted 
all  medical  treatment.  In  the  summer  of  1765  Mr.  Field 
came  to  the  Stafford  Mineral  Spring  and  was  completely 
healed.  In  consequence  of  the  publication  of  this  case, 
patients  began  to  flock  to  the  spring  from  all  quarters.  No 
mineral  spring  in  America  was  so  widely  patronized  as 
was  the  Stafford  Mineral  Spring.  This  is  no  random 
statement,  but  an  assertion  which  is  borne  out  by  the 
testimony  of  the  historians  Trumbull,  Barber,  Peters  and 
others.  Another  wonderful  cure  was  effected  in  1 766  in  the 
case  of  Thomas  Symmons,  who  was  afflicted  with  partial 
paralysis  which  had  followed  from  a fever.  He  had  been 
treated  by  the  most  eminent  physicians  of  the  time  in  New 
York,  Connecticut  and  Boston,  but  to  no  purpose.  By  no 
treatment  except  the  use  of  this  mineral  water  his  health 
was  completely  restored.” 

One  of  the  most  distinguished  patrons  of  the  spring  in 
those  early  days  was  John  Adams  later  President  of  the 
United  States.  In  July  1775  he  made  a journey  on  horse- 
back from  his  home  in  Quincy  to  the  spring  remaining 
there  several  days  drinking  the  water  and  bathing  in  it.  On 
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July  5th.,  1775  in  his  diary  Mr.  Adams  says,  “Thirty 
people  have  been  here  today,  the  halt,  the  lame,  the 
vapory,  hypochondriac,  scrofulous,  all  resort  here.” 

Peters  writing  in  1781  speaks  of  the  spring  as  having, 
“the  reputation  of  curing  the  gout,  pulmonary  disease, 
hysteries,  etc.,  and  is  the  New  England  Bath,  where  the 
sick  and  rich  resort  to  prolong  life  and  acquire  the  polite 
accomplishments.”  In  1804  Dr.  Samuel  Willard  read  an 
essay  before  the  Connecticut  State  Medical  Society,  which 
called  to  the  attention  of  the  medical  profession  in  a 
marked  way  the  curative  properties  of  this  celebrated 
water.  Among  other  claims  it  is  said  “This  water  acts  as  a 
diruetic  in  every  instance.  Its  effect  upon  the  kidneys  is  to 
keep  them  in  an  active  condition.  The  dread  Bright’s 
disease  may  be  warded  off  and  checked  in  its  development 
by  a free  use  of  this  water. 

It  asserted  with  deliberation  that  no  mineral  water 
surpasses  this  water  for  beneficial  action  upon  the  kid- 
neys. Also  the  quantities  of  soda  and  magnesia  in  the  water 
make  it  nature’s  soverign  remedy  for  dyspepsia  and  inac- 
tive conditions  of  the  stomach  and  liver.” 

For  many  years  the  water  was  bottled,  sold  and  distrib- 
uted as  a commercial  enterprise  to  meet  a popular  demand. 
This  practice  was  discontinued  in  1937. 

The  analysis  of  the  Stafford  mineral  spring  water  is  as 
follows: 

One  U.  S.  Gallon  contains 


Chloride  of  Sodium 0.310 

Sulphate  of  Potassium 0.210 

Sulphate  of  Sodium 0.979 

Bicarbonate  of  Sodium 0.461 

Phosphate  of  Sodium 0.215 

Peroxide  of  Iron 0.67 1 

Protoxide  of  Iron 0. Trace 

Alumina 0.111 

Lime 0.414 

Silicic  Acid 2.004 

Magnesia 0.029 

Moisture  and  Volatile  Matter 1.717 

7.121 


It  also  contains  25  cubic  inches  of  carbonic  acid  gas  in 
solution. 

In  closing  I wish  to  mention  the  career  of  the  most 
outstanding  physician  of  the  county.  In  Cole’s  History  of 
Tolland  County,  we  find  on  pages  116,  117  and  193  the 
following  information:  John  S.  Peters,  M.D.,  L.L.D.  of 
Hebron  was  born  September  21st.,  1772.  He  was  a self- 


made  man  who  by  his  own  exertion  became  highly  noted 
in  his  profession  and  in  public  affairs  generally.  He  was  a 
member  of  the  Tolland  County  Medical  Association  and 
one  of  its  fellows  for  eighteen  years.  He  was  treasurer  of 
the  State  Medical  Society  ten  years,  was  vice-president 
two  years  and  president  of  the  association  from  1 829  to 
1832.  He  was  town  clerk  about  twenty  years,  and  was 
justice  of  the  peace  many  years.  He  was  Judge  of  Probate 
for  the  District  of  Hebron  a long  time,  and  frequently  a 
member  of  the  legislature.  In  1 824  the  Connecticut  Senate 
elected  him  as  its  choice  to  the  United  States  Senate  but  the 
House  chose  Calvin  Wiley  of  Tolland  bringing  about 
disagreeing  action.  The  next  session  Wiley  was  chosen  by 
both  houses.  This  constituted  the  only  major  political 
defeat  of  his  life.  Dr.  Peters  was  an  extensive  land  holder, 
and  took  much  pains  to  improve  his  holdings.  He  used  to 
ride  on  horse  back  and  thought  that  mode  of  travelling 
better  for  one’s  health,  if  less  convenient  and  agreeable 
than  riding  in  a carriage.  He  was  a bachelor  and  lived  to  the 
age  of  84.  About  that  time  he  made  the  following  memo- 
randum: “I  am  now  in  my  84th  year.  I enjoy  good  health, 
and  have  a competency  of  this  world’s  good,  and  am 
waiting  patiently  for  that  change  which  I know  must  soon 
come.”  He  died  March  30th.,  1857.  His  body  rests  in  St. 
Peter’s  cemetery  in  Hebron. 


CALL  FOR  PAPERS 

Members  of  the  Connecticut  State  Medical  Society 
reading  papers  before  other  organizations  are 
requested  to  submit  their  papers  to  the  JOURNAL 
for  consideration  by  the  Board  of  Editors  for 
publication.  Authors  preparing  manuscripts  for 
submission  to  Connecticut  Medicine  should  consult 
Information  for  Authors.  This  material  may  be 
obtained  from  most  issues  of  Connecticut  Medicine 
or  from  the  Journal  office.  Adherence  to  the 
instructions  will  prevent  delays  both  in  acceptance 
and  in  publication.  All  papers  on  computer  should 
be  submitted  on  floppy  disk  along  with  the  hardcopy. 

Please  send  them  to: 

Robert  U.  Massey,  M.D. 

Connecticut  Medicine 
160  St.  Ronan  Street 
New  Haven,  CT  0651 1 
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1994  PDR 
Guide  to  Drug 
Interactions, 
Side  Effects, 

T Ji  • i • TM 

Indications 

(Medical  Economics  Data,  $46.95, 

ISBN  1-56363-067-2) 


The  most  comprehensive  and  reli- 
able publication  of  its  kind — cross 
referenced  to  your  1 994  PDR ! You  get 
the  most  up-to-date  listings  in  three 
vital  areas: 


■ Interactions:  For  a quick  check  of  potential  complications,  this  easy-to-access  section  lists 
problematic  drug  combinations — with  all  brands  and  generic  categories  that  could  be  involved.  It 
even  covers  sometimes  hard-to-pin-down  food  interactions. 

■ Side  effects:  When  a situation  indicates  a possible  adverse  drug  reaction,  simply  look  up  the 
specific  sign,  symptom  or  abnormality.  You’ll  see  if  any  prescribed  medicines  may  be  the  source  of 
the  problem  with  percentage  of  incidence  where  supplied  to  help  pinpoint  the  most  likely  cause. 

■ Indications:  Here  are  descriptions  of  the  clinical  situations  you  may  face  and  lists  of  all  drugs 
indicated.  It  helps  identify  the  alternatives  whenever  a prescribing  conflict  occurs,  and  targets 
antibiotics  by  pathogen  and  system. 

Also  included  in  the  Guide  is  a listing  of  Certified  Poison  Control  Centers,  arranged  by  state,  as 
well  as  key  U.S.  Food  and  Drug  Administration  professional  and  consumer  information  contacts. 
Medical  Economics  Data  is  a leading  provider  of  health-care  information  products  and  services, 
including  customized  and  proprietary  products  for  professionals,  institutions  and  other  who  use, 
deliver,  administer,  market  or  evaluate  health-care  products  and  services. 


CALL  TOLL-FREE  1-800-678-5689 
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THE  PRESIDENT’S  PAGE 


Public  Enemy  Number  One 


In  the  mid-eighteenth  century  an  epidemic  of  colic  among  cider  drinkers  in 
Devonshire,  England,  was  traced  to  apple  presses  and  pipes  containing  lead.1  What 
made  it  an  “epidemic”  was  the  fact  that  the  incidence  of  cases  of  colic  in  the  community 
exceeded  normal  expectancy.  By  the  same  definition,  a single  case  of  tobacco  related 
illness  would  constitute  an  epidemic  in  a smoke-free  society. 

Our  society  is  not  free  of  tobacco  so  the  linguistic  purist  might  say  we  have  no 
epidemic  since  the  incidence  of  tobacco-related  illness  is  exactly  what  we  would 
expect  in  our  society.  But  the  word  epidemic  in  its  generally  understood  meaning 
conjures  up  the  real  state  of  affairs  today. 

The  mortality  attributable  to  tobacco  use  is  mind  boggling.  About  one  in  five  deaths 
are  due  to  smoke-related  illnesses,  more  than  three  in  10  in  the  age  group  35-69  years. 
Tobacco  is  the  largest  single  cause  of  premature  death  in  the  developed  world.  Among 
all  deaths  from  preventable  causes  in  the  U.S.  (over  1,000,000  a year)  it  accounts  for 
40%,  four  times  those  related  to  alcohol.  If  you  are  Native  American  or  Afro- 
American  it  is  even  worse. 

A cynical  view  could  be  that  other  than  friends,  relatives,  and  theoretical  economists,  who  cares?  A death,  once  it 
occurs,  adds  no  cost  to  the  health-care  system  which  is  a sort  of  blessing  in  its  present  state  of  financial  “crisis.”  So  much 
for  mortality.  But  how  about  morbidity?  Approximately  one  fifth  of  the  cost  of  health  care  in  hospitals  is  for  the  care 
of  direct  or  indirect  victims  of  tobacco  in  all  of  its  forms.  The  overall  cost  is  at  least  100  billion  dollars  a year.  The 
lifetime  medical  costs  of  smokers  exceeds  that  of  nonsmokers  by  nearly  7,000  dollars  in  a lifetime. 

Will  our  legislatures  do  something  about  this  problem?  Remember,  we  are  dealing  with  a “runaway”  epidemic  of 
staggering  proportions.  And  along  with  the  tragedy  of  human  suffering  and  death  is  a “runaway”  cost  of  dollars  (many 
are  tax  dollars)  to  pay  for  the  care.  What  might  they  do? 

1)  Stop  subsidizing  the  tobacco  industry. 

2)  Make  America’s  public  areas  smoke  free. 

3)  Prevent  advertising  whenever  possible  and  counteradvertise  with  the  antismoking  position. 

4)  Appropriate  monies  for  research  and  implementation  of  preventive  methods. 

5)  Fully  fund  and  encourage  individual  efforts  to  stop  smoking. 

6)  Raise  taxes  on  tobacco  sufficiently  high  to  impact  the  buyer  and  to  raise  funds  for  the  fight  against  smoking. 

I suppose  I might  have  made  similar  proposals  about  drinking,  high-risk  sexual  behavior,  careless  driving  (including 
speeding),  use  of  illicit  drugs,  motorcycle  and  bicycle  helmets,  guns  around  the  house,  leading  a sedentary  life  style, 
overeating,  and  toxic  agents  in  the  environment.  But  of  them  all,  tobacco  is  the  single  most  costly  in  lives  and  dollars. 

Occasionally,  there  comes  a time  when  the  individual  liberties  we  all  cherish  prove  too  dangerous  or  too  costly  for 
society  in  general.  The  Constitution  did  not  mean  to  protect  our  right  to  shout  “fire”  in  a theater  just  to  see  the  reaction 
of  the  crowd.  Anything  that  we  can  do  to  control  the  enticements  to  tobacco  use  (advertising,  sports  figures,  movies, 
television)  is  worth  doing  in  this  real  “crisis”  we  face. 

As  physicians,  the  issue  is  not  one  of  civil  liberty,  not  a liberal  or  conservative  one.  It  is  a question  of  curtailing  a 
most  deadly,  virulent,  and  costly  problem,  the  use  of  tobacco.  We  must  do  all  we  can  to  stamp  out  this  disease,  now. 
In  case  you  had  not  noticed,  it  is  the  most  serious,  costly,  and  common  epidemic  in  our  nation  today.  It  deserves  the 
designation  Public  Enemy  Number  One. 

1.  Baber  G:  An  essay  on  the  cause  of  endemic  colitis  of  Devonshire,  1767.  Reported  by  Delta  Omega  Society,  American  Public  Health 
Association,  New  York,  1958. 

Howard  J.  Wetstone,  M.D. 
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Donald  A.  Henderson,  MD,  MPH 
U.S.  Department  of  Health  and  Human  Services 

James  M.  Hughes,  MD 

National  Center  for  Infectious  Diseases 
of  the  Centers  for  Disease  Control  (CDC) 

Stephen  M.  Johnson 
AmeriCares 

James  Kenney,  MD 

Yale  University  School  of  Medicine 

Louis  Lasagna,  MD 

Sackler  School  of  Graduate 
Biomedical  Sciences  at  Tufts  University 

Leonard  Laster,  MD 

University  of  Massachusetts  Medical  Center 

Alexander  Leaf,  MD 

Harvard  Medical  Scltool 
Massachusetts  General  Hospital 

Jennifer  Leaning,  MD 
Physicians  for  Social  Responsibility 
Harvard  Community  Health  Plan 

Jean  Mattison  & Joel  Mattison,  MD 
Lambartni,  1962-1963 


Gwen  Grant  Mellon 
Albert  Schweitzer  HGpital,  Deschappelles,  Haiti 

Rhena  Schweitzer  Miller 
Daughter  of  Dr.  Albert  Schweitzer 
Albert  Schweitzer  Institute  for  the  Humanities 

Laurence  O'Connell,  PhD,  STD 

Park  Ridge  Center  for  the  Study  of 
Health,  Faith,  and  Ethics 

Mark  J.  Plotkin,  PhD 

Conservation  International 

Fergus  Pope,  MD 
lambartni,  1956-1966 

Othon  Printz,  MD 

Fondation  Internationale  de  I'Hdpital  du 
Docteur  Albert  Schweitzer  d Lambartni 

Harold  E.  Robles 

Albert  Schweitzer  Instihile  for  the  Humanities 

William  H.  Rosenblatt,  MD 
REMEDY 

Yale  University  School  of  Medicine 

Joyce  Shaver,  MD 

University  of  North  Carolina 
(Chapel  Hill)  School  of  Medicine 


Victor  W.  Sidel,  MD 

Albert  Einstein  College  of  Medic  ine 
Montefiore  Medical  Center 

Howard  Spiro,  MD 

Yale  University  School  of  Medicine 

Reverend  Frederick  J.  Streets 
Yale  University  Chaplain 

Florence  S.  Wald,  RN 

Hospice,  Inc. 

Yale  University  Sdiool  of  Nursing 

Betty  Williams 

Nobel  Peace  Prize  Laureate  1977 
Global  Children's  Studies  Center 


Sponsors 

The  Albert  Schweitzer 
Institute  for  the  Humanities 

Yale  University 
School  of  Medicine's 
Program  for  Humanities 
in  Medicine 


| ALBERT  SCHWEITZER  A 

International  Symposium  I UVl/l 
on  Global  Health  JL  ^ JL 

j Reverence  for  Life: 

Albert  Schweitzer 
and  Global  Health 
from  Lambarene  to 
the  21st  Century 

I Topics 

Memories  of  Lambarene 
Empathy  in  Health  Care 
| Women's  Health  Issues 
Medical  Care  of  the  Homeless 
Hospice  and  Palliative  Medicine 

Disease  Prevention  and 
Health  Promotion 

| Children's  Health  Issues 
Infectious  Diseases 
| The  Tobacco  Pandemic 
Medical  Outreach 
Health  and  the  Environment 
| Biodiversity  and  Human  Health 
The  Nuclear  Threat 
Human  Health  and  the  Environment 
| Global  Health  Care  Economics 
Health  Care  Delivery  in  the  U.S. 

Health  Care  Delivery  in  the 
Developing  World 

Economics  and  Ethics  of  Health  Care 

August  2-6, 1994 

New  Haven,  Connecticut 
U.S.A. 


j|  For  more  information,  contact: 

| The  Albert  Schweitzer 
| Institute  for  the  Humanities 
| 515  Sherman  Avenue 
Hamden,  Connecticut  06514 
1 U.S.A. 

I Telephone  (203)  281-8926 
| Telefax  (203)  281-8929 


Speakers  will  include: 

Susan  Hershberg  Adelman,  MD,  PC 
AMA  Council  on  Medical  Service 

Marcia  Angell,  MD 
New  England  Journal  of  Medicine 

Holly  Atkinson,  MD 

GeoMedica  Networks 

Renee  K.  Bergner,  MD 
Albert  Schweitzer  Hopital,  Deschappelles,  Haiti 

Alan  Blum,  MD 

Baylor  College  of  Medicine 
Noel  Brown,  PhD 

United  Nations  Environment  Programme  (UNEP) 
Kevin  M.  Cahill,  MD 

Center  for  International  Health 
and  Cooperation 

Frank  Catchpool,  MD 
Lambartnt,  1956-1959 

Eric  Chivian,  MD 

Harvard  Medical  School 
Massachusetts  Institute  of  Technology 

Stuart  C.  Finch,  MD 

Robert  Wood  Johnson  Medical  School 
Cooper  Hospital/University  Medical  Center 


Ann  Flitcraft,  MD 

University  of  Connecticut  Health  Center 

William  H.  Foege,  MD 

Carter  Center  of  Emory  University 

Frederick  Franck,  LDS,  DMD,  DFA 
Lambartnt,  1958-1961 

Arthur  W.  Frank,  PhD 

University  of  Calgary 

Reed  Gelzer,  MD 
South  Central  Michigan 
Community  Health 

Janelle  Goetcheus,  MD 

Christ  House  (Washington,  DC) 

John  W.  Gofman,  MD,  PhD 

Committee  for  Nuclear  Responsibility 
University  of  California  at  Berkeley 

Andrew  Haines,  MD 

University  College  London  Medical  School 
Action  in  International  Medicine 

Lorraine  Hale,  PhD 
Hale  House  (New  York  City) 

Scott  B.  Halstead,  MD 

Rockefeller  Foundation 


REFLECTIONS  ON  MEDICINE 


History:  An  Antidote  to  Multiculturalism? 

ROBERT  U.  MASSEY,  M.D. 


EVERY  spring  for  the  past  67  years  the  American 
Association  for  the  History  of  Medicine  (AAHM), 
comprising  both  professional  and  amateur  historians,  has 
met  to  present  papers,  talk  history,  gossip  about  other 
members,  and  generally  celebrate  common  interests  in 
this  remarkably  heterogeneous  discipline.  The  Anesthesia 
History  Association  met  just  before  the  AAHM  this  year, 
as  does  the  American  Osier  Society  about  every  other 
year.  One  member,  an  endocrinologist,  flew  to  New  Or- 
leans immediately  after  the  meeting  to  give  a paper  on  the 
history  of  thyroid  replacement  therapy  at  a meeting  of 
clinical  endocrinologists.  There  are  always  medical  stu- 
dents present  who  are  already  doing  serious  historical 
work.  In  fact,  students  from  half  the  medical  schools  in  the 
United  States  sent  papers  this  year  competing  for  the 
annual  award  of  the  William  Osier  Medal. 

Those  of  us  who  are  amateurs  stand  around  during 
breaks  asking  each  other  why  we  have  this  interest,  why  it 
never  seems  to  flag,  and  why  many  of  our  colleagues  fail 
to  share  it.  Some  bring  out  the  old  arguments  that  there  is 
no  understanding  the  present  without  knowing  the  past, 
that  history  is  like  the  memory  of  experience  without 
which  we  will  surely  repeat  mistakes  over  and  over,  that 
it  converts  a flat  world  into  a three-dimensional  cosmos, 
or  perhaps  a flat  soul  into  one  capable  of  imagination  and 
understanding.  Similar  arguments  could  be  made  for  most 
other  intellectual  activities.  In  fact,  any  of  the  liberal  arts 
pursued  broadly  and  without  bias  will  lead  into  all  of  the 
others,  including  those  not  belonging  to  our  European 
tradition.  That  is  why  I believe  that  multiculturalists  are 
off  base,  and  probably  dangerous. 

They  elevate  unimportant  differences  and  trivial  cul- 
tural variations  into  major,  irreconcilable  positions;  they 
balkanize  our  culture  when  we  should  be  celebrating  our 
common  humanity.  The  notion  of  the  American  melting 
pot,  learned  at  home  and  in  school,  appealed  to  me,  as  it 
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was  intended  to.  It  all  seemed  quite  natural:  we  own  a 
family  bible  that  had  belonged  to  a Quaker  great-great- 
grandfather  whose  English  ancestors  came  from  Ulster, 
and  another  in  German  from  a Mennonite  grandfather  who 
had  been  bom  in  Russian  Poland.  I inherited  a 19th- 
century  prayerbook,  Manual  of  Our  Lady,  from  a second 
cousin  who  was  a Roman  Catholic  priest.  My  wife’s 
ancestors  were  German,  Irish,  French,  and  English,  and 
my  granddaughter  has  a Russian-Jewish  grandfather.  Our 
multiculturalism,  what  there  is  of  it,  is  expressed  by  my 
family  getting  me  to  bake  German  Christmas  cookies 
from  grandmother’s  recipe. 

Amateur  historians  are  free  to  move  easily  from  one 
period  into  another  since  they  rarely  have  grant  deadlines 
to  meet.  In  my  current  obsession  with  mid  to  late  19th- 
century  medicine,  which  has  to  include  Freud,  I have 
strayed  into  literary  history.  While  I will  never  master  the 
arcane  distinctions  between  paleomodemism,  neomod- 
emism,  and  postmodernism,  trying  to  understand  how 
Freud  came  up  with  concepts  that  were  to  form  much  of 
the  intellectual  basis  for  both  psychoanalysis  and  modern- 
ism, I have  had  to  relearn  something  about  Nietzsche, 
Jacob  Burckhardt,  who  incidentally  invented  the  Renais- 
sance, Marx,  and  Hegel — to  say  nothing  of  Goethe,  Kant, 
and  Rousseau.  To  figure  out  why  developing  continental 
medical  science  was  so  different  from  the  British  and 
American  work,  I was  led  to  Hobbes,  Locke,  and  Mill, 
among  others. 

When  C.P.  Snow  worried  about  the  two  cultures  35 
years  ago,  a few  of  us  tried  to  reassure  ourselves  that  there 
was  really  only  one,  using  the  overblown  phrase  about  all 
truth  being  a unity.  Actually  that  claim  may  be  true;  all  of 
our  cultures  have  arisen  from  the  activity  of  minds  more 
alike  than  different.  And  now  we  are  linked  by  waves  and 
filaments  carrying  information  at  the  speed  of  light  in 
almost  limitless  quantity.  All  that  we  think  and  say  and  do 
forms  a continuity  with  our  past  and  the  past  of  our 
species.  Much  of  that  information  either  is  or  soon  will  be 
on  compact  discs!  Europe  came  close  to  a unity  without 
borders  in  the  12th  century;  if  Europe  then  why  not  the 
world  in  the  21st?  Multiculturalism  is  recidividism! 
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MEDICAL  NEWS  CAPSULES 


This  Month’s  Reading  in  Review 

TIMOTHY  B.  NORBECK 


Everyone  knows  about  defensive  medicine;  what  is  not 
so  widely  known  is  what  the  medical  technology  industry 
calls  “defensive  innovation” — manufacturers’  opting 
against  making  a new  device  because  they  can’t  trust  the 
current  liability  laws.  The  public  may  never  know  what 
medical  miracles  are  dying  on  the  drawing  board.  Here’s 
a current  example:  Three  major  suppliers  of  the  raw 
materials  needed  to  make  “biomaterials”  for  products  like 
tissue  heart  valves  have  basically  withdrawn  from  the 
marketplace.  The  cost  of  defending  against  liability  claims 
often  far  exceeds  the  revenues  from  such  products.  With- 
out liability  reform,  we  risk  losing  an  invaluable  part  of 
what  makes  health  care  in  America  the  benchmark  for  the 
world.” 

A letter  to  the  New  York  Times  (20  March  1994)  by 
Alan  H.  Magazine,  President  of  the 
Health  Industry  Manufacturers  Association. 

A recent  race  for  lawyers  at  Indiana  University, 
Bloomington,  used  an  ambulance  for  a pace  car. 

Wall  Street  Journal  (31  March  1994) 

Hospice  care  is  celebrating  its  20th  anniversary  this 
year.... In  1992,  some  246,000  terminally-ill  people  en- 
tered a U.S.  hospice  program — 56%  more  than  in  1985, 
when  the  first  hospice  census  was  conducted. 

AM  News  (28  March  1994) 

Some  73%  of  Ohio  adults  either  “strongly  agree”  or 
“somewhat  agree”  that  the  only  thing  that  must  be 
changed  in  the  U.S.  health  system  is  the  potential  for 
poverty /bankruptcy  from  medical  bills. 

University  of  Cincinnati  Institute  for  Policy  Research 
(21  February  1994  - 3 March  1994) 

It’ s possible  Congress  won’ t be  able  to  put  enough  votes 
together  to  pass  any  kind  of  health  legislation  this  year,  or 
early  in  1 995.  That  would  be  a major  political  setback  for 
Bill  and  Hillary  Clinton.  It  would  delay  relief  for  millions 
of  people  who  are  left  unprotected  now,  or  fear  they  will 
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be.  But  it  wouldn’t  be  as  bad  for  the  nation  as  a hastily 
stapled  together  health-care  system  full  of  untried  gim- 
micks and  an  open-ended  price  tag.” 

Syndicated  columnist  Joan  Beck,  in  USA  Today 

(13  March  1994) 

Editor’s  note:  There  is  every  indication  to  expect  some 
health-care  reform  legislation  to  pass  Congress  this  year. 

A study  of  593  New  Yorkers  at  risk  for  dementia  finds 
that  those  with  less  than  eight  years  of  school  or  with  less- 
skilled  jobs  are  twice  as  likely  to  develop  Alzheimer’s 
than  those  with  higher  education  or  skills. 

JAMA  (6  April  1994) 

During  the  past  seven  years,  the  average  weight  of 
young  Americans  age  25-30  rose  10  pounds. 

From  a NIH  study  which  appeared  in  the 
Cincinnati  Enquirer  (7  April  1994) 

The  nation  spends  $13.5  billion  on  health  care  related  to 
violent  crime. 

Department  of  Health  and  Human  Services  and 
published  in  AM  News  (4  April  1994) 

According  to  a study  by  Georgetown  University  ’ s Eliza- 
beth Hervey  Stephen,  immigrants  are  healthier  than  na- 
tive-born Americans. 

Business  Week  (21  March  1994) 

A 13-member  federal  advisory  commission  disclosed 
in  early  April  what  physicians  have  known  for  a long  time 
— that  Medicare  now  pays  doctors  only  59%  of  what 
private  insurance  companies  pay,  and  this  gap  may  “com- 
promise access  to  care  for  Medicare  beneficiaries.”  In 
1989,  Medicare  paid  doctors  68%  as  much  as  private 
insurers. 

New  York  Times  (5  April  1994) 

(Sounds  like)  Only  in  America: 

Taxpayers  in  British  Columbia  will  pay  37-year-old 
Allan  Roe  Coulten — who  is  serving  a nine-year  sentence 
for  armed  robbery — $ 1 8,750  in  damages  because  he  frac- 
tured his  hip  while  playing  racquetball  on  a slippery  prison 
court  at  Matsqui  Institution. 

Sports  Illustrated  (7  March  1994) 
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Letters  to  the  Editor 


Letters  to  the  Editor  are  considered  for  publication  (subject  to 
editing  and  abridgement),  provided  that  the  are  submitted  in 
duplicate,  signed  by  all  authors,  typewritten  in  double  spacing,  and 
do  not  exceed  1-1/2  pages  of  text  (excluding  references).  They 
should  not  duplicate  similar  material  being  submitted  or  published 
elsewhere.  Letters  referring  to  a recent  Journal  article  should  be 
received  within  six  weeks  of  the  article’s  publication. 


CRITIQUE  OF  THE  PUBLIC  METHADONE 
PROGRAMS  IN  CONNECTICUT 

I welcome  the  comments  of  Commissioner  Addiss  and 
Ms.  Sher  Hrosko  concerning  my  critique  of  the  public 
methadone  programs  in  Connecticut  (Medical  Misman- 
agement in  Public  Methadone  Programs,  March  1 994).  As 
they  mentioned  I did  ask  the  DPHAS  to  review  the 
dismissals  of  the  two  patients  mentioned.  Their  investiga- 
tion substantiated  only  the  program  personnel’s  view  of 
what  transpired.  However,  at  no  time  were  these  patients 
interviewed  regarding  their  individual  assessment  of  what 
transpired.  This  hardly  seems  equitable  especially  when  a 
sworn  deposition  by  the  first  patient  directly  contradicts 
statements  made  by  program  personnel.  Commissioner 
Addiss  and  Ms.  Hroska  agree  that  a fair  hearing  should 
take  place  in  which  the  patient  is  able  to  have  input.  The 
statement  that  this  is  a matter  of  standard  practice  is  clearly 
not  substantiated  by  the  two  examples  of  termination  of 
treatment  presented.  One  had  no  hearing  and  the  other 
hearing  was  procedural  only  in  which  no  comments  from 
the  patient  were  allowed.  It  is  absolutely  essential  that,  in 
the  future,  an  outside,  dispassionate  arbitrator  be  involved 
in  termination  hearings  and  that  both  sides  of  the  question 
be  heard  before  potentially  harmful  dismissals  are  made. 

One  of  the  sound  bytes  currently  heard  regarding  drug 
issues  is  treatment  on  demand.  Commissioner  Addiss 
states  that  20,000  more  slots  are  needed  to  meet  current 
demand  for  drug  treatment  in  Connecticut.  Something 
must  be  done  to  provide  an  increase  in  these  essential 
services.  It  would  seem  logical  to  fund  more  programs 
rather  than  pay  out  taxpayers  money  for  cabs  to  ferry 
dependent  people  from  Hartford  to  facilities  in  Westfield, 
Mass. 

For  instance,  there  are  several  ways  to  open  up  metha- 
done programs  to  more  heroin  users. 

• More  programs  are  needed  in  our  large  and  medium 
sized  communities.  If  addictophobic  neighborhoods 
refuse  to  allow  them  to  be  housed  in  their  vicinity 
(NIMBY),  distribution  by  van  or  bus  is  an  alternative 


way  to  dispense  methadone.  It  has  the  advantage,  just 
as  the  needle  exchange  van  does,  of  going  directly  to 
the  areas  in  which  drug  users  congregate. 

• Where  slots  are  unavailable,  “interim”  treatment 
should  be  offered  to  those  newcomers  where  metha- 
done only  is  provided  without  added  social  and 
psychological  services.  Referral  to  a full  service 
program  must  be  made  at  the  earliest  possible  mo- 
ment when  a slot  opens  up.  This  type  of  system  is  on 
line  in  New  York. 

• Stabilized,  cooperative  patients  who  do  not  require 
the  gamut  of  social  and  rehabilitative  services  can  be 
administered  methadone  once  per  week,  or  if  they 
qualify  for  “after  care,”  every  two  weeks.  This  would 
open  up  many  slots  for  new  patients  who  require 
daily  dosing  and  ancillary  services. 

• This  type  of  patient  would  also  be  eligible  for  “medi- 
cal maintenance”  in  a private  physician’s  office.  In 
this  setting  enough  methadone  is  provided  at  each 
visit  to  last  for  28  days. 

In  respect  to  the  issue  of  “medical  maintenance”  a 
resolution  to  develop  this  type  of  program  of  methadone 
distribution  was  passed  by  the  Board  of  Trustees  of  the 
Fairfield  County  Medical  Association  and  will  be  acted 
upon  by  the  Connecticut  State  Medical  Society  in  May 
1994. 1 enclose  a draft  of  the  resolution. 

Henry  N.  Blansfield,  M.D. 

Danbury 

Subject:  Methadone  Maintenance  in  Private  Practice 
Submitted  By:  Henry  N.  Blansfield,  M.D., 

As  an  Individual 

Whereas,  methadone  maintenance  has  been  accepted  treat- 
ment for  relapsing  opiate  addition  for  the  past 
30  years  albeit  constrained  by  inadequate  num- 
bers of  slots  for  treatment  in  public  programs; 
and 

Whereas,  intravenous  drug  use  is  presently  the  second 
most  common  risk  behavior  among  persons 
with  AIDS  in  this  country,  accounting  for 
roughly  30%  of  the  cases;  and 
Whereas,  the  one-a-day  oral  route  of  administration  of 
methadone  obviates  drug  injection  thus  pre- 
venting viral  contamination  by  the  intravenous 
route;  and 

Whereas,  experienced  specialists  in  addiction  medicine 
have  supported  the  concept  that  methadone 
patients  who  have  been  stable  in  treatment, 
employed,  not  using  other  drugs,  and  not  in 
need  of  supportive  services,  be  cared  for  by 
them  in  a private  office  setting;  therefore,  now, 
be  it 
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Resolved:  that  the  CSMS  support  the  concept  of  medical 
methadone  maintenance  by  qualified  physi- 
cians as  a rational  public  health  measure  in 
AIDS  prevention. 

Fiscal  Note:  Methadone  hydrochloride  costs  approxi- 
mately $200  per  year.  Payment  for 
physician’ s services  would  be  the  responsi- 
bility of  the  patient.  The  patient  in  the 
private  setting  has  already  demonstrated 
proven  stability  in  treatment.  It  is  likely  that 
the  patient  will  be  employed  and  will  have 
medical  insurance  to  defray  all  or  part  of 
medical  costs. 


LEGALIZE  DRUGS 

To  the  Editor:  The  arrest  of  12  policemen  on  drug- 
corruption  charges,  ( New  York  Times  25  April  1994) 
highlights  a major  flaw  of  our  War  on  Drugs.  Making  the 
use  of  or  possession  of  certain  drugs  illegal  has  fueled  the 
growth  of  a world-wide  illegal  economic  system. 

This  system  operates  without  the  restraints  applied  to 
normal  business.  Regulation,  inspection  of  purity  of  prod- 
uct, and,  most  important,  taxation  are  absent. 

The  illegal  drug  economy  functions  under  principles 
which  have  made  our  country  great — free  enterprise, 
competition,  profit  motive,  and  individual  initiative,  but  it 
is  limited  to  those  willing  to  break  the  law.  Competition  is 
handled  by  murder,  bribery,  or  corruption.  The  huge 
accumulation  of  tax-free  money  is  a constant  incentive  to 
individuals  to  break  the  law,  join  the  illegal  economy,  and 
make  a bundle.  Likewise,  public  officials  and  law  enforce- 
ment agents  all  too  often  dip  into  this  tax-free  money  in 
return  for  not  enforcing  the  law  or  by  keeping  a bribe- 
paying dealer  in  business  by  arresting  competing  and  non- 
bribe-paying dealers. 

After  20  years  of  the  War  on  Drugs,  a sort  of  balance  has 
been  reached  world  wide  where  the  numbers  of  drug 
dealers  and  corrupt  officials  and  drug-enforcement  agents 
arrested  and  jailed  is  matched  by  new  recruits  on  both 
sides. 

Obviously  the  cure  is  for  the  federal  government  to  stop 
attempting  to  legislate  morals.  The  criminalization  of  the 
use  and  possession  of  alcohol  was  a failure.  Legalizing 
drugs  will  cut  the  ground  from  the  world-wide  illegal 
economy  and  get  it  into  normal  business  channels.  The 
huge  amounts  of  tax-free  money  will  dry  up.  Morality 
should  be  left  to  the  family,  religion,  and  community. 
Addicts  who  victimize  others  (murder,  rape,  robbery,  etc.) 
should  be  treated  as  criminals.  Addicts  who  don’t  victim- 
ize anyone  should  be  treated  medically  or  left  alone. 

R.C.  Hubbard,  M.D. 

Bethel 


312 


CONNECTICUT  MEDICINE,  MAY  1994 


From  the  Executive  Director’s  Office 


COUNCIL  MEETING 

Wednesday,  6 April  1994 

Attendance 

In  the  absence  of  the  Chairman,  Dr.  Joseph  Czarsty,  Dr. 
Joseph  Sadowski,  Vice-Chairman,  chaired  the  meeting. 
Present  in  addition  to  Dr.  Sadowski,  were  Drs.  Ahamed, 
Beck,  Blum,  Brooks,  Deren,  Eslami,  Franklin,  Freedman, 
Hollister,  Kamens,  Keating,  McDonnell,  Parke,  Redmond, 
Scarpa,  Schwartz,  Sosa,  Tesoro,  Timmerman,  Wetstone, 
Zanker. 

Also  present  were:  Mr.  Norbeck,  Ms.  Lindquist,  Mr. 
Brunell,  Mr.  Garofalo,  Ms.  Connolly,  (all  CSMS  staff), 
Ms.  Snider  (NLCMA)  Ms.  Norbeck,  (HCMA),  Ms.  Harney, 
(NHCMA),  Mr.  Thompson  (FCMA),  James  Orphanos, 
M.D. 

Absent  were:  Drs.  Bigos,  Bobruff,  Cottle,  Czarsty, 
Fischbein,  Geary,  Herzog,  Leach,  Lesnik,  Meridy,  Petro, 
Van  Nostrand,  Wolfson. 

Joseph  C.  Czarsty,  M.D. 

Dr.  Sadowski  reported,  that  for  the  benefit  of  those  who 
did  not  know,  Dr.  Czarsty  has  had  bypass  surgery  and  the 
reports  are  that  he  is  doing  very  well. 

Reports  of  Related  Organizations 

CPRO:  Dr.  Kamens  reported  on  a meeting  held  in 
Baltimore,  the  first  meeting  of  the  four  pilot  PROs  dealing 
with  the  cooperative  cardiovascular  project,  a study  of 
acute  myocardial  infarctions.  The  report  encompassed 
16,000  acute  myocardial  infarctions  that  were  studied. 
Two  achievements  of  note,  before  the  report  is  being 
released,  are  that  a national  consensus  is  being  reached  on 
the  appropriateness  of  guidelines  for  care  and  that  the 
algorithms  for  the  review  of  that  care  were  being  worked 
out.  What  the  study  is  suggesting  at  this  point  is  that 
although  the  care  is  very  good,  there  is  some  room  for 
improvement,  and  this  improvement  will  be  addressed  in 
an  educational  program. 

He  further  reported  that  the  Connecticut  PRO  is  com- 
mitted to  a study  on  pneumonia  and  on  ulcer  as  part  of  its 
responsibility  to  HCFA.  At  the  same  time  CPRO  is  in- 
volved with  the  quality  program  for  CHA,  since  they  also 
wanted  to  study  pneumonias,  it  was  decided  to  join  the  two 
studies.  CPRO  will  have  data  on  the  Medicare  population 
and  CHA  will  have  data  on  the  rest  of  the  population. 


Individual  random  case  review  is  greatly  diminished  un- 
der the  present  scope  of  work.  He  thanked  organized 
medicine  in  the  State  of  Connecticut  as  a whole  and 
particularly  Fairfield  County  for  the  support  that  CPRO 
has  received  at  the  legislative  level  with  regard  to  the  idea 
of  a data  consortium  for  the  state. 

COMP  AC:  Dr.  Roger  Beck  reported  that  they  are  trying 
to  rejuvenate  COMPAC  as  a meaningful  organization  for 
the  physicians  of  the  state.  COMPAC  will  be  moving  its 
headquarters  to  the  CSMS  building  and  the  COMPAC 
secretary  will  be  there  one  day  a week  and  the  rest  of  the 
time,  she  will  continue  to  work  from  her  own  home. 
Efforts  are  being  made  to  strengthen  the  Board  and  we 
have  written  to  each  of  the  counties  asking  them  to 
nominate  to  the  Board,  from  the  large  counties  three 
individual  for  staggered  terms  of  one,  two,  and  three  years. 
The  smaller  counties  have  been  requested  to  nominate  two 
individuals  for  staggered  terms  of  two  and  three  years.  He 
asked  that  each  member  of  the  Council  send  in  their 
personal  check  for  $100  to  COMPAC  to  become  sustain- 
ing members. 

Report  of  the  President 

Dr.  Wetstone  commended  the  staff  for  their  behavior 
under  very  trying  conditions  while  the  CSMS  building 
was  being  renovated. 

He  reported  on  a meeting  which  he,  Mr.  Norbeck,  and 
Mr.  Brunell  attended  at  the  Institute  of  Living.  Dr.  Wetstone 
reported  that  he  did  not  realize  that  the  organization  was 
an  offspring  of  CSMS  and  that  CSMS  gave  them  their 
entire  treasury  at  that  time,  which  was  $600,  to  get  them 
started.  He  stated  that  this  is  just  one  of  the  many  things 
CSMS  has  done  and  that  we  have  been  a very  proactive 
Society. 

He  congratulated  all  the  people  involved  in  the  legisla- 
tive process.  A great  deal  was  accomplished  and  a great 
deal  was  prevented  from  happening  that  could  have  been 
bad. 

Report  of  the  Executive  Director 

Mr.  Norbeck  reported  on  the  following  items: 

(a)  The  Massachusetts  Medical  Society  is  organizing  a 
New  England  Legislative  meeting  in  Boston  on  Sat- 
urday, 4 June  and  he  will  keep  the  Council  posted  on 
the  developments  of  that  meeting. 

(b)  He  reported  that  AARP  came  out  nationally  against 
“Any  Willing  Provider’  and  at  a meeting  with  two 
AARP  leaders  in  Connecticut  had  learned  that  they 
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were  not  even  aware  of  the  federal  study  on  HMOs 
where  they  had  Medicare  patients  go  into  HMOs  for 
a period  of  four  years  and  they  actually  cost  the 
system  5.7%  more  than  Medicare  patients  who  went 
into  fee  for  service  settings. 

(c)  It  was  reported  that  many  claim  that  the  Clinton  plan 
and  major  reform  is  dead,  but  he  believed  that  com- 
ments are  still  a bit  premature.  The  strategy  has 
changed  from  grass  roots  door-to-door  to  an  advertis- 
ing blitz.  The  health-care  reform  project,  which  is  an 
extension  of  the  administration,  will  soon  be  airing 
TV  ads  and  organized  telephone  banks  and  mailing 
literature  to  voters  in  districts  that  house  key  house 
members. 

(d)  He  stated  that  there  is  an  interesting  single-payor 
development  in  California  with  advocates  trying  to 
get  an  initiative  on  the  8 November  ballot.  They  have 
650,000  signatures  of  the  1.1  million  needed  by  22 
April.  This  could  have  an  effect  on  the  national 
debate,  particularly  since  skeptics  didn’t  think  they 
had  a chance.  The  media  in  California  suggest  CMA 
has  battled  such  efforts,  but  in  actuality,  CMA  did  not 
take  a formal  position  on  the  initiative.  Charges  are 
flying  around  about  buying  signatures. 

(e)  The  52,000  member  American  Colleges  of  Surgeons 
Board  of  Regents  took  a single  payor  stand  on  4 
February  and  testified  in  Congress  that  a “totally 
government-run  health  insurance  system  was  the  best 
way  to  go.”  Dozens  of  outraged  members  sent  letters 
to  the  American  College  of  Surgeons’  president  and 
at  its  Chicago  headquarters  ACS  then  held  an  all  day 
meeting  to  discuss  their  position  with  100  delegates 
from  around  the  country.  The  organization  still  sup- 
ports a single-payor  mechanism,  but  has  retreated 
somewhat  and  has  not  been  very  visible. 

(f)  Mr.  Norbeck  reported  that  the  podiatry  issue  of  years 
ago  has  again  come  up.  At  that  time,  CSMS  contested 
a finding  at  the  Podiatry  Board  level  that  the  ankle 
was  part  of  the  foot  and  went  to  court  to  contest  the 
finding  and  won  in  the  Connecticut  Supreme  Court. 
The  issue  being  raised  at  this  time  is  that  a podiatrist 
requested  the  Podiatry  Board  to  determine  whether 
tendons  that  extend  to  the  ankle  and  above,  including 
the  Achilles  tendon,  are  part  of  the  foot  and  within  the 
province  of  podiatry.  It  is  almost  a foregone  conclu- 
sion that  the  Podiatry  Board  will  agree  with  the 
podiatrist.  The  advice  of  legal  counsel  is  that  we 
should  not  bother  with  the  hearing  of  the  Podiatry 
Board  unless  we  are  willing  to  take  action  into  the 
courts.  The  trial  courts  review  of  the  case  is  limited  to 
the  evidence  and  facts  brought  out  at  the  Podiatry 
Board  hearing  and  if  CSMS  does  not  appear  at  the 


podiatry  hearing,  there  will  be  no  supporting  material 
to  present  in  court.  It  was  VOTED  that  CSMS  be 
represented  at  the  hearing. 

Legislative  Update 

A written  document  entitled  “State  Legislative  Update” 
was  distributed  to  members  of  the  Council  which  outlined 
the  status  of  several  of  the  important  bills  being  consid- 
ered. Dr.  Orphanos  reviewed  the  proposed  legislation. 

Candidate  for  AMA  Council  on  Scientific  Affairs 

Dr.  Edward  Kamens,  Chairman  of  the  CSMS  delega- 
tion, introduced  Myron  Genel,  M.D.,  who  is  a candidate 
for  the  AMA  Council  on  Scientific  Affairs.  Dr.  Genel  is 
professor  of  pediatrics  and  an  associate  dean  at  the  Yale 
University  School  of  Medicine.  Dr.  Genel  is  a clinical 
investigator  and  academic  administrator,  with  specialty 
training  in  pediatrics,  genetics,  and  endocrinology. 

Dr.  Genel  addressed  the  Council  and  outlined  some  of 
the  contributions  he  felt  he  could  make  to  the  Council  on 
Scientific  Affairs  and  also  reported  on  CURE,  which  is 
one  of  the  activities  in  which  he  has  been  involved.  CURE 
is  a state  coalition  of  60  organizations  including  CSMS 
that  advocates  for  better  public  understanding  of  scientific 
research,  particularly  as  it  relates  to  the  practice  of  medi- 
cine. He  reported  that  a major  venture  of  CURE  has  been 
to  get  better  information  about  biological  science  in  the 
schools,  especially  the  middle  schools  and  gave  the  Coun- 
cil copies  of  some  issues  of  a publication  entitled  “Bio- 
Rap,”  published  by  CURE,  which  have  been  incorporated 
in  the  curriculum  of  the  middle  schools  in  Connecticut.  He 
stated  that  this  is  one  attempt  to  try  and  more  effectively 
communicate  some  of  the  issues  that  we  are  dealing  with 
at  the  interface  between  medicine  and  public  policy.  He 
stated  that  in  this  area  he  could  make  a contribution  to  the 
Council  on  Scientific  Affairs  and  where  he  could  bring 
something  back  to  Connecticut.  That  is,  to  better  commu- 
nicate with  the  public  on  what  the  scientific  base  of 
medical  practice  is,  how  important  it  is  to  retain  the 
capacity  to  expand  that  base  and  at  the  some  time  commu- 
nicate to  the  public  what  the  limitations  are  of  science  and 
that  medicine  still  remains  an  art. 

Report  on  CMMI 

(a)  CMIC:  In  accordance  with  Council  action,  prior  to 
each  House  of  Delegates  meeting,  there  should  be  a 
discussion  and  report  on  CMMI  and  CMIC.  Dr. 
Eslami,  Chairman,  submitted  a written  report.  For  the 
1993  policy  year,  CMIC  once  again  posted  a signifi- 
cant increase  in  membership.  He  reported  that  Sultan 
Ahamed,  M.D.  was  elected  to  serve  as  President  and 
Chairman  of  the  Board  of  CMIC;  Joseph  S.  Sadowski, 
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M.D.,  was  elected  Treasurer  and  Chairman  of  the 
Finance,  Investment  and  Pension  Committee;  and 
that  Neil  H.  Brooks,  M.D.,  was  elected  to  serve  as  a 
CMIC  Director  from  Tolland  County. 

(b)  Dr.  Eslami  reported  on  a letter  that  he  had  received 
from  CMIC  informing  him  that  the  Service  Agree- 
ment between  CMIC  and  CMMI  is  scheduled  to 
expire  on  5 September  1994,  and  that  after  review  and 
discussion  of  the  relationships  between  CMIC,  CMMI 
and  CSMS,  the  CMIC  Board  of  Directors  adopted  a 
resolution  at  its  meeting  on  14  February  1994  to  not 
renew  the  Service  Agreement  beyond  the  current 
term.  The  letter  stated  that  the  Board  expressed  its 
view  that  CMMI  provides  a valuable  link  to  CSMS  as 
was  originally  intended,  the  direct  participation  of 
several  CMIC  directors  on  the  CSMS  Council,  and 
the  good  working  relationship  between  CMIC  and 
CSMS  organizations  will  fulfill  this  objective  in  the 
future.  The  Board  expressed  their  sincere  apprecia- 
tion to  the  CMMI  directors,  past  and  present,  for  their 
efforts  in  supporting  CMIC  and  helping  to  assure  that 
CMIC  continues  to  fulfill  the  objectives  established 
by  its  CSMS  founders  in  1984. 

It  was  V OTED  to  disband  CMMI.  It  was  further  V OTED 
to  table  a motion  that  the  Council  request  CMIC  to 
consider  a bylaw  amendment  to  provide  a seat  on  the 
CMIC  Board  for  one  member  of  the  Council. 

Report  of  Dr.  Ahamed 

Dr.  Ahamed  requested  the  opportunity  to  address  the 
Council  on  several  items: 

(a)  Physician  Candidates:  He  reported  that  Dr.  David 
Bingham  from  New  London  County,  was  running  in 
the  2nd  Congressional  District  against  Sam  Gejdenson, 
who  is  the  incumbent  Democrat  and  that  the  Repub- 
lican that  was  going  to  oppose  him  is  Ed  Munster  who 
ran  against  him  in  the  past  election.  Dr.  Bingham  is 
running  as  an  Independent.  Two  other  physicians  are 
also  running  for  office,  Drs.  Joseph  Bentivenga,  Hart- 
ford County  and  Gerald  Labriola,  New  Haven  County, 
will  be  running  for  Senator  Lieberman’s  seat. 

(b)  Health  Care  Reform:  Dr.  Ahamed  gave  a summary  of 
the  activities  of  the  Ad  Hoc  Committee  on  Health 
Care  Task  Force  which  resulted  in  a position  paper 
which  will  be  published  and  distributed.  The  docu- 
ment entitled  “A  Solution  for  Health  System  Reform 
in  Connecticut,”  which  outlines  universal  coverage, 
patient  choice,  and  controlled  growth  of  spending, 
was  presented  before  the  Public  Health  Committee  of 
the  State  Legislature.  It  was  VOTED  to  approve  the 
document  as  prepared  by  the  committee.  It  was  fur- 
ther VOTED  to  thank  Drs.  Ahamed  and  Beck  for  a job 
well  done. 


Dr.  Ahamed  reported  that  he  was  given  the  opportunity 
to  present  the  CSMS  plan  before  the  CHA  Board  of 
Directors  and  felt  that  it  was  a productive  meeting.  The 
CHA  Plan  which  was  presented  to  the  legislature  was 
defeated. 

(c)  CMIC:  Dr.  Ahamed  thanked  everyone  involved  in  his 
election  as  President  of  CMIC.  He  stated  that  he 
proposes  to  have  meetings  with  the  county  organiza- 
tions and  leadership  of  CSMS  and  have  an  ongoing 
dialogue  to  find  out  if  there  are  any  problems,  and  if 
there  are  any,  find  solutions.  He  gave  a history  of  why 
CMMI  was  established  and  referred  to  the  letter  he 
wrote  to  Dr.  Eslami  informing  him  of  the  CMMI 
Board’s  decision  to  not  renew  the  Service  Agreement 
with  CMMI  beyond  5 September  1994.  The  reason 
being  that  CMMI  has  been  a paper  organization  for 
quite  a long  time  and  it  was  deemed  unnecessary  now. 
It  will  also  eliminate  the  necessity  for  filing  reports  to 
various  governmental  agencies.  He  stated  that  CMIC 
will  continue  as  a mutual  insurance  company  for  the 
physician  members  of  CSMS. 

1994  Nominees  to  CMIC  Board  of  Directors: 

A communication  was  received  from  CMIC  requesting 
CSMS  approval  of  the  slate  of  CMIC  Director  nominees 
as  follows:  Dr.  Kirana  Kefalos,  New  Haven  County,  Dr. 
Neil  Klein,  Fairfield  County,  Dr.  Brian  Van  Linda,  Hart- 
ford County,  Dr.  Robert  Linden,  New  London  County,  Dr. 
Stephen  Leach,  Windham  County,  Dr.  William  Schear, 
Hartford  County.  It  was  VOTED  to  approve  the  names 
submitted. 

Committee  on  Physician  Health 

Dr.  Neil  Grey,  Chairman  of  the  CSMS  Committee  on 
Physician-Health,  joined  the  Council  to  give  an  update 
and  the  problems  the  committee  has  been  encountering 
with  the  Department  of  Public  Health  and  Addiction 
Services  regarding  the  new  and  very  strict  language  to  the 
consent  agreement,  which  are  the  documents  which  phy- 
sicians who  work  with  the  committee  sign.  He  referred  to 
a copy  of  an  article  that  appeared  in  Connecticut  Medicine 
which  is  about  a physician  who  was  persecuted  by  the 
Department.  Physicians  are  deemed  to  be  guilty  until 
proven  innocent.  The  complete  details  were  presented  to 
the  Council  on  6 February.  The  Chairman  of  the  Commit- 
tee on  Physician  Health  was  empowered  to  take  whatever 
steps  necessary  to  contact  the  appropriate  people  on  this 
issue  and  express  the  Society’s  concern  regarding  the 
physician  health  program.  Dr.  Grey  stated  that  they  had 
met  with  members  of  the  Department  and  were  at  an 
impasse.  He  reiterated  that  they  really  do  not  wish  to 
dissolve  the  program,  but  if  they  cannot  come  to  any 
resolution  with  the  Department  of  Health,  they  would  be 
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forced  to  go  out  of  business.  It  was  VOTED  that  staff  and 
physicians,  appointed  by  the  Chairman  of  the  Council, 
meet  with  the  Department  of  Health  again  to  try  to  find 
some  resolution  to  the  situation  and  report  back  to  the 
Council  in  a timely  fashion.  It  was  further  V OTED  that  the 
Committee  on  Physician  Health,  in  consultation  with  the 
county  organizations,  look  into  the  establishment  of  a 
statewide  physician  organization  and  means  for  funding 
and  report  back  at  the  next  meeting  of  the  Council. 

A letter  from  the  Hartford  County  Medical  Association 
supporting  the  development  of  a statewide  physician 
health  program  was  distributed  to  members  of  the  Council 
and  was  received  for  information  pending  the  outcome  of 
the  report  of  the  Committee  on  Physician  Health. 

Report  of  Pension  Administrative  Agency 

In  accordance  with  Council  action  that  prior  to  each 
annual  meeting  of  the  House  of  Delegates,  the  Pension 
Administration  Agency  should  make  a report  to  the  Coun- 
cil, Dr.  Robert  McDonnell,  Plan  Administrator,  made  the 
following  report:  “That  all  directives  of  the  Pension  Ad- 
ministrative Agency  have  been  followed.  All  necessary 
tax  reports  have  been  filed  and  the  pension  obligations  are 
fully  funded  and  prudently  invested.”  The  report  was 
accepted  for  information. 

Federation  Study  Consortium 

It  was  VOTED  to  Participate  in  the  Federation  Study 
Consortium  created  by  the  AMA  to  analyze  the  functions, 
processes,  and  structural  relationships  among  physician 
organizations,  and  to  recommend  improvement.  The  goals 
are  to  create  an  environment  in  which  all  medicine  can 
better  speak  with  one  voice  about  issues  affecting  patients 
and  physicians,  and  to  develop  mechanisms  through  which 
organized  medicine  can  function  more  efficiently  and 
effectively.  Each  organization  is  asked  to  nominate  two 
physician  representatives  and  one  staff  member  as  candi- 
dates for  participation  in  the  Consortium.  CSMS  has  been 


allotted  one  representative,  which  will  be  selected  from 
one  of  the  three  names  submitted.  The  names  of  Drs. 
Dickerman  Hollister,  Jr.,  Donald  Timmerman,  and  Tim 
Norbeck  have  been  submitted  for  consideration.  The  cost 
is  $1,500  a year  plus  individual  expenses. 

Workers’  Compensation  Protocol  Development 

It  was  VOTED  to  form  an  Ad  Hoc  Committee  to  review 
protocols  of  managed  care  practices  that  will  be  submitted 
to  CSMS  by  the  Workers’  Compensation  Board.  The 
following  Ad  Hoc  Committee  was  appointed:  Dickerman 
Hollister,  Jr.,  M.D.,  Chairman,  Michael  Deren,  M.D.,  and 
Edward  Kamens,  M.D. 

It  was  to  approve  two  recommendations  made  by  the 
Committee  on  Public  Health  as  follows: 

That  CSMS  add  its  voice  to  the  American  Academy  of 
Pediatrics,  the  American  Academy  of  Family  Practice, 
and  the  AMA  in  opposing  TV  and  movie  violence  as  “a 
risk  factor  threatening  the  health  of  young  people.” 

That  CSMS  seek  support  from,  the  state  PTA,  the 
Hezekiah  Beardsley  Chapter  of  the  AAP,  and  from  our 
county  medical  associations  to  circulate  a petition  in  all 
physicians’  offices  against  TV  and  movie  violence  and  its 
commercial  sponsors  for  patients  to  endorse  by  signature. 
(This  “Physicians  and  Patients  against  TV/Movie  Vio- 
lence” petition  would  be  addressed  to  those  networks, 
cable  companies,  studios,  advertisers,  and  government 
officials  who  countenance  exposing  children  to  violence 
and  barbarism.) 

Date  of  Next  Council  Meeting 

Thursday,  30  June  1994 

NB.:  The  foregoing  is  a summary  of  the  prceeding  and 
actions  of  the  Council  on  6 April  1994.  Detailed  minutes 
of  the  meetings  are  on  file  at  106  St.  Ronan  Street,  New 
Haven,  for  the  perusal  by  any  interested  members  of  the 
Society. 


MEDICAL  / THERAPY  SPACE  WINDSOR,  CT. 

7,000  SQ.FT.  IN  MODERN  35,000  SQ.FT.  FACILITY  ON  BUS  LINE.  MINUTES  FROM 
DOWNTOWN  HARTFORD  / AREA  TOWNS.  LOCATED  ON  RT.  159  WITH  ACCESS  TO 
INTERSTATE  1-91  / 1-84  AND  NEW  291  CONNECTOR.  CONVENIENT  PARKING  AND 
HANDICAP  ACCESSIBLE.  EXPANSION  OPPORTUNITY  AVAILABLE.  EXCELLENT 
RATES  AND  TERMS.  PLEASE  CALL  (203)  468-1010. 
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IN  MEMORIAM 


ALLEN,  JOSEPH,  State  University  of  New  York  Col- 
lege of  Medicine,  1930.  Dr.  Allen  specialized  in  neurol- 
ogy and  psychiatry.  He  was  a member  of  the  New  London 
County  Medical  Association,  the  Connecticut  State  Medi- 
cal Society  and  the  American  Medical  Association.  Dr. 
Allen  died  5 September  1993  at  the  age  of  96. 

COLANGELO,  JAMES  P.,  St.  Louis  University  School 
of  Medicine,  1976.  Dr.  Colangelo,  a specialist  in 
nephrology,  was  a member  of  the  staff  at  Rockville  Gen- 
eral and  Manchester  Memorial  Hospitals  and  was  a con- 
sultant for  Johnson  Memorial  and  Day  Kimball  hospitals 
until  taking  medical  disability  leave  in  February  1992.  He 
was  the  chairman  of  the  Medical  Advisory  Board  of  the 
National  Kidney  Foundation  of  Connecticut  from  1988  to 
1990  and  served  as  medical  staff  secretary  at  Rockville 
General  Hospital.  Dr.  Colangelo  was  a member  of  Tolland 
County  Medical  Association  and  the  Connecticut  State 
Medical  Society.  Dr.  Colangelo  died  3 March  1994  at  the 
age  of  43. 

DOLAN,  EVERITT  P.,  McGill  University  School  of 
Medicine,  Montreal,  1950.  Dr.  Dolan  maintained  a 
laparoscopic  and  general  surgery  practice  in  Bridgeport 
prior  to  his  retirement  in  January,  1994.  He  served  as  the 
chief  of  the  Department  of  Surgery  and  in  1990  became 
chairman  of  St.  Vincent’s  Medical  Center.  Dr.  Dolan  was 
a former  medical  director  of  St.  Joseph’s  Manor  and 
attending  staff  of  CHCP.  He  was  active  in  many  medical 
organizations  including  a fellow  of  the  American  College 
of  Surgeons,  a member  of  the  Connecticut  Chapter  of  the 
American  Board  of  Surgery  and  past  president  and  past 
secretary  of  the  Connecticut  Chapter  of  the  American 
College  of  Surgery.  Dr.  Dolan  was  a member  of  the 
Fairfield  County  Medical  Association  and  the  Connecti- 
cut State  Medical  Society.  Dr.  Dolan  died  5 April  1994  at 
the  age  of  67. 

FABRO,  ALFRED  J.,  Tufts  University  School  of  Medi- 
cine, 1937.  Dr.  Fabro,  a general  surgeon,  practiced  in 
Torrington  from  1946  to  1976  and  was  an  attending 
surgeon  at  the  Charlotte  Hungerford  Hospital  in  Torrington 
until  he  became  senior  attending  surgeon.  He  was  a 
diplomat  of  the  American  Board  of  Surgery  and  a fellow 
of  the  American  College  of  Surgeons.  Dr.  Fabro  was  a 
member  of  the  Litchfield  County  Medical  Association, 
the  Connecticut  State  Medical  Society,  where  he  served 
on  numerous  committees  and  was  a delegate  from  the 
Connecticut  State  Medical  Society  to  the  American  Medi- 


cal Association.  He  was  Editor  of  Connecticut  Medicine 
from  1972  to  1985.  Dr.  Fabro  died  29  March  1994  at  the 
age  of  83. 

FINE,  BARNET,  Jefferson  Medical  College,  1932.  Dr. 
Fine  was  in  general  practice  for  49  years  until  his  retire- 
ment in  1982.  He  was  a member  of  the  Fairfield  County 
Medical  Association,  the  Connecticut  State  Medical  Soci- 
ety and  the  American  Medical  Association.  Dr.  Fine  died 
21  January  1994  at  the  age  of  87. 

HOLLANDER,  MICHAEL  E.,  Hahnemann  Medical 
College  and  Hospital,  1969.  Dr.  Hollander  maintained  a 
private  obstetrics  and  gynecology  practice  in  Meriden.  He 
was  a member  of  New  Haven  County  Medical  Associa- 
tion, the  Connecticut  State  Medical  Society  and  the  Ameri- 
can Medical  Association.  Dr.  Hollander  died  16  February 
1994  at  the  age  of  50. 

LEVY,  RICHARD  M.,  Tulane  University  School  of 
Medicine,  1956.  Dr.  Levy  was  an  orthopedic  surgeon  and 
former  clinical  staff  member  at  Y ale-New  Haven  Hospital 
prior  to  his  retirement  in  1990.  He  was  a member  of  the 
New  Haven  County  Medical  Association,  the  Connecticut 
State  Medical  Society  and  the  American  Medical  Asso- 
ciation. Dr.  Levy  died  5 February  1994  at  the  age  of  61. 

MACDERMID,  III,  ROBERT,  G.,  Georgetown  Uni 
versity  School  of  Medicine,  1974.  Dr.  MacDermid  prac- 
ticed gastroenterology  and  internal  medicine  in  Hartford. 
He  was  a past  president  of  the  Connecticut  State  Gastro- 
enterology Society  and  a member  of  the  Hartford  County 
Medical  Association  and  the  Connecticut  State  Medical 
Society.  Dr.  MacDermid  died  1 1 March  1994  at  the  age  of 
45. 

MARTIN,  WALDO  E.,  New  York  Medical  College, 
1954.  Prior  to  his  retirement  in  1978,  Dr.  Martin  main- 
tained a private  family  practice  specializing  in  pediatrics. 
He  served  as  Chief  of  Staff  at  Milford  Hospital  from  1970 
to  1 97 1 and  was  Chairman  of  the  Department  of  Pediatrics 
for  many  years.  Dr.  Martin  was  a consultant  to  the  State  of 
Connecticut  on  long  term  health  care  affairs.  He  was  a 
member  of  the  New  Haven  County  Medical  Association 
where  he  served  as  past  president,  the  Connecticut  State 
Medical  Society  where  he  had  served  as  secretary  and  as 
chairman  of  the  liaison  committee  with  the  Yale  School  of 
Medicine,  and  the  American  Medical  Association.  Dr. 
Martin  died  4 March  1994  at  the  age  of  83. 
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NEFF,  WILLIAM,  JR.,  Columbia  College  of  Physicians 
and  Surgeons,  1933.  Dr.  Neff  was  in  general  practice  in 
Cheshire  until  his  retirement  in  1973.  He  also  served  on 
the  staff  of  Waterbury  Hospital.  Dr.  Neff  was  a member  of 
New  Haven  County  Medical  Association,  the  Connecticut 
State  Medical  Society  and  the  American  Medical  Asso- 
ciation. Dr.  Neff  died  24  April  1994  at  the  age  of  87. 

PARRELLA,  GIOACCHINO,  Yale  University  School 
of  Medicine,  1941.  Dr.  Parrella  was  chief  of  surgery  at 
Milford  Hospital  from  1957  to  1985.  After  his  retirement, 
he  was  involved  in  the  early  review  process  of  malpractice 
suits  for  Connecticut  Medical  Insurance  Company.  Dr. 
Parrella  was  a member  of  the  New  Haven  County  Medical 
Association,  where  he  served  as  president  in  1977,  the 
Connecticut  State  Medical  Society,  where  he  was  active 
on  many  committee’s  and  as  served  as  president  in  1982, 
and  the  American  Medical  Association.  Dr.  Parrella  died 
12  April  1994  at  the  age  of  77. 

SQUILLACOTE,  VINCENT  J.,  Royal  University  of 
Rome,  1934.  Dr.  Squillacote  practiced  internal  medicine 
in  New  Britain  for  over  40  years  prior  to  his  retirement  in 
1979.  He  was  on  the  emergency  staff  at  New  Britain 


General  Hospital  and  in  1974  was  named  director  of 
emergency  services  at  Bradley  Memorial  Hospital  in 
Southington.  Dr.  Squillacote  was  a member  of  the  Hart- 
ford County  Medical  Association,  the  Connecticut  State 
Medical  Society  and  the  American  Medical  Association. 
Dr.  Squillacote  died  16  February  1994  at  the  age  of  86. 

WESOLY,  ANDREW  S.,  University  of  Vermont  Col- 
lege of  Medicine,  1937.  Dr.  Wesoly  maintained  a general 
practice  in  New  Britain  for  50  years.  In  1978,  Dr.  Wesoly 
was  named  “Man  of  the  Year”  by  the  New  Britain  Medical 
Society.  He  was  a member  of  the  Hartford  County  Medi- 
cal Society,  the  Connecticut  State  Medical  Society  and  the 
American  Medical  Association.  Dr.  Wesoly  died  1 3 March 
1994  at  the  age  of  83. 

ZARKIN,  OSCAR,  Tufts  University  School  of  Medi- 
cine, 1937.  Dr.  Zarkin  maintained  an  obstetrics  and  gyne- 
cology practice  in  Hartford  from  1946  until  his  retirement 
in  1980.  He  was  a founding  Fellow  of  the  American 
College  of  Obstetrics  and  Gynecology.  Dr.  Zarkin  was  a 
member  of  the  Hartford  County  Medical  Association  and 
the  Connecticut  State  Medical  Society.  He  died  1 1 April 
1994  at  the  age  of  81. 


ANNUAL  YALE  SPORTS  MEDICINE  SEMINAR 

Friday,  August  19,  1994 
8:00  a.m.  - 1:30  p.m. 

Department  of  Orthopaedics  and  Rehabilitation 
Yale  University  School  of  Medicine 

Course  Director,  Peter  Jokl,  M.D. 

Professor  Orthopaedics  and  Rehabilitation 

Guest  Speakers: 

Kenneth  E.  DeHaven,  M.D. 

Professor  and  Associate  Chairman,  Orthopaedics,  Director,  Athletic  Medicine, 

University  of  Rochester  School  of  Medicine  and  Dentistry,  Rochester,  New  York 

John  P.  Fulkerson,  M.D. 

Professor  and  Director,  Sports  Medicine  Division,  Orthopaedic  Surgery, 

University  of  Connecticut  School  of  Medicine,  Farmington,  Connecticut 

William  E.  Garrett,  Jr.,  M.D.,  Ph.D. 

Associate  Professor,  Orthopaedic  Surgery  and  Cell  Biology, 

Duke  University  Medical  Center,  Durham,  North  Carolina 

Holger  Mellerowicz,  M.D. 

Chief  of  Sports  Medicine,  Oskar-Helene-Heim  Hospital,  University  of  Berlin,  Germany 

Mary  S.  Harkness  Auditorium,  Yale  University  School  of  Medicine,  333  Cedar  Street,  New  Haven,  CT 
For  further  information  and  registration:  Office  of  Postgraduate  and  Continuing  Medical  Education,  Yale  University  School  of  Medicine,  333 
Cedar  Street,  New  Haven,  CT  06520-5082;  tel.  (203)  785-4578;  fax  (203)  785-3083. 
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CSMS  PHYSICIAN  PLACEMENT  SERVICE 


The  Society  maintains  the  Physician  Placement  Service  as  a free  service  to  the  medical  profession,  hospitals, 
and  communities  in  Connecticut. 

Opportunities  should  be  typed,  double-spaced  copy  on  letterhead  and  submitted  to  CSMS,  Physician 
Placement  Service,  160  St.  Ronan  Street,  New  Haven,  CT  06511  (203)  865-0587  or  fax  to  (203)  865-4997.  These 
will  be  published  as  space  permits  and  will  be  distributed  to  physicians  making  inquiries  of  such  opportunities. 

Physicians  wishing  to  locate  in  Connecticut  may  call  the  office  requesting  opportunities  in  their  specialty.  Also, 
candidates  are  invited  to  submit  a resume  to  be  kept  on  file  with  the  Society.  An  announcement  of  a physician’s 
availability  will  be  published  in  two  issues  of  Connecticut  Medicine  as  space  permits. 

Listing  of  physicians  in  the  Placement  Service  does  not  in  any  way  represent  certification  by  the  Society. 
Investigation  of  credentials  and  experience  is  the  responsibility  of  those  seeking  applicants  for  positions. 

Announcements  on  the  Physician  Placement  Service  page  under  Classified  Advertising  are  charged  at  the 
regular  Classified  Advertising  rate. 


OPPORTUNITIES  FOR  PRACTICE 
FAMILY  PRACTICE 

Busy  Family  Physician  needs  help  as  soon  as  possible.  Practice 
expanding  daily  and  is  situated  in  Stamford,  Connecticut.  An 
outstanding  opportunity  for  confident,  highly  motivated  hard- 
working M.D./D.O.  desirous  of  a lucrative  future.  Computer- 
ized office,  laboratory  and  radiology  on  premises.  Two  open 
hospitals  Base  salary  plus  incentive.  Part-time  physician  also 
considered.  Please  respond  to  CSMS  c/o  FP/MB. 

GENERAL  PRACTICE 

Group  practice  seeks  physician  to  join  its  diversified  primary/ 
continuing  care  facility.  Office  practice  only.  Full  or  part  time 
considered.  Contact:  Richard  Slater,  M.D.,  General  Practitio- 
ners of  Hamden,  P.C.,  1100  Dixwell  Avenue,  Hamden,  CT 
06514. 

INTERNAL  MEDICINE 

BE/BC  young  internist  wanted  for  busy  office  of  two  middle- 
aged  physicians.  Private  suburban  practice  in  North  Haven. 
Excellent  opportunity  to  grow,  with  strong  partnership  poten- 
tial. Competitive  salary  and  comprehensive  benefit  package. 
For  additional  information  please  call  (203)  865-6400. 

New  Haven,  Connecticut  - BC/BE  Internist  to  join  large  and 
progressive  practice.  Twelve  physician,  four  office  practice 
looking  for  energetic  team  player.  Facilities  include  laboratory 
and  x-ray  services.  Admit  to  Hospital  of  St.  Raphael  and  Yale 
New  Haven  Hospital.  Hospital  responsibilities  are  primarily 
covered  by  one  physician.  Ten  physicians  rotate  weekends.  New 
Haven-  wonderful  community  for  families  or  individuals  pursu- 
ing enrichment.  Area  known  for  excellent  private  and  public 
schools.  Numerous  Yale  University  sponsored  cultural  events 
and  activities.  Attractive  compensation  and  benefit  package. 
For  more  information,  please  call  Dr.  Carmen  Balzano  at  (203) 
230-4170. 

OB/GYN 

Seeking  OB/GYN  generalist  to  join  active  group  practice  in 
Hartford  region.  Multiple  suburban  offices,  partnership  poten- 


tial. Competitive  compensation  package.  Call:  (203)  676-0680 
or  send  CV  to:  OB/GYN  Associates,  3 1 East  Main  Street,  Avon, 
CT  06001. 

MEDICAL  DOCTOR 
MEDICAL  CONSULTANT/ADVISOR 

Health  Department  seeks  part-time  Medical  Consultant/ Advi- 
sor. Interested  individuals:  request  RFP  from  Director  of  Health, 
740  Main  Street,  East  Hartford,  CT  06108.  Proposals  before 
4:30  pm  on  Wednesday,  June  1,  1994. 

ON-CALL  PHYSICIANS 

JCAHO  accredited  substance  abuse  treatment  hospital  in  Hart- 
ford, CT,  seeking  on-call  physicians.  License  to  practice  medi- 
cine and  surgery  in  CT  is  required  or  Hospital  will  assist  with 
limited  license  for  M.D.’s  with  FGEM.  Send  letters  of  applica- 
tion and  C V’ s to  or  call  Elnors  Maxwell,  M.D. , Medical  Director 
at  722-2100,  or  Marilynn  R.  Stuart,  M.D.,  Chief  of  Professional 
Services  at  722-2002,  Blue  Hills  Hospital,  51  Coventry  Street, 
Hartford,  CT  06112. 

PEDIATRICS 

Exceptional  opportunity  to  join  a pediatric  practice  of  four 
Board  Certified  pediatricians.  Located  in  shoreline  community, 
S miles  from  Yale-New  Haven  Medical  Center,  our  chief  hos- 
pital affiliation.  Salary  $ 120,000.00/year.  Malpractice  insur- 
ance included.  Buy-in  option  also  available.  Call:  1-203-248- 
4846,  any  evening  after  8:00  p.m. 

CONNECTICUT:  Reach  your  professional  and  personal  goals 
in  less  time.  Excellent  opportunity  in  Central  Connecticut  for 
BC/BE  pediatrician  to  join  three-person  practice  in  safe,  family- 
oriented  suburb  location.  Busy,  up-beat  practice  offers  flexibil- 
ity to  match  your  lifestyle  or  family  needs,  with  partnership 
potential.  Readily  accessible  to  the  cultural  centers  of  Hartford, 
New  Haven,  New  York,  and  Boston,  our  location  makes  skiing 
and  boating  an  easy  trip.  Reply  Physician  Recruitment.  Bristol, 
CT  0601 1-529.  You  may  call  Lanny  Libbey  directly  at  1-800- 
892-3846  or  fax  your  CV  to  (203)  585-3525. 
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PHYSICIANS  WISHING  TO  PRACTICE  IN 
THE  STATE  OF  CONNECTICUT 


ates  practice  in  Connecticut.  Please  respond  to:  Mohamed 
Sellami,  M.D.,  Ph.D.,  6401  S.  Westshore  Blvd.  #1418,  Tampa, 
Florida  33616. 


CARDIOTHORACIC  SURGERY 

Available  April  1 994.  Licensed  in  Florida.  M.D.  and  Internship 
at  SFAX  University  Medical  School.  Residency  at  University  of 
Montreal  affil.  Hospital.  Fellowship  at  University  of  S.  Florida. 
American  Board  eligible.  Would  like  to  join  a group  or  associ- 


LOCUM  TENENS 

M.D.  licensed  in  Connecticut  available  for  locum  tenens,  full 
time  employment  and  would  consider  purchase  of  practice  or 
partnership.  Please  call  (215)  667-5315. 


PAID  CLASSIFIED  ADVERTISING 


All  PAID  classified  advertising  orders,  correspondence,  and  payments  should  be  directed  to:  CONNECTICUT 
MEDICINE,  Classified  Department,  160  St.  Ronan  Street,  New  Haven,  CT  06511,  Tel.  (203)  865-0587.  The 
Classified  rates  are  as  follows:  $60.00  for  25  words  or  less;  plus  $1.00  each  additional  word.  For  confidential 
answers,  the  cost  is  $3.00  per  insertion,  sent  in  care  of  CONNECTICUT  MEDICINE.  Ad  copy  must  be  typewritten, 
double  spaced,  with  payment,  and  delivered  no  later  than  the  first  day  of  the  month  preceding  the  month  of  issue. 


FOR  SALE;  X-RAY  MACHINE  & PROCESSOR 

Six-year  old,  raely  used,  Transworld  325  Control  & Generator 
300ma  123kvp;  Flat  Bucky  Table,  Fugi  Film  Processor  and  all 
accompanying  equipment.  Asking  $10,000.00  or  best  offer. 
Call  Cathie  at  381-09990. 


DOCTOR  S OFFICE  SPACE 

Stamford-444  Bedford  900  sq.ft.  1st  floor  immaculate,  2 re- 
served parking  spaces  immediate  occupancy.  $ 1 ,300  per  month 
plus  electric,  Bob  Shields  evenings  288-2795. 


TIME  FOR  A MOVE? 

PRACTICE  OPPORTUNITIES  FOR  FE IH,  OBWN,  FEDS.. 


" We  won't  sell  you  on  a practice  - 
if  we  don’t  have  it,  we'll  find  it. " 


Connecticut 
10+ Cities 
Norwich 
Putnam 
New  London 
New  Haven 
Torrington 


National 
750+ Cities 

Boston 

Cincinnati 

Jacksonville 

Tampa 

Chicago 


The  Curare  Group,  Inc, 


M-F  9:00am-8:00pm,  Sat  l-5pm  EST 


V“PHYSICIAN’S  ASSISTANT” 

V Your  Personal  Medical  Librarian 

^Professional  Medical  Online  Solutions 
for  Patient  Care,  Training,  and  Research 

Particularly  appropriate  if  you  are  keeping  up 
with  scholarship  in  your  field.  Tracking  new 
treatment  methods.  Presenting  expert  testimony. 
Researching  a difficult  clinical  problem. 
Developing  a course  curricula.  Preparing  a talk 
or  speech.  Writing  an  article  or  presentation. 
You’ll  find  citations  and  full  text  to  many  types  of 
published  articles.  Original  research.  Literature 
reviews.  Reports  of  surveys.  Book  chapters. 
Case  studies.  Clinical  trials.  Theoretical  discussions. 

Published  conference  reports.  Bibliographies. 
Descriptions  of  tests  and  apparatus.  Comments  and 
replies.  Reprints.  Office  practice. 

Paula  Daitzman,  M.S.,  M.L.S. 

19  Blackberry  Drive  East, 

Stamford,  Connecticut  06903 
Telephone  (203  + 322-6421 

FAX  (203+968-0490 
^Request  your  information 
package  today 
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A Primer  on  Memory  in  Aging  and  Alzheimer’s  Disease 


SCOTT  T.  SHREVE,  D.O. 


ABSTRACT — Memory  is  a complex  and  difficult 
area  for  researchers,  physicians,  and  caregivers  of 
the  elderly.  Webster’s  Dictionary  describes  memory 
as  “the  power  or  process  of  reproducing  or  recalling 
what  has  been  learned  and  retained,  esp.  through 
associative  mechanisms.”  As  Squire  writes:  “The 
concepts  of  learning  and  memory  are  closely  related. 
Learning  is  the  process  of  acquiring  new  information, 
while  memory  refers  to  the  persistence  of  learning  in 
a state  that  can  be  revealed  at  a later  time.”1 
This  overview  introduces  one  of  the  constructs 
currently  being  used  to  describe  the  memory  process. 
Memory,  as  with  many  other  functions  in  aging,  may 
have  some  correlation  with  chronologic  age  as  well 
as  with  disease  and  nondisease  factors.  The  methods 
used  to  study  memory  are  important  in  defining 
“disease  free”  memory  loss,  “disease  related” 
memory  loss,  and  in  describing  the  influence  of 
other  variables  on  performance  in  memory  testing. 

Introduction 

AGING  “is  a process  that  begins  or  accelerates  at 
maturity  and  results  in  an  increasing  number  and/or 
range  of  deviations  from  the  ideal  state.”2  This  definition 
leaves  unanswered  the  question,  when  is  maturity?  Among 
individuals,  for  different  organ  systems,  and  among  vari- 
ous components  of  the  same  organ  system,  there  are 
different  onsets  of  maturity.  The  notion  of  peak  perfor- 
mance in  all  body  functions  at  age  20-30,  with  subsequent 
gradual  decline,  is  not  valid.  In  terms  of  cognition,  Albert 


SCOTT  T.  SHREVE.  D.O..  Geriatrics  Fellow.  Travelers  Center  on 
Aging.  University  of  Connecticut  School  of  Medicine.  Farmington. 


and  Moss  describe  the  results  of  a Wechsler  Memory 
Scale  component  and  Gorham’s  Proverbs  Test  across  the 
lifespan.3  The  verbal  recall  task  of  the  Wechsler  Memory 
Scale,  which  begins  to  decline  in  40-  and  50-year-olds,  is 
contrasted  with  the  preserved  performance  on  the  abstrac- 
tion test,  Gorham’s  Proverbs,  beyond  age  60.  On  the 
Wechsler  Adult  Intelligence  Scale,  Birren  and  Schaei 
have  shown  differences  in  the  age-related  declines  be- 
tween verbal  and  performance  scales.4  Thus,  areas  of 
cognition  have  varied  associations  with  aging,  and  memory- 
performance  measures  may  also  have  nonuniform  asso- 
ciations with  aging. 

Sampling  appropriate  populations  is  critical  to  answer- 
ing the  question,  what  are  “normal”  memory  changes  with 
aging?  The  relatively  limited  literature  available  on 
memory  changes  with  aging  is  mostly  cross-sectional. 
This  type  of  study  design  exaggerates  age  differences  in 
memory  testing  because  of  cohort  differences.  As  a group, 
the  older  cohorts  may  have  had  less  education,  less  early 
health  care,  and  may  be  less  comfortable  with  the  memory 
testing  procedures.  All  of  these  factors,  and  possibly  other 
unknown  cohort  differences,  may  lead  to  poorer  perfor- 
mance in  the  older  cohorts. 

Another  design  type  that  may  minimize  age  differences 
is  the  longitudinal  study.  In  longitudinal  studies  of  aging 
there  may  be  high  drop-out  rates.  Drop-outs  have  been 
shown  to  include  many  poor  performers  thus  leaving  the 
remaining  sample  biased  toward  better  performance.  These 
methodologic  biases  must  be  incorporated  into  our  evalu- 
ation of  studies  on  aging  to  insure  proper  perspective. 

Memory  may  be  described  as  a series  of  specific  yet 
interactive  stores.  While  some  neuroanatomic  structures 
have  been  identified  as  being  related  to  certain  memory 
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functions,  memory  is  best  thought  of  as  a process  rather 
than  a structure  (see  Fig.  1,  adapted  from  Gilmore  et  al, 
1989). 

This  linear-stage  model  shows  the  flow  of  information 
over  time.  The  sensory  memory  receives  the  stimulus  and 
maintains  it  for  less  than  a second.  In  order  to  reach  short- 
term memory  (also  referred  to  as  “primary  memory”), 
attentional  processes  are  required.  The  short-lived  buffer 
of  short-term  memory  has  a limited  capacity  and  involves 
some  processing  of  information.  Long-term  memory  (also 
known  as  “secondary  memory”)  is  believed  to  have  virtu- 
ally unlimited  capacity  and  the  potential  for  lifelong 
duration.  In  order  to  be  encoded  to  long-term  memory,  the 
significance  attributed  to  the  information  plays  a role. 
“Deeper”  material,  or  that  which  has  greater  relevance  or 
importance  to  the  receiver,  is  retained  better,  while  even 
virtually  unlimited  exposure  to  meaningless  material  will 
not  result  in  retention.  Thus,  attention  is  believed  to  be 
necessary  to  label  or  define  memories  as  important  enough 
to  warrant  storage  in  long-term  memory. 

The  functional  terms  for  memory  are  acquisition,  en- 
coding, storage,  and  retrieval.  While  these  terms  are 
largely  self-explanatory,  the  interrelationship  among  them 
is  important  in  understanding  memory.  Researchers  have 
had  difficulty  isolating  these  functional  domains.  The 
process  of  encoding  information  affects  the  retrieval  pro- 
cess. Memory-improvement  strategies  have  used  this 


*Gilmore  et  al:  Memory,  Aging  & Dementia;  1 989;  Fig.  1 . 1 , p.  8.  Used 
with  permission  from  Springer  Publishing  Company,  Inc.,  New  York; 
Copyright  1989. 


knowledge  in  formatting  information  for  easier  retrieval 
(eg,  mnemonics).  Still,  these  terms  may  be  thought  of  as 
stages  in  the  memory  process  with  important  interaction 
and  dependence. 

Two  other  terms  used  to  describe  memory  processes  are 
“explicit”  and  “implicit”  memory.  In  explicit  memory,  the 
subject  is  aware  that  memory  is  being  assessed.  There  is  a 
study  phase  followed  by  immediate  or  delayed  recall,  as  in 
“here  is  my  phone  number,  please  remember  it  as  I’ll  be 
asking  you  to  repeat  this  back  to  me  in  a few  moments.”  In 
contrast,  implicit  memory  is  tested  without  notification  or 
conscious  effort  by  the  subject.  The  important  difference 
between  implicit  and  explicit  memory  is  the  contribution 
of  awareness  to  the  act  of  remembering.  One  method  of 
testing  implicit  memory  for  visual-motor  abilities  is  called 
pursuit  rotor  testing.  The  subject  is  trained  to  maintain 
contact  between  a hand-held  stylus  and  a small  metallic 
disk  on  a rotating  table  for  multiple  sessions.5  This  test  is 
analogous  to  trying  to  keep  a pencil  point  on  the  label  of 
a record  as  it  spins  on  a turntable.  What  is  learned  in  this 
test  of  implicit  memory  is  the  skill  of  maintaining  the 
stylus  in  contact  with  the  metallic  disk.  Interestingly, 
Alzheimer’s  patients  retain  the  ability  to  learn  this  skill 
despite  significant  dementia.  These  implicit  memory  abili- 
ties, as  well  as  explicit  memory  abilities,  are  important  in 
describing  the  memory  deficits  of  Alzheimer’s  disease. 

West  et  al  examined  the  effects  of  age  and  other 
noncognitive  individual  differences  on  memory  perfor- 
mance testing  in  adult  volunteers,  aged  18-90  years.6  This 
cohort  study  involved  2,495  subjects  recruited  by  adver- 
tisement in  the  Washington,  D.C.,  area.  Twelve  percent  of 
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the  recruits  were  excluded  because  of  neurologic  disor- 
ders, history  of  drug  or  alcohol  dependency,  history  of 
severe  depression,  or  use  of  medications  that  might  affect 
memory.  The  remaining  research  volunteers  completed  a 
one-and-one-half  hour  test  of  “everyday”  memory  using  a 
touch-sensitive  computer.  Everyday  memory  refers  to 
those  memory  skills  that  are  useful  in  day-to-day  living 
such  as  remembering  faces,  names,  telephone  numbers, 
etc.;  this  test  was  first  developed  in  198  8. 7 Analysis  of  the 
independent  variables  (age,  vocabulary,  education,  de- 
pression, gender,  marital  status,  and  employment  status) 
showed  that  no  one  variable  predicted  another. 

In  the  regression  analysis,  age  was  the  strongest  and 
most  consistent  predictor  of  memory-test  performance. 
Of  the  14  memory  performance  measures,  face-matching, 
name-associate  tests,  and  reaction  time  were  predicted 
only  by  age.  And  when  performance  was  predicted  by 
individual  differences  in  addition  to  age,  age  often  ac- 
counted for  the  bulk  of  the  variance  in  test  scores.  The  only 
individual  difference  that  showed  broad-based  predictive 
power  was  vocabulary.  Vocabulary  differences  provided 
a significant  predictive  role  in  all  memory  measures, 
whether  age  was  included  or  not.  In  the  memory  measure 
news,  a prose  memory  test,  a subject’s  knowledge  of 
words  (ie,  vocabulary)  predicted  test  performance  more  so 
than  did  age.  Surprising  to  the  investigators  was  the  effect 
of  gender  on  memory  scores.  Female  gender  significantly 
predicted  performance  on  five  measures,  all  involving 
memory  for  grocery  lists  and  names.  Education  was  a 
predictor  of  memory  performance  on  seven  tests  but  only 
when  age  was  not  considered.  Marital  status  and  employ- 
ment status  played  a minimal  role  in  predicting  memory 
performance. 

In  summary,  the  individual  differences  described  here 
do  not  generally  mediate  the  effects  of  age  on  everyday 
memory  performance.  Only  vocabulary  fully  mediated 
the  effects  of  age  and  did  this  in  only  one  category.  In  this 
healthy,  well-educated,  and  presumably  high  physical 
functioning  sample,  individual  differences  had  some  ef- 
fect on  the  relationship  between  aging  and  memory,  but 
age  remained  the  strongest  and  most  consistent  predictor 
of  memory-test  performance. 

Is  age-associated  memory  loss  a precursor  to 
Alzheimer’s  disease?  Many  phrases  have  been  used  to 
describe  the  changes  in  memory  with  aging,  such  as 
benign  senescent  forgetfulness,  very  mild  cognitive  de- 
cline, questionable  dementia,  age-associated  memory 
impairment,  and  others.  Age-associated  memory  impair- 
ment (AAMI)  seems  to  be  the  most  accepted  definition  for 
research  purposes  and  its  criteria  have  been  outlined  by 
Crook  et  al.8  The  concept  of  AAMI  includes  subjective 
memory  complaint  and  impaired  performance  on  objec- 
tive cognitive  testing  in  the  absence  of  dementia.  The 


criteria  are  not  easily  adapted  for  routine  clinical  use, 
although,  because  any  concomitant  medical  illness  or  any 
medication  that  might  affect  memory  performance  would 
technically  exclude  this  diagnosis.  Dawe  et  al  provide  a 
review  of  the  relationship  between  mild  memory  impair- 
ment in  the  elderly  and  dementia.9  The  many  terms  used  to 
describe  this  memory  impairment  are  not  synonymous 
and  thus  have  been  quantitated  using  different  instruments 
in  investigating  the  possible  progression  to  dementia.  At 
present,  no  clear  conclusions  can  be  drawn  about  the  risk 
of  mild  memory  impairment  progressing  to  dementia 
because  of  the  diverse  definitions  of  memory  impairment, 
the  variety  of  memory  instruments  used,  and  the  relatively 
small  number  of  subjects. 

The  preclinical  or  very  early  diagnosis  of  Alzheimer’ s 
disease  based  on  absolute  scores  from  mental  status  test- 
ing alone  is  not  possible  at  present.10  While  there  are 
statistically  significant  differences  in  memory  testing 
among  Alzheimer  and  non-Alzheimer  patient  groups, 
there  is  an  overlap  of  these  results  because  of  individual 
differences.  The  poor  performers  in  the  non- Alzheimer 
group  may  have  scores  worse  than  the  better  performers  in 
the  Alzheimer  group,  making  the  distinction  and  diagno- 
sis difficult.  Generally,  the  brief  mental  status  tests  have 
proven  insensitive  to  early  dementia  while  the  more  exten- 
sive neuropsychological  tests  are  not  specific  or  diagnos- 
tic of  Alzheimer’ s disease.  Thus,  many  physicians  attempt 
to  obtain  a historical  account  of  premorbid  mental  func- 
tioning in  order  to  put  current  mental  status  testing  into 
perspective.  Significant  decline  in  cognitive  abilities  from 
the  premorbid  state  may  be  an  indicator  of  organic  disease. 
While  there  are  few  data,  the  results  of  mental  status 
testing  may  prove  valuable  in  the  development  of  care 
plans,  based  on  the  noted  strengths,  for  clinically  apparent 
Alzheimer’s  patients. 

In  Alzheimer’s  disease,  the  hallmark  is  profound 
memory  loss;  in  general  these  patients  do  not  respond  to 
the  memory  improvement  strategies  useful  in  non- 
Alzheimer  elderly  populations."  Explicit  memory  is  se- 
verely affected  in  Alzheimer’ s patients . 1 2 The  defect  seems 
to  be  largely  an  encoding  problem.  When  memories  are 
not  encoded  properly,  retrieval  strategies  are  of  limited 
value  because  the  information  was  never  put  in  storage. 
But  patchy  encoding  and  memory  processes  such  as  im- 
plicit memory  are  preserved  in  Alzheimer’s  disease,  espe- 
cially for  visual-motor  skills.  The  previously  mentioned 
example  of  pursuit  rotor  testing  can  be  learned  by  Alzheimer 
patients  and  is  retained  over  extended  periods.  The 
usefulness  of  techniques  to  utilize  these  preserved  areas  of 
memory  (and  interestingly,  the  relatively  nondiseased 
areas  of  primary  sensory  and  motor  cortex)  in  the  manage- 
ment of  Alzheimer’s  patients,  however,  has  not  been 
widely  shown. 
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Memory  is  crucial  to  maintaining  the  functional  inde- 
pendence of  older  adults  and  memory  dysfunction  is 
central  to  the  diagnosis  of  Alzheimer’ s disease.  Our  knowl- 
edge of  age-associated  memory  impairment  and 
Alzheimer’s  disease  is  incomplete,  and  further  research  is 
necessary  to  permit  clinical  distinction  between  these 
entities  and  to  maximize  our  diagnostic  and  supportive 
strategies. 
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M.D.  Health  Plan  Receives 
“Innovative  Leadership  Award” 

Humphrey  Tonkin,  President  of  The  University  of  Hartford,  has  announced  that  M.D.  Enterprises  of 
Connecticut’s  M.D.  Health  Plan  has  been  chosen  to  receive  its  coveted  “Innovative  Leadership  Award”  as  part 
of  the  3rd  Annual  University  of  Hartford  Corporate  Awards  Program. 

This  award  was  created  to  honor  a Connecticut  business  which  has  been  particularly  successful  and  imaginative 
in  adapting  to  a changing  marketplace,  is  a leader  in  its  industry,  a model  for  business  education,  and  provides 
a good  example  to  other  businesses  in  the  state.  M.D.  Health  Plan  is  the  first  business  in  the  service  industry  to 
receive  this  award.  It  is  the  only  statewide  HMO  and  is  entirely  owned  by  physicians.  M.D.  Health  Plan  is  the 
fastest  growing  HMO  in  the  state  with  over  1 15,000  members  and  over  4,000  participating  physicians. 

The  Corporate  Awards  Selection  Committee  is  chaired  by  Daniel  C.  Tracy  of  Arthur  Anderson  & Co.,  and 
includes  members  from  O’Neal  & Prelle,  R.C.  Knox  & Co.,  the  Barney  School  of  Business  & Public 
Administration,  and  the  University  of  Hartford.  The  award  was  accepted  for  M.D.  Health  Plan  by  Douglas  A. 
Hayward,  President  and  CEO  of  the  North  Haven  organization. 
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Primary  Osteosarcoma  of  the  Bladder: 

A Case  Report  and  Review  of  the  Literature 

ARTHUR  E.  LAMONTAGNE,  JR.,  M.D.  AND  DENNIS  G.  O’NEILL,  M.D. 


Abstract — Primary  osteosarcoma  of  the  bladder  is 
an  extremely  rare  neoplasm.  Fewer  than  30  cases 
have  been  reported  in  the  world’s  literature,  some  of 
which  may  not  meet  the  strict  modern  criteria  for 
inclusion  in  this  group.  The  authors  report  a case  of 
such  a neoplasm  occurring  in  an  86-year-old  man 
and  review  the  clinical  presentation,  histopathology 
and  clinical  course  of  this  unusual  tumor. 

Introduction 

PRIMARY  osteosarcoma  of  the  bladder  is  an  extremely 
rare  neoplasm.  Fewer  than  30  cases  have  been  re- 
ported in  the  world’s  literature  and  only  half  of  these  are 
well  documented  and  meet  strict  modem  criteria  for  inclu- 
sion in  this  group.1  A case  of  this  unusual  neoplasm 
occurring  in  an  86-year-old  man  is  presented  and  the 
clinical  presentation,  histopathology  and  clinical  course 
of  the  disease  are  reviewed. 

Case  Report 

F.  B.  is  an  86-year-old  man  who  presented  with  gross, 
painless  hematuria.  Pelvic  ultrasonography  revealed  an 
echogenic  soft  tissue  mass  in  the  bladder.  Cystoscopy 
revealed  a 6cm,  multinodular  sessile  neoplasm  involving 
the  right  posterolateral  bladder  wall.  A transurethral  re- 
section of  this  mass  was  performed  but  the  base  of  the 
tumor  was  very  gritty  and  would  not  cut  with  the 
electrosurgical  loop,  even  at  the  highest  current  levels.  A 
nonenhanced  computed  tomographic  scan  of  the  pelvis 
was  obtained  postoperatively  (Fig.  1)  which  revealed  a 
densely  calcified  mass  of  the  right  posterolateral  bladder 

ARTHUR  E.  LAMONTAGNE,  JR.,  M.D.,  Department  of  Urology, 
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wall  with  evidence  of  transmural  extension.  No  pelvic 
lymphadenopathy  was  demonstrated. 

The  patient  was  discharged  from  the  hospital  after  the 
family  requested  that  no  further  treatment  be  rendered. 

Pathologic  Findings 

Approximately  5.5  g of  tan  gray  gritty  tissue  were 
received.  Light  microscopic  review  showed  a high-grade 
malignant  neoplasm  apparently  arising  within  the  urinary 
bladder  and  extensively  infiltrating  the  mucosal  lamina 
propria  and  underlying  musularis  propria.  This  malignant 
neoplasm  exhibited  high  nuclear  grade  and  high  mitotic 
index  with  both  spindle  cell  and  polygonal  cell  type  of 
differentiation  (Fig.  2).  In  some  areas,  the  malignant 
spindle  cell  proliferation  was  intimately  associated  with 
lace-like  osteoid  and  poorly  mineralized  bone  (Fig.  3). 
There  was  extensive  tumor  necrosis  and  the  surface 
urothelium  was  generally  excoriated.  The  tumor  cells 
expressed  negative  immunoreactivity  for  epithelial  differ- 
entiation markers,  CEA,  CAM  5.2,  and  AE1:AE3. 

Discussion 

Extraosseous  osteogenic  sarcomas  are  only  rarely  seen 
in  visceral  soft  tissues.  Modem  criteria  for  diagnosis 
include: 

( 1 ) malignant  neoplastic  proliferation  with  sarcomatous 
differentiation,  (2)  presence  of  malignant  osteoid  produc- 
tion, (3)  lack  of  epithelial  differentiation,  and  (4)  lack  of 
primary  bone  sarcoma.2-3 

The  most  recent  review  of  this  topic  was  published  in 
1987  by  Young  and  Rosenburg.3  They  presented  the  22nd 
example  of  this  unusual  neoplasm  and  noted  that  several 
previously  reported  cases  were  difficult  to  confirm.  There 
appears  to  be  a significant  male  predominance  ( 18:4).  Age 
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Figure  1. — Unenhanced  CT  scan  of  the  pelvis  showing  calcified  mass  within  the  bladder 
wall. 


carcinosarcoma  exhibit  evidence  of 
neoplastic  epithelial  elements  unlike 
primary  osteosarcoma.  Also,  primary 
osteosarcoma  exhibits  so-called  neo- 
plastic bone  while  the  bone  associated 
with  urothelial  carcinoma  is  metaplas- 
tic in  origin.10,11 

This  tumor  failed  to  demonstrate 
evidence  of  epithelial  differentiation 
by  immunohistochemical  markers  and 
also  exhibited  neoplastic  bone  forma- 
tion. It  was  therefore  interpreted  as  a 
primary  osteosarcoma  of  the  urinary 
bladder. 

Rarely,  benign  lesions  of  the  bladder 
may  contain  bone  as  in  the  case  of  an 
osteoma  of  the  bladder  reported  by 
Codings  and  Welebir12  which  is  thought 
to  have  resulted  from  metaplastic  ossi- 
fication of  detritus  in  a bladder  dam- 
aged by  previous  radiation  therapy  for 
cervical  carcinoma. 


ranged  from  41  to  85  with  a mean  of  62  years.  This  older 
age  of  presentation  distinguishes  extraosseous  osteogenic 
sarcoma  from  osteosarcoma  of  the  bone  which  usually 
occurs  in  much  younger  individuals. 

Presenting  symptoms  are  typical  of  all  patients  with 
bladder  tumors:  hematuria,  frequency,  and  urgency.  Rarely, 
a palpable  mass  has  been  found  on  abdominal  or  rectal 
examination.  One  patient  developed  osteosarcoma  27 
years  after  receiving  7,000  rads  for  a urothelial  malig- 
nancy of  the  bladder.4  Three  other  occurrences  have  been 
described  in  patients  with  previously  known  schisto- 
somiasis of  the  bladder.5 

Grossly  these  tumors  are  large  and  polypoid  and  invade 
deeply  into  the  bladder  wall.  Local  extension  into  adjacent 
soft  tissues  is  common,  but  distant  metastases  are  less 
frequent.  The  neoplasms  usually  present  in  an  advanced 
state  and  the  prognosis  is  very  poor  with  most  patients 
dying  of  their  disease  within  six  months.  Frequent  causes 
of  death  include  urinary  obstruction,  azotemia  and  sepsis. 
Occasional  patients  may  survive  several  years  with  ag- 
gressive surgical  resection  and  chemotherapy.  Doxyrubicin 
and  cis-platin  have  been  among  the  most  effective  agents 
reported  for  use  in  osteosarcoma  of  bone.6'9 

The  differential  diagnosis  of  a high-grade  malignant 
neoplasm  arising  within  the  bladder  and  associated  with 
the  production  of  bone  includes  a urothelial  carcinoma 
with  metaplastic  bone  formation,  a carcinosarcoma  and  a 
primary  osteosarcoma.  Both  urothelial  carcinoma  and 


Summary 

Osteosarcoma  of  the  bladder  is  a rare,  highly  malignant 
and  generally  fatal  neoplasm  which  presents  commonly  in 
an  advanced  state  and  late  in  life.  It  is  the  least  common 
and  the  most  malignant  of  the  three  major  types  of  bone 
forming  bladder  cancers  and  must  be  differentiated  from 
both  carcinosarcoma  and  urothelial  carcinoma  with  os- 
seous metaplasia. 
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Figure  3.  Lace-like  osteoid  being  produced  by  the  sarcomatous  neoplasm  (H&E  x 500). 


Figure  2.  Sarcomatous  proliferation  with  high  nuclear  grade  (H&E  x 500). 
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Figure  1. — Unenhanced  CT  scan  of  the  pelvis  showing  calcified  mass  within  the  bladder 
wall. 


ranged  from  41  to  85  with  a mean  of  62  years.  This  older 
age  of  presentation  distinguishes  extraosseous  osteogenic 
sarcoma  from  osteosarcoma  of  the  bone  which  usually 
occurs  in  much  younger  individuals. 

Presenting  symptoms  are  typical  of  all  patients  with 
bladder  tumors:  hematuria,  frequency,  and  urgency.  Rarely, 
a palpable  mass  has  been  found  on  abdominal  or  rectal 
examination.  One  patient  developed  osteosarcoma  27 
years  after  receiving  7,000  rads  for  a urothelial  malig- 
nancy of  the  bladder.4  Three  other  occurrences  have  been 
described  in  patients  with  previously  known  schisto- 
somiasis of  the  bladder.5 

Grossly  these  tumors  are  large  and  polypoid  and  invade 
deeply  into  the  bladder  wall.  Local  extension  into  adjacent 
soft  tissues  is  common,  but  distant  metastases  are  less 
frequent.  The  neoplasms  usually  present  in  an  advanced 
state  and  the  prognosis  is  very  poor  with  most  patients 
dying  of  their  disease  within  six  months.  Frequent  causes 
of  death  include  urinary  obstruction,  azotemia  and  sepsis. 
Occasional  patients  may  survive  several  years  with  ag- 
gressive surgical  resection  and  chemotherapy.  Doxyrubicin 
and  cis-platin  have  been  among  the  most  effective  agents 
reported  for  use  in  osteosarcoma  of  bone.6"9 

The  differential  diagnosis  of  a high-grade  malignant 
neoplasm  arising  within  the  bladder  and  associated  with 
the  production  of  bone  includes  a urothelial  carcinoma 
with  metaplastic  bone  formation,  a carcinosarcoma  and  a 
primary  osteosarcoma.  Both  urothelial  carcinoma  and 


carcinosarcoma  exhibit  evidence  of 
neoplastic  epithelial  elements  unlike 
primary  osteosarcoma.  Also,  primary 
osteosarcoma  exhibits  so-called  neo- 
plastic bone  while  the  bone  associated 
with  urothelial  carcinoma  is  metaplas- 
tic in  origin.1011 

This  tumor  failed  to  demonstrate 
evidence  of  epithelial  differentiation 
by  immunohistochemical  markers  and 
also  exhibited  neoplastic  bone  forma- 
tion. It  was  therefore  interpreted  as  a 
primary  osteosarcoma  of  the  urinary 
bladder. 

Rarely,  benign  lesions  of  the  bladder 
may  contain  bone  as  in  the  case  of  an 
osteoma  of  the  bladder  reported  by 
Codings  and  Welebir12  which  is  thought 
to  have  resulted  from  metaplastic  ossi- 
fication of  detritus  in  a bladder  dam- 
aged by  previous  radiation  therapy  for 
cervical  carcinoma. 

Summary 

Osteosarcoma  of  the  bladder  is  a rare,  highly  malignant 
and  generally  fatal  neoplasm  which  presents  commonly  in 
an  advanced  state  and  late  in  life.  It  is  the  least  common 
and  the  most  malignant  of  the  three  major  types  of  bone 
forming  bladder  cancers  and  must  be  differentiated  from 
both  carcinosarcoma  and  urothelial  carcinoma  with  os- 
seous metaplasia. 
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Figure  3.  Lace-like  osteoid  being  produced  by  the  sarcomatous  neoplasm  (H&E  x 500). 


Figure  2.  Sarcomatous  proliferation  with  high  nuclear  grade  (H&E  x 500). 
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Large  Bowel  Obstruction  Caused  by  Incarcerated 
Inguinal  Hernia:  Report  of  Three  Cases 

JOHN  P.  WELCH,  M.D.,  PAUL  V.  VIGNATI,  M.D.,  AND  JEFFREY  L.  COHEN,  M.D. 


ABSTRACT — We  report  two  patients  with  left 
colonic  obstruction  and  one  patient  with  cecal 
obstruction  caused  by  incarceration  in  inguinal 
hernias.  None  of  the  patients  had  colonic  malig- 
nancies within  the  hernial  sacs.  Reduction  of  the 
hernias  was  followed  by  resolution  of  the  bowel 
obstruction  and  successful  hernial  repair  in  all 
patients. 

An  incarcerated  inguinal  hernia  is  a rare  cause  of  large 
bowel  obstruction.  Usually  the  sac  contains  omen- 
tum or  small  bowel  rather  than  the  colon.  In  the  past  few 
decades,  the  incidence  of  this  entity  has  been  about  2%  of 
all  large  bowel  obstructions.1  This  report  discusses  three 
such  patients  whom  we  have  seen  in  the  past  year. 

Case  Reports 

Case  1. — An  80-year-old  male  who  had  undergone  a 
left  inguinal  herniorrhaphy  in  the  past  developed  pain  in 
the  left  inguinal  region  following  coughing.  Within  sev- 
eral hours,  his  abdomen  began  to  distend.  His  symptoms 
persisted  over  24  hours,  and  he  was  unable  to  pass  flatus 
to  relieve  his  discomfort.  He  was  seen  in  the  emergency 
department,  where  a plain  film  of  the  abdomen  suggested 
a mechanical  obstruction  at  the  level  of  the  sigmoid  colon. 
Barium  enema  showed  obstruction  of  the  sigmoid  colon 
within  the  hernia  (Fig.  1).  The  hernia  was  successfully 
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reduced  manually,  and  within  one  hour  the  patient  began 
to  pass  flatus.  It  was  elected  to  observe  him  before  further 
intervention,  and  the  abdomen  became  soft  within  24 
hours.  The  hernia  was  subsequently  repaired  successfully 
under  local  anesthesia,  and  the  inguinal  floor  was  rein- 
forced with  Marlex  mesh.  A follow-up  flexible 
sigmoidoscopy  showed  no  lesions  in  the  sigmoid  colon. 

Case  2. — A 90-year-old  female  with  Parkinson’s  dis- 
ease was  transferred  from  a nursing  home  with  complaints 
of  abdominal  distention  and  constipation.  On  physical 
examination,  there  was  an  incarcerated  left  inguinal  her- 
nia. Plain  film  of  the  abdomen  suggested  a large-bowel 
obstruction  (Fig.  2).  The  hernia  was  successfully  reduced 
in  the  emergency  department.  Barium  enema  was  then 
performed,  which  showed  no  evidence  of  obstruction.  It 
appeared  that  the  sigmoid  colon  had  been  incarcerated  in 
the  hernial  sac  and  obstructed.  The  hernia  was  repaired 
without  incident,  and  on  the  following  day  the  abdominal 
distention  had  resolved.  Her  diet  was  advanced,  and  she 
was  returned  to  the  nursing  home  without  incident. 

Case  3. — A 69-year-old  male  with  rectal  carcinoma 
metastatic  to  the  liver,  as  well  as  a large,  chronically 
incarcerated  right  inguinal  hernia,  presented  with  a sev- 
eral-day history  of  progressive  abdominal  distention,  nau- 
sea, and  vomiting.  On  examination,  his  abdomen  was 
nontender  but  appeared  distended  and  tympanitic.  His 
right  inguinal  hernia  was  incarcerated,  but  was  unchanged 
from  prior  examinations.  Abdominal  x-ray  films  sug- 
gested a distal  small  bowel  obstruction.  Follow-up  small 
bowel  series  revealed  mechanical  obstruction  at  the  level 
of  the  cecum  (Fig.  3).  During  exploration,  the  terminal 
ileum  and  cecum  were  found  within  the  hernia,  which  had 
caused  high-grade  obstruction.  The  contents  of  the  hernia 
were  successfully  reduced,  and  the  hernia  was  repaired. 
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Figure  1. — Barium  enema  view  of  sigmoid  colon  obstruction  at  arrow  within  a left  inguinal 
hernia  sac. 


Discussion 

While  sliding  hernias  containing  the  sigmoid  colon  or 
cecum  are  common,  they  do  not  tend  to  be  associated  with 
obstruction  or  strangulation.2  Incarcerated  inguinal  her- 
nias most  frequently  contain  omentum.  If  intestinal  ob- 
struction occurs,  a loop  of  small  bowel  is  usually  adherent 
within  the  sac.  Large  bowel  obstruction  is  usually  attrib- 
utable to  carcinoma,  diverticular  disease,  or  volvulus,  and 
rarely  has  primary  obstruction  by  a hernial  sac  been 
reported.  In  a discussion  by  Brasso  et  al,  of  91  patients 
with  incarcerated  or  strangulated  groin  hernias,  the  hernia 
contained  large  bowel  in  six  patients.3  Several  large  series 
describing  intestinal  obstruction  from  hernias  do  not  dis- 
cuss the  contents  of  the  hernia.4  5 In  another  report,  three 
of  30  external  hernias  causing  bowel  obstruction  involved 
the  colon.6 

If  large  bowel  obstruction  develops  in  an  inguinal 
hernia,  a carcinoma  of  the  colon  may  be  present  within  the 
sac.7'9  A barium  enema  is  useful  in  ruling  out  a carcinoma. 
If  necessary,  flexible  sigmoidoscopy  can  be  done  as  well 


when  the  obstruction  is  situated  in  the  sigmoid.  However, 
this  procedure  may  be  risky  and  may  even  precipitate 
intestinal  obstruction. 10  If  the  proximal  colon  is  obstructed 
in  the  sac,  a small  bowel  roentgenographic  series  may 
outline  the  site  of  obstruction  (Case  3).  When  obstruction 
is  caused  by  the  hernia  itself,  reduction  is  beneficial 
(Cases  1,2),  since  it  usually  allows  the  colon  to  decom- 
press and  thus  simplifies  hernia  repair.  Operative  manipu- 
lation of  distended  nonprepared  colon  could  lead  to  co- 
lonic injury  and  wound  infection,  or  postoperative  colonic 
leakage.  Reduction  also  simplifies  barium  enema  exami- 
nation, since  obstruction  is  usually  relieved  if  the  hernia 
has  been  reduced  (Case  2). 7 If  the  hernia  is  not  reducible, 
it  may  contain  a fecalith  which,  in  turn,  could  lead  to 
stercoral  necrosis.11 

We  would  like  to  emphasize  the  importance  of  looking 
for  external  hernias  in  patients  with  large  bowel  obstruc- 
tion, just  as  with  small  bowel  obstruction.  If  possible,  the 
hernia  should  be  reduced  and  the  colon  evaluated  for  the 
presence  of  an  obstructing  carcinoma. 
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Figure  2. — Supine  radiograph  of  the  abdomen  suggesting 
large  bowel  obstruction.  After  the  hernia  was  manually 
reduced,  barium  enema  showed  no  site  of  obstruction. 


Figure  3. — Incarceration  of  the  terminal  ileum  and  cecum  in  a 
right  inguinal  hernia.  Note  the  dilated  small  bowel  loops. 
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Radiology 

The  Council  on  Scientific  Affairs  of  the  California  Medical  Association  presents  the  following  inventory  of  items  of 
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Positron  Emission  Tomography  in  Clinical  Oncology 

THE  best  imaging  methods  available  for  the  diagnosis 
and  monitoring  of  neoplasms  are  magnetic  resonance 
imaging  (MRI)  and  computed  tomography  (CT),  with 
both  procedures  based  on  tissue  structure  and  relying 
heavily  on  contrast  enhancement  for  differential  diagno- 
sis. While  MRI  and  CT  can  provide  precise  anatomic 
delineation  of  such  lesions,  as  well  as  determine  changes 
in  tumor  volume  in  response  to  therapeutic  manipulation, 
they  cannot  rapidly  assess  therapy  response  when  changes 
in  treatment  planning  could  be  most  effective — that  is, 
before  changes  in  tumor  volume  occur.  In  addition,  little 
or  no  information  is  provided  that  could  be  used  to  predict 
response  to  therapy  other  than  referral  to  the  knowledge  of 
the  natural  history  of  similar  lesions  once  the  diagnosis 
has  been  made. 

Because  the  early  detection  of  primary  or  metastatic 
neoplasms  and  rapid  therapeutic  intervention  are  major 
clinical  goals,  new  techniques  that  can  be  used  to  diag- 
nose, provide  prognostic  information,  and  assess  response 
to  therapy  are  needed.  A new  technology,  positron  emis- 
sion tomography  (PET),  is  beginning  to  provide  such 
information.  Positron  emission  tomographic  imaging  tech- 
niques are  now  extending  the  ability  to  differentiate  tis- 
sues based  on  functional  or  biochemical  characteristics. 


Reprinted  with  permission  from  The  Western  Journal  of  Medicine, 
May  1994. 


Positron  emission  tomography  is  being  used  in  a variety 
of  specialties,  including  cardiology,  the  neurosciences, 
and  oncology.  In  the  field  of  oncology,  fludeoxyglucose  F 
18  (18FDG),  a glucose  analogue,  has  been  the  most  widely 
used  radiotracer  for  the  study  of  tumors.  The  PET-18FDG 
technique  has  been  evaluated  by  investigators  at  several 
institutions.  For  primary  brain  tumors,  this  technique  can 
distinguish  high-grade  from  low-grade  lesions  and  radia- 
tion necrosis  from  residual  or  recurrent  tumor,  it  can  detect 
malignant  degeneration  in  tumors  originally  low  grade  in 
nature,  and  it  can  provide  metabolic  information  regard- 
ing tumor  biochemistry  and  response  to  therapy  not  achiev- 
able using  morphologic  imaging  techniques.  Whole-body 
imaging  of  cancer  with  PET-I8FDG  is  now  done  at  many 
centers  across  the  country.  Cancers  routinely  studied  at 
most  clinical  PET  centers  include  those  of  brain,  breast, 
colon  and  rectum,  head  and  neck,  liver,  lungs,  and 
lymphoma,  melanoma,  and  musculoskeletal  tumors.  Most 
of  the  reported  sensitivities,  specificities,  and  accuracies 
of  PET  applications  in  these  cancers  are  80%  or  greater. 
Exciting  new  areas  for  PET  imaging  include  ovarian, 
thyroid,  pancreatic,  and  renal  cancers. 

Positron  emission  tomography  provides  information 
about  in  vivo  regional  chemistry  with  sensitivity  and 
specificity  comparable  to  those  obtained  by  radioimmu- 
noassay studies  of  body  fluids,  and  it  can  often  detect 
abnormalities  before  structural  changes  have  occurred.  As 
gross  changes  in  anatomy  are  no  longer  adequate  end 
points  for  therapy  protocols,  treatment  need  no  longer  be 
based  on  clinical  response,  structure  of  the  lesions,  and 
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histopathologic  examination  of  biopsy  specimens.  In  vivo 
biochemical  characterization  of  tumors  with  labeled  trac- 
ers is  becoming  a new  method  for  classifying  tumors  and 
for  planning  and  monitoring  their  treatment.  In  vivo  as- 
sessment of  the  metabolic  activity  of  tumors,  specifically 
DNA  synthesis,  protein  synthesis,  and  fatty  acid  and 
glucose  use  is  proving  useful  for  both  diagnosing  and 
monitoring  the  effects  of  therapy  on  tumors.  Positron 
emission  tomography  makes  it  possible  to  measure  the 
rate  of  use  of  substrates  such  as  glucose  and  amino  acids 
that  supply  energy  to  tumors  or  nucleotides  that  reflect 
DNA  metabolism.  It  also  provides  pharmacokinetic  and 
pharmacodynamic  data  concerning  radiolabeled  cancer 
chemotherapeutic  agents.  With  PET,  the  exploration  of 
the  kinetics  of  cellular  processes  is  providing  a “biologic 
resolution”  not  heretofore  achieved  with  other  imaging 
methods. 

Adjuvant  metabolic  tumor  imaging  studies  comple- 
ment the  morphologic  evaluation  of  human  cancers.  In 
clinical  practice,  these  techniques  are  being  used  to  assess 
the  effectiveness  of  surgical  therapy,  radiation  therapy, 
and  chemotherapy  and  can  document  the  extent  of  tumors 
and  progression  or  regression  in  response  to  different 
forms  of  treatment.  These  data  permit  modifications  of  the 
treatment  plan  sooner  than  can  be  determined  by  the 
clinical  response  of  patients  or  changes  in  lesion  structure. 
Imaging  will  permit  the  study  of  biochemical  processes 
where  they  occur  and  perhaps  detect  changes  indicative  of 
tumor  response  to  therapy  before  alterations  in  structures 
occur.  In  the  future,  it  is  likely  that  multiple  PET  radiotrac- 
ers, along  with  multimodality  imaging,  will  be  used  for  the 
diagnosis  and  monitoring  of  the  effects  of  therapeutic 
intervention.  The  rationale  for  this  lies  in  part  with  the 
heterogeneous  nature  of  cancer  and  the  need  to  evaluate 
multiple  biochemical  indicators  in  order  to  classify  le- 
sions and  assess  their  response  to  treatment. 

Peter  S.  Conti,  M.D.,  Ph.D. 
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Use  of  Magnetic  Resonance  Imaging 
in  Sports  Injuries 

THE  unique  soft  tissue  contrast  capabilities  of  mag 
netic  resonance  imaging  (MRI)  make  it  a good  tool 
for  evaluating  sports  injuries.  With  increasing  experience, 


specific  indications  for  using  MRI  have  emerged.  In 
general,  whenever  surgical  procedures  are  seriously  con- 
sidered and  the  diagnosis  is  not  entirely  obvious,  MRI 
should  be  used.  Some  surgeons  will  use  MRI  to  exclude  a 
pathologic  disorder  when  clinical  suspicion  is  low  and  the 
likelihood  of  finding  an  abnormality  during  an  operation 
is  also  low. 

In  many  cases  of  knee  injuries,  physical  findings  are  not 
specific  and  MRI  may  define  the  abnormality.  Magnetic 
resonance  imaging  is  greater  than  90%  sensitive  and 
specific  for  detecting  meniscal  tears  and  may  define  tears 
best  treated  with  primary  meniscal  repair.  Anterior  and 
posterior  cruciate  ligament  tears  are  also  accurately  de- 
fined by  this  method.  Magnetic  resonance  imaging  may 
also  define  trabecular  bone  injuries  that  are  not  diagnosed 
by  x-ray  films.  With  continued  unrestricted  weight  bear- 
ing, these  fractures  may  progress  to  injury  of  the 
subchondral  bony  plate  with  irreversible  injury  of  the 
overlying  cartilage.  In  complex  knee  injuries,  MRI  may 
detect  the  full  spectrum  of  findings,  which  may  include 
injuries  to  the  menisci,  cruciate,  and  collateral  ligaments 
and  the  bone.  Cost-efficacy  studies  have  shown  MRI  of 
the  knee  to  decrease  costs  without  adversely  affecting  the 
results  of  treatment. 

When  properly  done,  MRI  is  the  only  technique  that  can 
determine  the  degree  of  rotator  cuff  injury  as  well  as 
diagnose  complete  tears.  Standard  MRI  may  detect  labral 
tears,  and  MR  arthrography  may  be  the  best  test  currently 
available  to  evaluate  shoulder  instability. 

In  the  foot  and  ankle,  MRI  is  used  to  define  occult  bone 
injuries  in  patients  with  persistent  pain  with  normal  plain 
films.  Tendon  or  ligament  disruption,  plantar  fascitis,  and 
Achilles  tendon  tears  may  also  be  demonstrated  with  MRI. 
Magnetic  resonance  imaging  can  influence  the  choice  of 
therapy  for  Achilles  tendon  tears  by  differentiating  be- 
tween complete  and  partial  tears.  Abnormalities  of  the 
subtalar  joint  and  sinus  tarsi  may  also  be  defined.  Finally, 
muscular  strains,  tears,  and  hematomas  can  be  routinely 
defined  with  MRI.  Thus,  this  technique  is  unique  in  its 
ability  to  evaluate  a broad  spectrum  of  musculoskeletal 
injuries  noninvasively. 

Gregg  Bogost,  M.D. 
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Spiral  Computed  Tomography 

SPIRAL  computed  tomography  (CT),  also  called  heli- 
cal or  volumetric  CT,  has  re-energized  the  field  of 
computed  tomography  and  presented  a challenge  to  mag- 
netic resonance  imaging  in  many  situations.  The  techno- 
logic advance  from  conventional  CT  to  spiral  CT  might  be 
compared  with  the  development  of  motion  pictures  from 
still  photography:  whereas  conventional  CT  acquires  a 
single  image  in  a discrete  plane  of  section  before  a patient 
is  moved  to  a new  location  for  a second  picture,  spiral  CT 
collects  anatomic  information  quickly  and  continuously 
as  the  patient  is  moved  through  the  scanner. 

Speed  has  at  least  three  advantages.  Evaluation  time  is 
decreased  so  that  patients  who  are  unstable  (such  as 
trauma  patients)  or  those  who  may  have  difficulty  remain- 
ing still  (such  as  very  young  or  very  old  patients)  are  better 
served.  Spiral  scanning  of  the  chest  can  be  finished  in  as 
little  as  24  seconds.  Regardless  of  the  patients’  condition 
or  age,  speed  helps  minimize  the  effect  of  movement 
artifact  that  can  hinder  diagnosis.  In  the  lungs,  conven- 
tional CT  can  miss  nodules  that  are  less  than  10  mm  when 
a patient  takes  a different  depth  of  inspiration  between  two 
adjacent  slices.  By  comparison,  spiral  CT  images  are 
collected  during  a single  breath-hold  so  that  inconsisten- 
cies in  a patient’ s breathing  do  not  cause  a nodule  to  move 
out  of  the  imaging  plane,  especially  at  the  lung  bases 
where  metastases  often  occur. 

Perhaps  most  important  of  all,  fast  scanning  also  en- 
hances the  use  of  intravenous  contrast  media.  If  spiral 
scanning  is  begun  soon  after  a bolus  of  contrast  medium  is 
administered  intravenously — through  an  1 8-gauge  cath- 
eter— the  arterial  vasculature  is  selectively  enhanced  and 
the  images  can  be  reconstructed  to  resemble  conventional 
arteriograms.  Pathologic  conditions  detected  by  “CT 
angiography”  include  carotid  artery  stenosis,  renal  artery 
stenosis,  and  bypass  graft  occlusion.  Spiral  scanning  dur- 
ing the  brief  period  of  peak  organ  enhancement  improves 
the  detection  of  several  tumors — for  instance,  those  of  the 
liver — and  the  delineation  of  their  extent.  Spiral  CT  may 
also  decrease  the  amount  of  contrast  medium  required  and 
thus  reduce  the  cost  of  examinations  at  busy  hospitals  by 
$ 1 million  per  year. 

Spiral  CT  is  also  superior  to  conventional  CT  in  that  it 
produces  an  anatomically  continuous  set  of  data,  instead 
of  discontinuous  slices  of  anatomy.  With  the  volume  of 
data  that  is  acquired,  a patient’ s anatomic  features  can  be 
reconstructed  and  displayed  in  any  plane  without  the  “step 
artifact”  seen  with  conventional  CT.  Three-dimensional 
reconstructions  can  also  be  done  to  facilitate  surgical 
planning  in  cases  that  involve  complex  anatomic  relation- 
ships, such  as  with  temporal  bone.  Unlike  conventional 
CT,  additional  images  can  be  reconstructed  retrospec- 


tively at  any  level  or  with  any  section  thickness  without 
additional  irradiation  or  scanning  time.  For  example,  after 
spiral  scanning  is  completed  with  8-mm  interscan  spac- 
ing, a pulmonary  or  hepatic  lesion  can  be  placed  in  the 
center  of  a CT  section  so  that  volume  averaging  is  mini- 
mized and  more  reliable  density  measurements  can  be 
taken.  Moreover,  the  original  data  can  be  used  to  recon- 
struct images  with  only  4-mm  interscan  spacing,  thus 
increasing  the  number  and  confidence  with  which  lesions 
less  than  1 cm  are  detected. 

Spiral  CT  represents  a genuine  breakthrough  in  body 
imaging,  enabling  rapid  and  continuous  scanning  of  large 
anatomic  areas  during  a single  breath-hold.  The  volumet- 
ric information  that  is  generated  allows  a great  deal  of 
flexibility  in  reconstructing  images  to  answer  the  diagnos- 
tic question  posed  by  each  patient.  For  these  reasons, 
spiral  CT  has  rapidly  become  the  method  of  choice  for 
most  thoracic  and  abdominal  CT  scanning  applications. 

Robert  Downey  Boutin,  M.D. 
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Ultrasonography  of  Foreign  Bodies 

THE  sole  of  the  foot  is  one  of  the  most  frequent  sites  of 
foreign  body  penetration.  Not  all  foreign  bodies  are 
detectable  with  x-ray  films.  Although  most  glass  frag- 
ments are  well  seen  in  plain  films,  wood  fragments  and 
plastics  are  more  difficult  and  are  likely  not  to  be  visible 
on  roentgenography. 

Ultrasonography  is  sensitive  in  detecting  glass,  metal, 
wood,  and  plastic  foreign  bodies  in  superficial  soft  tissues. 
The  most  important  sonographic  consideration  in  their 
detection  is  the  use  of  a high-resolution  transducer  of  7 to 
1 0 MHz,  preferably  a linear  array,  focused  in  the  near  field 
of  view.  Suspected  small  or  tiny  fragments  need  high 
resolution  for  detection.  The  examination  is  done  in  two 
perpendicular  planes. 

On  ultrasound  examination,  a foreign  body  will  usually 
produce  a bright  hyperechoic  interface  and  an  accompa- 
nying acoustic  shadow,  the  size  of  which  will  depend  on 
the  size  of  the  surface  of  the  retained  object.  Glass  is 
intensely  hyperechoic.  Wood  absorbs  sound  to  cast  a 
shadow.  Metal,  such  as  a needle  fragment,  causes  a typical 
comet-tail  pattern. 
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An  important  advantage  of  sonography  in  the  detection 
of  foreign  bodies  is  the  mobility  of  the  unit,  as  it  can  be 
taken  to  emergency  departments  or  patients’  bedsides. 
Sonographic  localization  during  the  surgical  extraction  of 
a foreign  body  diminishes  tissue  damage  and  shortens  the 
procedure.  If  surgical  removal  is  contemplated,  the  over- 
lying  skin  is  marked  where  the  shortest  pathway  exists, 
and  once  identified,  the  depth  from  the  surface  to  the 
object  is  measured.  During  sterile  procedures  for  foreign 
body  removal,  the  transducer  is  sheathed  with  a cover  to 
maintain  sterility.  Sterile  acoustic  gel  or  sterile  saline 
solution  is  used  as  the  couplant  on  both  sides  of  the  sheath. 
The  sheath  protects  the  sterile  field  and  allows  appropriate 
visualization.  During  surgical  removal,  if  the  object  is 
deep  in  the  soft  tissues,  a needle  can  be  introduced  to  mark 
the  path  with  ultrasound  guidance  to  the  position  of  the 
foreign  body. 

Not  all  bright,  intensely  echo-producing  areas  seen  in 
soft  tissues  are  foreign  bodies.  Air  bubbles  or  calcifica- 
tions are  highly  reflective.  Sometimes  a keratotic  skin 
lesion  can  also  mimic  a superficial  foreign  body. 

Within  the  abdomen,  ultrasonography  can  be  used  to 
identify  retained  surgical  sponges  that  produce  bright 
hyperechoic  foci  with  prominent  acoustic  shadowing. 
Other  foreign  bodies  that  have  been  identified  with 
sonography  are  surgical  clips  and  prosthetic  grafts,  in- 
gested pills  in  the  stomach,  vascular  and  biliary  stents, 
ureteral  and  vesical  stents,  breast  implants,  intrauterine 
contraceptive  devices,  vascular  and  vesical  catheters,  and 
intraocular  foreign  bodies.  An  expanding  literature  re- 
ports the  sonographic  visualization  of  catheter  fragments 
in  the  vascular  system,  including  the  heart,  and  in  some 
cases  the  retrieval  of  the  foreign  object  by  ultrasonographic 
guidance.  Although  bullets  and  shrapnel  are  best  identi- 
fied with  radiography,  ultrasonography  has  been  used  to 
localize  and  retrieve  these  missiles  in  limited  circum- 
stances. In  these  instances,  ultrasonography  has  been  an 
adjunctive  study  to  the  primary  imaging  modality. 

Gretchen  A.  W.  Gooding,  M.D. 
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Altered  Fractionation  in  Radiation  Therapy  for 
Head  and  Neck  Cancer 

RADIATION  therapy,  alone  or  in  combination  with  other 
treatment  methods  (such  as  surgical  therapy),  has  been  a 
standard  treatment  of  cancer  of  the  head  and  neck.  A 


“conventional”  course  of  curative  radiation  therapy  has 
typically  been  a single  daily  dose  of  180  to  200  cGy  five 
days  a week  to  a total  of  6,600  to  7,200  cGy  in  33  to  40 
fractions  over  6%  to  eight  weeks.  It  has  also  been 
“hypofractionated”  into  as  few  as  one  to  24  fractions 
(usually  2250  cGy)  one  to  four  times  a week  or 
“hyperfractionated”  into  as  many  as  40  to  80  fractions, 
giving  multiple  fractions  in  one  day.  Because  hypofrac- 
tionated regimens  with  curative  intent  have  been  fraught 
with  both  poor  control  rates  and  formidable  complica- 
tions, they  are  not  generally  recommended.  Therefore,  the 
rest  of  this  discussion  will  concern  hyperfractionation. 

Two  important  radiobiologic  principles  support  the  use 
of  hyperfractionated  radiation  therapy.  First,  the  occur- 
rence of  long-term  side  effects — severe  soft  tissue  fibrosis 
or  necrosis — depends  more  on  the  size  of  each  individual 
fraction  than  on  the  final  total  dose.  A fraction  size  of  450 
cGy  can  cause  much  more  long-term  damage  than  a 
fraction  size  of  180  cGy,  even  when  the  former  is  used  in 
a course  of  treatment  to  the  same  or  lower  total  dose.  In 
addition,  substantial  biologic  and  clinical  evidence  shows 
that  these  fractions  should  be  separated  by  approximate 
six-hour  intervals  to  allow  for  sufficient  repair  of  the  long- 
term effects.  Therefore,  the  total  dose  can  be  escalated 
higher  than  the  conventional  6,600  to  7,200  cGy  by 
treating  with  a smaller  fraction  size  (less  than  180  cGy). 
This  is  accomplished  by  treating  twice  a day  to  totals  as 
high  as  8, 1 60  cGy . Acute  mucosal  or  skin  reactions  remain 
unchanged,  however,  and  actually  may  be  more  severe 
than  with  conventional  radiotherapy. 

Hyperfractionated  regimens  may  be  accelerated  so  that 
a total  dose  is  completed  in  a shorter  period  than  conven- 
tional radiotherapy.  For  instance,  a regimen  of  6,600  cGy 
may  be  completed  in  five  weeks  rather  than  6 V2  to  eight 
weeks.  This  accelerated  therapy  counteracts  tumor 
repopulation  that  can  be  an  important  factor  in  local 
failure.  Just  as  in  pure  hyperfractionation  (without  being 
accelerated),  long-term  side  effects  are  reduced,  although 
acute  mucosal  or  skin  reactions  are  increased.  Nearly  all 
hyperfractionated  regimens  have  incorporated  some  de- 
gree of  acceleration.  This  can  range  from  1 10  to  160  cGy 
per  fraction  given  twice  a day  to  a total  dose  of  6,720  to 
8,160  cGy  over  six  to  seven  weeks  to  140  to  150  cGy  per 
fraction  given  three  times  a day  to  a total  of  5,040  to  5,400 
cGy  in  12  days.  Three  prospectively  randomized  studies 
have  used  hyperfractionation  and  have  shown  consider- 
ably improved  local  or  regional  control  and  complete 
response  rates.  One  study  has  also  shown  notably  im- 
proved disease-free  and  overall  survival  rates  for  the 
hyperfractionated  group,  and  a second  also  showed  a trend 
in  survival  improvement.  Results  of  altered  fractionation 
(hyperfractionation  or  accelerated  hyperfractionation)  have 
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been  promising  and  have  gained  acceptance,  especially  in 
the  treatment  of  moderately  advanced  to  advanced  head 
and  neck  cancer. 

Charles  E.  Leonard,  M.D. 
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Captopril  Renography  for  the 
Detection  of  Renovascular  Hypertension 

RENOVASCULAR  disease  is  an  uncommon  but  im 
portant  cause  of  hypertension.  It  is  important  because 
correcting  the  underlying  disease  can  result  in  permanent 
cure  and  help  preserve  renal  function.  The  prevalence  of 
renovascular  hypertension  depends  on  several  clinical 
risk  factors.  In  patients  with  mild  hypertension,  the  preva- 
lence is  probably  less  than  0.5%.  It  increases  to  about  5% 
to  15%  in  patients  with  severe  hypertension,  especially  if 
the  hypertension  is  refractory  to  standard  therapy,  the 
patients  are  young,  are  smokers,  have  an  abrupt  onset  of 
hypertension,  have  an  abdominal  bruit,  or  have  other 
evidence  of  vascular  disease.  In  such  patients  a noninvasive 
test  with  good  sensitivity  and  specificity  has  the  highest 
clinical  likelihood  of  ruling  in  or  ruling  out  renovascular 
disease. 

Until  recently  an  isotope  renogram  using  radioiodinated 
iodohippurate  sodium  (Hippuran)  or  technetium  Tc  99m- 
labeled  diethylenetriaminepentaacetic  acid  (DTPA,  or 
technetium  Tc  99m  pentetate)  was  the  screening  test,  but 
moderate  specificity  led  to  a substantial  number  of  false- 
positive results.  Thus,  if  the  prevalence  of  disease  is  about 
10%  and  the  specificity  is  70%,  the  positive  predictive 
value  of  an  abnormal  test  is  only  25%.  The  introduction  of 
captopril  renography  has  increased  both  the  sensitivity 
and  specificity  of  the  test,  making  it  an  almost  ideal 
noninvasive  screening  test.  The  test  involves  an  oral  dose 
of  a short-acting  angiotensin-converting  enzyme  (ACE) 
inhibitor,  usually  captopril,  in  a dose  of  25  to  50  mg.  This 
medication  causes  a fall  in  glomerular  filtration  in  the 
kidney  supplied  by  an  artery  with  a functionally  notable 
stenosis.  Either  99mTc  pentetate  or  99mTc  mertiatide 
(mercaptoacetyltriglycine)  can  be  used  as  the  radiopharm- 
aceutical agent.  The  uptake  of  the  radiopharmaceutical  in 
an  abnormal  kidney  is  slower  and  the  maximum  uptake  in 


that  kidney  is  seen  later  than  in  normal  kidneys.  One 
approach  is  to  complete  a captopril  renogram  first  and,  if 
it  is  normal — that  is,  there  is  no  asymmetry  in  perfusion 
and  excretion  between  the  kidneys — no  additional  testing 
is  required.  Renovascular  hypertension  is  excluded  with  a 
high  degree  of  confidence  (90%  to  95%).  When  there  is 
asymmetry  with  reduced  glomerular  filtration  and  an 
increased  transit  time  on  one  side,  we  repeat  the  study  with 
the  patient  off  ACE  inhibitors.  If  the  second  study  shows 
a return  to  normal,  that  strongly  suggests  that  a functional 
stenosis  is  present.  We  advise  patients  to  stop  taking 
diuretics  before  the  test,  but  not  all  investigators  agree  that 
this  increases  the  diagnostic  value. 

Several  series  are  comparing  this  functional  imaging 
study  with  the  gold  standard,  which  is  the  correction  of 
hypertension  when  the  stenotic  lesion  is  treated  either  by 
angioplasty  or  surgical  repair.  Based  on  several  studies, 
sensitivity  and  specificity  are  both  around  90%  to  95%.  It 
is  noteworthy  that  renal  arteriogram  is  not  considered  the 
gold  standard  because  there  can  be  stenotic  lesions  that  are 
not  functionally  important.  Nevertheless,  contrast 
arteriography  is  an  essential  part  of  evaluation  in  those 
patients  who  have  an  abnormal  captopril  renogram  and 
who  are  candidates  for  surgical  correction. 

I.  R.  McDougall,  M.B.,  Ch.B.,  Ph.D. 

K.  R.  K.  Nielsen,  M.D.,  Ph.D. 

Stanford,  California 
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Managing  Hickman  Catheter 
Problems  Without  Surgery 

HICKMAN  catheters  are  commonly  used  for  long- 
term central  venous  access.  These  catheters  are  usu- 
ally inserted  through  the  subclavian  vein  and  then  tun- 
neled for  stability  and  to  prevent  infection.  As  with  any 
central  venous  line,  complications  are  encountered  in  both 
placing  and  maintaining  the  patency  of  this  catheter. 
These  complications  include  catheter  malposition, 
intraluminal  thrombosis,  and  occlusion  of  the  catheter  tip 
by  a fibrin  sheath.  These  problems  can  often  be  managed 
with  nonoperative,  fluoroscopically  guided  manipulations. 

The  most  common  problem  after  a Hickman  catheter  is 
successfully  inserted  is  malposition  of  the  catheter  tip. 
This  occurs  most  frequently  into  the  ipsilateral  internal 
jugular  vein.  Extension  from  the  right  subclavian  vein  into 
the  left  subclavian  through  the  brachiocephalic  vein  may 
also  be  observed.  Repositioning  the  catheter  tip  into  the 
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superior  vena  cava  is  generally  not  difficult.  This  is 
accomplished  by  inserting  a catheter  into  the  femoral  vein. 
This  catheter  is  guided  fluoroscopically  into  the  upper 
thorax  through  the  venous  system.  The  catheter  tip  is 
positioned  cephalic  to  the  Hickman  line  and  then  deflected 
caudally  with  a tip-deflecting  wire.  In  most  cases,  the 
Hickman  line  will  be  pulled  into  proper  position  as  the 
angiographic  catheter  is  pulled  away. 

To  avoid  problems  with  catheter  malposition,  many 
physicians  prefer  that  central  venous  lines  be  placed  by  an 
interventional  radiology  team,  where  suitable  fluoroscopic 
imaging  and  catheter-inserting  skills  are  readily  available. 
Moreover,  ultrasonographic  guidance  may  be  used  to 
direct  the  venous  puncture,  reducing  the  chance  of  inad- 
vertent subclavian  arterial  puncture,  which  can  be  associ- 
ated with  bleeding  complications.  In  addition,  if  a compli- 
cating pneumothorax  develops,  it  can  be  recognized  and 
evacuated  immediately  without  awaiting  a postprocedural 
chest  x-ray  film. 

Thrombosis  of  the  central  line  may  also  be  managed 
successfully  in  most  cases.  Instilling  50,000  to  100,000 
units  of  urokinase  will  frequently  lyse  the  occluding 
thrombus.  If  this  is  unsuccessful,  directing  an  angiographic 
guide  wire  under  fluoroscopic  observation  will  often 
dislodge  the  thrombus. 

An  encasing  fibrin  sheath  at  the  catheter  tip  causing  line 
occlusion  is  a more  difficult  problem  to  manage.  Two 
techniques  have  been  used  to  approach  this  problem.  The 
first  involves  placing  a wire  with  a tight  J tip  through  the 
catheter,  stripping  the  fibrin  from  the  tip.  The  second 
method  is  to  insert  a femoral  venous  catheter  and  manipu- 
late an  encircling  snare  around  the  Hickman  catheter.  As 
the  snare  is  pulled  caudally,  the  fibrin  sheath  is  peeled 
away  from  the  central  venous  line.  Using  this  method,  a 
95%  success  rate  in  restoring  patency  and  function  has 
been  reported. 

Interventional  radiologic  techniques  are  effective  in 
preserving  the  long-term  patency  of  Hickman  catheters 
and  obviate  the  need  for  surgical  replacement  in  most 
patients. 

Scott  Schultz,  M.D. 

Robert  K.  Kerlan  Jr.,  M.D. 

San  Francisco,  California 
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Three-Dimensional  Spiral  Computed  Tomographic 
Angiography 

THREE-DIMENSIONAL  spiral  computed 
tomographic  (CT)  angiography  is  a new  technique 
for  obtaining  images  of  the  vascular  system  nonin  vasively. 
Unlike  conventional  CT  scanners,  spiral  computed 
tomography  combines  continuous  tube  rotation  with  a 
continuous  table  feed.  This  allows  a region  of  the  body  to 
be  studied  during  a single  breath-hold,  thus  eliminating 
most  motion  and  respiratory  artifacts.  A volumetric  data 
set  can  be  acquired  that  can  be  timed  with  an  intravenous 
bolus  during  either  the  arterial  or  venous  phase  of  the 
injection  for  abdominal  studies.  The  arterial  phase  starts 
about  15  to  20  seconds  after  the  start  of  the  intravenous 
injection.  Once  the  data  set  is  acquired,  it  is  edited  to 
obtain  three-dimensional  images  of  the  vascular  system. 
Editing  eliminates  overlying  soft  tissues  and  bony  struc- 
tures, producing  a “subtraction  angiogram”  with  either  a 
shaded  surface  display  or  maximal  intensity  projection 
format. 

To  date,  the  most  common  clinical  indications  for  three- 
dimensional  spiral  CT  angiography  include  evaluation  of 
the  abdominal  aorta  and  its  branches,  the  pulmonary 
arteries,  the  carotid  artery  bifurcation,  and  the  circle  of 
Willis.  Technical  factors  need  to  be  adjusted  for  each 
region.  Thinly  collimated  sections  ( 1 mm)  are  obtained  for 
evaluating  the  circle  of  Willis.  A 3-  to  5-mm  collimation 
is  used  for  evaluating  abdominal  aortic  aneurysms.  The 
speed  of  the  table  can  be  increased  (table  pitch)  to  cover 
more  anatomic  area,  such  as  the  entire  abdominal  aorta 
and  iliac  bifurcation. 

Intravenous  contrast  medium  is  administered  at  rates  of 
3 to  5 ml  per  second  for  a total  of  90  to  150  ml,  depending 
on  the  anatomic  area  to  be  imaged.  Less  contrast  is  needed 
for  evaluating  the  neck  vessels  than  for  the  abdomen.  A 
minitest  bolus  of  10  to  20  ml  is  routinely  used  for  abdomi- 
nal studies  to  time  the  peak  arterial  opacification.  The 
patient  hyperventilates  and  is  coached  to  produce  a full 
inspiration.  In  general,  a 30-second  period  is  used  for 
acquiring  data.  Most  patients  tolerate  this  procedure  re- 
markably well,  and  the  entire  examination  time  is  less  than 
15  minutes.  Because  of  the  need,  in  many  cases,  to  hand 
edit  and  to  subtract  the  spine  and  overlying  bony  struc- 
tures, editing  of  the  data  set  may  take  one  to  1 ‘/2  hours  per 
case. 

Preliminary  comparisons  with  conventional  angio- 
graphy have  shown  that  three-dimensional  spiral  CT 
angiography  is  an  accurate  technique.  A retrospective 
study  of  patients  referred  for  aortograms  for  renal  artery 
stenosis  was  done  when  both  maximum  intensity  projec- 
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tions  have  a 92%  sensitivity  for  hemodynamically  sub- 
stantial stenoses.  Computed  tomographic  angiography 
may  prove  to  be  a valuable  adjunct  in  selected  cases  for  the 
evaluation  of  postoperative  grafts  and  in  patients  with 
metallic  vascular  stents  and  endoprostheses. 

R.  Brooke  Jeffrey,  M.D. 

Stanford,  California 
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Drugs  for  Non-HIV  Viral  Infections 

ON  DRUGS  AND  THERAPEUTICS 


THE  drugs  of  choice  for  non-HIV  viral  infections  are 
listed  in  the  table  on  page  34 1 . The  treatment  of  HIV 
infections  was  discussed  in  the  Medical  Letter  issue  of 
September  3,  1993  (volume  35,  page  79). 

ACYCLOVIR  (Zovirax) — Intravenous  (IV)  acyclovir 
is  the  drug  of  choice  for  treatment  of  serious  infections 
caused  by  herpes  simplex  virus  (HS  V)  or  varicella-zoster 
virus  (VZV).  Oral  acyclovir  is  effective  in  treating  pri- 
mary HSV  infections;  it  is  less  effective  in  treating  recur- 
rences. A topical  formulation  is  much  less  effective  than 
the  oral  drug.  Long-term  prophylaxis  with  oral  acyclovir 
can  markedly  decrease  the  frequency  of  recurrences  of 
genital  herpes  (LH  Goldberg  et  al , Arch  Dermatol,  1 29:582, 
1993).  Oral  acyclovir  can  be  used  to  treat  localized  or 
ophthalmic  zoster  and,  if  begun  within  24  hours  after  the 
rash  first  appears,  decreases  the  severity  of  varicella  in 
children  and  adults  (HH  Balfour,  Jr  et  al,  J Pediatr, 
120:627,  1992).  It  has  also  been  used  prophylactically  to 
prevent  HSV  and  cytomegalovirus  (CMV)  infections  in 
transplant  recipients  (AJ  Wagstaff  et  al,  Drugs,  47:153, 
January  1994). 

Adverse  Effects — Acyclovir  is  generally  well  toler- 
ated. Gastrointestinal  disturbances,  headache,  and  rash 
may  occur  with  oral  acyclovir.  IV  acyclovir  can  cause 
reversible  renal  dysfunction  because  of  crystalline 
nephropathy;  rapid  infusion,  dehydration,  renal  insuffi- 
ciency, and  high  dosage  increase  the  risk  of  renal  damage. 
IV  and,  rarely,  oral  acyclovir  have  been  associated  with 
encephalopathy,  including  tremors,  hallucinations,  sei- 
zures, and  coma  (P  Eck  et  al,  N Engl  J Med,  325:1 178, 
1991).  Given  IV,  the  drug  may  cause  phlebitis  and  inflam- 
mation at  sites  of  extravasation. 


Reprinted  with  permission  from  The  Medical  Letter,  Vol.  36,  1 April 
1994. 


High  doses  of  acyclovir  cause  testicular  atrophy  in  rats, 
and  high  concentrations  cause  chromosomal  damage  in 
vitro  and  in  vivo,  but  no  adverse  effects  on  sperm  produc- 
tion or  cytogenetic  alterations  in  peripheral  blood  lym- 
phocytes have  been  detected  during  long-term  oral  use  for 
recurrent  genital  herpes  (D  Clive  et  al,  J Infect  Dis, 
164:753, 1991).  The  manufacturer  recommends  stopping 
the  drug  during  pregnancy,  but  no  unusual  or  excess 
incidence  of  birth  defects  was  detected  in  the  offspring  of 
425  women  who  took  acyclovir  during  the  first  trimester 
(Morbid  Mortal  Weekly  Rep,  42:806,  October  22,  1993). 

Resistance — Most  acyclovir-resistant  HSV  isolates 
have  been  recovered  from  treated  immunocompromised 
patients,  but  recurrent  acyclovir-resistant  genital  herpes 
has  been  reported  in  an  immunocompetent  host  (RG  Kost 
et  al,  N Engl  J Med,  329:1777,  1993).  Resistant  HSV 
isolates  in  HIV-positive  patients  have  been  associated 
with  progressive  mucosal  disease  and,  rarely,  visceral 
involvement  (P  Ljungman  et  al,  J Infect  Dis,  162:244, 
1990;  A Gateley  et  al,  J Infect  Dis,  161:711,  1990). 
Acyclovir-resistant  VZV  strains  in  HIV-positive  patients 
have  been  associated  with  chronic  cutaneous  lesions  and, 
rarely,  invasive  disease  (R  Snoeck  et  al,  J Infect  Dis, 
168: 1330, 1993).  Infections  with  acyclovir-resistant  HSV 
or  VZV  usually  respond  to  foscarnet.  Acyclovir-resistant 
HSV  strains  that  become  resistant  to  foscarnet  may  once 
again  be  susceptible  to  acyclovir  (S  Safrin  et  al,  J Infect 
Dis,  109:193,  January  1994). 

AMANTADINE  (Symmetrel,  and  others)  and 
RIMANTADINE  (Flumadine) — When  started  orally 
before  exposure  to  influenza  A virus,  either  amantadine  or 
rimantadine  is  70%  to  90%  effective  in  preventing  influ- 
enza (Medical  Letter,  35:109,  1993).  Treatment  begun 
within  48  hours  after  the  onset  of  illness  may  decrease  the 
duration  of  fever  and  symptoms  by  one  to  two  days. 
Whether  these  drugs  decrease  the  incidence  of 
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influenza-related  complications  or  are  effective  in  treat- 
ing severe  influenza  pneumonia  is  unknown.  Prophylaxis 
with  amantadine  or  rimantadine  is  used  to  control  institu- 
tional outbreaks  of  influenza  and  to  protect  high-risk 
patients  immunized  after  an  influenza  epidemic  has  be- 
gun. It  is  also  used  for  immunodeficient  patients  who  are 
expected  to  respond  poorly  to  influenza  vaccine,  and  those 
for  whom  influenza  vaccine  is  contraindicated  ( Morbid 
Mortal  Weekly  Rep ,41 RR-9: 1, 1992).  Neither  amantadine 
nor  rimantadine  is  effective  against  influenza  B virus. 

Adverse  Effects — Amantadine  causes  anorexia,  nau- 
sea and,  particularly  in  the  elderly,  minor  central- 
nervous-system  (CNS)  effects  such  as  nervousness,  anxi- 
ety, insomnia,  difficulty  concentrating,  and  lightheaded- 
ness. These  effects  usually  diminish  after  the  first  week  of 
use  and  rapidly  disappear  after  the  drug  is  stopped.  Serious 
CNS  effects  (confusion,  hallucinations,  seizures)  have 
occurred,  especially  with  old  age,  renal  insufficiency, 
seizure  disorders,  concomitant  anticholinergic  drug 
therapy,  and  underlying  psychiatric  illness.  Rimantadine, 
in  contrast,  has  only  a low  risk  of  CNS  adverse  effects. 
Another  advantage  over  amantadine  is  that  rimantadine  is 
extensively  metabolized  before  renal  excretion,  so  that 
dosage  reductions  are  not  needed  until  creatinine  clear- 
ance falls  below  10  ml/min.  Both  amantadine  and 
rimantadine  are  teratogenic  in  animals  and  contraindicated 
during  pregnancy. 

Resistance — Influenza  A viruses  cross-resistant  to 
amantadine  and  rimantadine  can  emerge  when  these  drugs 
are  used  to  treat  influenza  infections.  Transmission  of 
drug-resistant  viruses  has  been  associated  with  failure  of 
drug  prophylaxis  in  household  contacts  and  in  nursing 
home  patients  (FG  Hayden  et  al ,N  Engl  J Med,  321 : 1696, 
1989;  EE  Mast  etal,  Am  J Epidemiol,  134:988, 1991).  No 
large  outbreaks  of  influenza  caused  by  drug-resistant 
viruses  have  been  reported. 

GANCICLOVIR  (Cytovene) — Intravenous  ganci- 
clovir is  used  for  IV  treatment  and  chronic  suppression  of 
CMV  retinitis  and  prevention  of  CMV  disease  in  AIDS 
patients  and  some  transplant  patients  (Medical  Letter , 
31:79, 1989;  JM  Goodrich  etal , Ann  Intern  Med,  118:173, 
1993;  DJ  Winston  etal,  Ann  Intern  Med,  118:179,  1993). 
Concurrent  treatment  with  ganciclovir  and  immune  globu- 
lin may  decrease  mortality  due  to  CMV  pneumonia  in 
allogeneic  bone-marrow-transplant  patients  (JA  Zaia,  Clin 
Infect  Dis,  7:S392,  November  1993).  Ganciclovir  alone 
has  been  ineffective  in  some  studies  in  treating  CMV 
pneumonia  in  such  patients,  but  giving  it  when  CMV  was 
detected  in  bronchoalveolar  lavage  or  in  blood  has  de- 
creased the  risk  of  subsequent  CMV  disease  and  increased 
survival  (GM  Schmidt  et  al,  N Engl  J Med,  324:1005, 
1 99 1 ; JM  Goodrich  et  al,  N Engl  J Med,  325 : 1 60 1 , 1 99 1 ). 
CMV  gastroenteritis  in  immunocompromised  patients 
may  respond  to  ganciclovir  (FS  Buckner  and  C Pomeroy, 


Clin  Infect  Dis,  17:644,  October  1993),  but  the  drug’s 
effectiveness  in  congenital  infection  remains  to  be  estab- 
lished. Whether  chronic  suppression  is  necessary  after 
treating  CMV  esophagitis  or  colitis  in  AIDS  patients  is 
unclear  (DT  Dieterich  et  al , J Infect  Dis,  167:278,  1993). 
An  oral  formulation  of  ganciclovir  is  under  investigation 
in  the  USA. 

Adverse  Effects — Ganciclovir  is  teratogenic,  carcino- 
genic, and  mutagenic  and  causes  aspermatogenesis  in 
animals.  The  most  frequent  dose-limiting  toxicities  are 
granulocytopenia  and  thrombocytopenia,  which  are  usu- 
ally reversible  after  withdrawal.  Severe  myelosuppression 
may  occur  more  frequently  when  the  drug  is  given  concur- 
rently with  zidovudine  (H  Hochster  et  al,  Ann  Intern  Med, 
113:111,  1990)  or  azathioprine  (Imuran).  Granulocyte- 
colony-stimulating  factors  (GM-CSF;  G-CSF)  have  been 
used  to  treat  ganciclovir-induced  neutropenia.  Other  re- 
ported adverse  effects  of  ganciclovir  include  fever,  rash, 
phlebitis,  confusion,  abnormal  liver  function,  renal  dys- 
function, headache,  G1  upset  and,  rarely,  psychiatric  dis- 
turbances and  seizures  (JL  Chen  et  al,  Ann  Pharmacother, 
26:193, 1992;  TL  Barton  etal,  Pharmacotherapy,  12:413, 
1992). 

Resistance — Ganciclovir  resistance  may  be  associated 
with  persistent  viremia  and  progressive  disease.  About 
8%  of  retinitis  patients  treated  for  more  than  three  months 
excrete  CMV  strains  resistant  to  ganciclovir  in  vitro  (WL 
Drew  etal,  J Infect  Dis,  163:716, 1991).  These  strains  may 
be  susceptible  to  foscarnet. 

FOSCARNET  (Foscavir) — Foscarnet  (Medical  Let- 
ter, 34:3,  1992)  is  effective  in  CMV  retinitis,  including 
progressive  disease  due  to  ganciclovir-resistant  strains 
(MA  Jacobson  et  al,  J Infect  Dis,  163:1348,  1991;  AG 
Palestine  et  al,  Ann  Intern  Med,  115:665,  1991)  and  in 
acyclovir-resistant  HS V or  VZV  infections  (S  Safrin  et  al, 
N Engl  J Med,  325:551,  1991;  S Safrin  et  al,  Ann  Intern 
Med,  115:19,  1991).  It  is  more  expensive  and  generally 
less  well  tolerated  than  ganciclovir,  and  requires  con- 
trolled rates  of  infusion  in  large  volumes  of  fluid.  A study 
comparing  long-term  foscarnet  and  ganciclovir  in  AIDS 
patients  with  CMV  retinitis  found  no  differences  in  retinitis 
control  but  a few  months’  longer  survival  with  foscarnet, 
perhaps  related  to  an  anti-HIV  effect  of  foscarnet  (Study 
of  Ocular  Complications  of  AIDS,  NEngl  JMed,  326:2 1 3, 
1992).  Foscarnet  may  also  be  effective  in  treating  gas- 
trointestinal CMV  disease  in  AIDS  patients  (DT  Dieterich 
et  al,  Am  J Gastroenterol,  88:542,  1993). 

Adverse  Effects — Renal  dysfunction  often  develops 
during  the  second  week  of  treatment  with  foscarnet  and  is 
usually  reversible,  but  renal  failure  requiring  dialysis  may 
occur.  Renal  toxicity  is  increased  in  patients  receiving 
other  nephrotoxic  drugs  such  as  amphotericin  B 
(Fungizone),  aminoglycoside  antibiotics,  or  pentamidine 
(Pentam  300);  adequate  hydration  may  decrease  the  risk. 
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Drugs  for  Treatment  of  Viral  Infections 

Viral  Infection 

Drug  of  Choice 

Dosage 

Cost* 

CYTOMEGALOVIRUS 

retinitis,  colitis,  esophagitis 

ganciclovir  (Cytovene) 

5 mg/kg  IV  bid  for  14  to  21  days1 

$ 682.08 

OR 

foscarnet  (Foscavir) 

60  mg/kg  IV  q8h  or  90  mg/kg  IV 

2,145.17 

ql2h  for  14  to  21  days2 

chronic  suppression  of 

ganciclovir  ( Cytovene ) 

5 mg/kg  IV  daily  or  6 mg/kg 

643. 104 

retinitis3 

5x/week‘ 

OR 

foscarnet  ( Foscavir ) 

90  to  120  mg/kg  IV  daily2  5 

2,298.404 

HEPATITIS  B VIRUS 

chronic  hepatitis 

interferon  alfa-2b 

5 million  units/day  or  10  million 

4,778.40 

(Intron  A) 

units  3x/week  SC  or  IM  for  4 
months 

HEPATITIS  C VIRUS 

chronic  hepatitis 

interferon  alfa-2b 

3 million  units  SC  or  IM  3x/week 

2,150.00 

( Intron  A ) 

for  24  weeks6 

HERPES  SIMPLEX  VIRUS 

genital  herpes 

first  episode 

acyclovir  ( Zovirax ) 

400  mg  PO  tid  for  7 to  10  days7 

38.26 

recurrence 

acyclovir 

400  mg  PO  tid  for  5 days3 

27.33 

frequent  recurrences 

acyclovir 

400  mg  PO  bid 

109.3 14 

encephalitis 

mucocutaneous  disease  in 

acyclovir9 

10  mg/kg  IV  q8h  for  14  to  21  days 

2,878.02 

immunocompromised 

acyclovir 

5 mg/kg  IV  q8hl0  for  7 to  14  days 

719.51 

or  400  mg  PO  5 x/day 

63.76 

neonatal 

acyclovir11 

10  mg/kg  IV  q8h  for  10  to  21  days 

88.1012 

acyclovir-resistant 

foscarnet  ( Foscavir) 

40  mg/kg  IV  q8h 

1,021.5113 

keratoconjunctivitis 

trifluridine14  (Viroptic) 

1 drop  of  1 % solution  topically 

46.4315 

every  2 hours,  up  to  9 
drops/day  for  10  days 

INFLUENZA  A VIRUS 

amantadine  - generic 

100  mg  PO  bid  for  5 days16 

$3.22 

( Symmetrel ) 

8.53 

OR 

rimantadine  (Flumadine) 

200  mg  PO  qd  or  100  mg  PO 

11.87 

bid  for  5 days  17 

RESPIRATORY  SYNCYTIAL  VIRUS 

ribavirin  (Virazole) 

aerosol  treatment  12  to  18 

626.7019 

hours/day  for  3 to  7 days13 

VARICELLA-ZOSTER  VIRUS 

varicella 

acyclovir  (Zovirax) 

20  mg/kg  (800  mg  max)  PO  qid 

70.85 

for  5 days 

herpes  zoster 

acyclovir20 

800  mg  PO  5x/day  for  7 to  10  days 

123.99 

varicella  or  zoster 

acyclovir 

10  mg/kg  IV  q8h  for  7 days21 

1,439.01 

in  immunocompromised 
acyclovir-resistant 

foscarnet  ( Foscavir ) 

40  mg/kg  IV  q8h 

1,021. 51 13 

* Cost  of  the  drug  to  the  pharmacist  for  the  lowest  recommended  dosage  for  a 70-kg  patient,  according  to  Average  Wholesale  Price 
listings  in  Red  Book  1993  and  March  1994  Update.  For  IV  medications,  the  cost  of  administration  increases  the  total  cost  considerably. 

1 . Dosage  reduction  is  recommended  for  creatinine  clearance  < 80  ml/min. 

Table  continued  on  page  346 
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2.  Dosage  reduction  is  recommended  for  creatinine  clearance  < 1.6  ml/min/kg. 

3.  In  AIDS  and  in  other  highly  immunocompromised  patients  with  retinitis,  chronic  suppression  is  recommended  after  acute  treatment. 

4.  Cost  for  30  days. 

5.  Over  2 hours.  Higher  doses  (120  mg/kg/day)  appear  to  be  more  effective  (MA  Jacobson  et  al,  J Infect  Dis,  168:  444,  1993) . 

6.  Some  experts  recommend  stopping  the  drug  if  no  response  in  aminotransferase  activity  by  16  weeks.  The  optimal  dosage  and  duration 
of  therapy  are  still  under  study. 

7.  FDA-approved  dosage  is  200  mg  five  times  a day.  For  severe  initial  genital  herpes,  intravenous  acyclovir  (5  mg/kg  q8h  for  5-7  days) 
can  be  used.  Dosage  reduction  is  recommended  for  creatinine  clearance  < 50  ml/min. 

8.  Only  modest  benefit.  FDA-approved  dosage  is  200  mg  five  times  a day. 

9.  Pediatric  dosage  is  500  mg/m2  q8h.  Vidarabine  15  mg/kg/day  as  an  IV  infusion  over  12  to  24  hours  for  10  days  is  a generally  less 
effective  alternative. 

10.  Pediatric  dosage  is  250  mg/m2  IV  q8h  for  7-14  days. 

11.  Not  approved  by  the  FDA  for  this  indication.  For  premature  infants,  20  mg/kg/day  in  two  divided  doses  has  been  used  (JA  Englund 
et  al,  J Pediatr,  1 19: 129,  1991).  Vidarabine  (Vira-A)  15  mg/kg/day  as  an  IV  infusion  over  12  to  24  hours  for  10  days  is  an  FDA-approved 
alternative. 

12.  Cost  based  on  a 3-kg  infant. 

13.  Cost  for  10  days. 

14.  Vidarabine  3%  ointment,  1/2-inch  ribbon  5 times/day,  is  an  equally  effective  alternative  treatment.  An  ophthalmic  preparation  of 
acyclovir  is  available  in  some  countries.  Treatment  of  HSV  ocular  infections  should  be  supervised  by  an  ophthalmologist;  duration  of 
therapy  and  dosage  depend  on  response. 

15.  Cost  based  on  purchase  of  a 7.5  ml  bottle. 

16.  The  recommended  pediatric  dosage  is  4.4  mg/kg/day  up  to  a maximum  of  150  mg/day.  Dosage  should  be  decreased  in  patients  with 
diminished  renal  function  (creatinine  clearance  < 80  ml/min),  and  those  more  than  65  years  old  should  receive  100  mg/day. 

17.  Pediatric  dosage  is  5 mg/kg/day  up  to  a maximum  of  150  mg.  Dosage  of  100  mg/day  is  recommended  for  older  nursing  home  residents 
and  for  patients  with  severe  hepatic  dysfunction  or  creatinine  clearance  <10ml/min. 

18.  Reservoir  concentration  of  20  mg/ml.  Requires  special  aerosol-generating  device  (SPAG-2,  Viratek  Inc.)  available  from  manufac- 
turer and  expert  respiratory  therapy  monitoring  for  administration. 

19.  Cost  of  a 6-gram  vial. 

20.  Effectiveness  established  in  ophthalmic  zoster  and  in  localized  zoster  of  less  than  3 days’  duration. 

21.  Pediatric  dosage  is  500  mg/m  q8h  for  7-10  days.  Vidarabine  10  mg/kg/day  IV  over  12  to  24  hours  for  5 days  is  a less  effective 
alternative. 


Nausea,  vomiting,  anemia,  fatigue,  headache,  genital  ul- 
ceration, seizures  and  other  CNS  disturbances,  hypo-  and 
hypercalcemia,  hypo-  and  hyperphosphatemia,  hypo- 
kalemia, and  hypomagnesemia  have  also  occurred. 
Foscarnet  chelates  divalent  cations,  and  ionized  serum 
calcium  should  be  measured  when  neurological  or  cardiac 
disturbances  occur  during  therapy  (MA  Jacobson  et  al,  J 
Clin  Endocrinol  Metab,  72:1130,  1991).  The  risk  of  se- 
vere hypocalcemia,  sometimes  fatal,  is  increased  by  con- 
current IV  pentamidine.  Foscarnet  may  increase  the  risk 
of  zidovudine-related  anemia.  It  causes  chromosomal 
damage  in  vitro  and  in  vivo  and  is  deposited  in  bone 
matrix. 

Resistance — HSV,  VZV,  and  CMV  strains  resistant  to 
foscarnet  in  vitro  can  emerge  during  therapy  and  may  be 
associated  with  decreased  clinical  response  (C  Leport  et 
al ,J  Infect  Dis,  168:1329,  November  1993;  S Safrin  et  al, 
J Infect  Dis,  109:193,  January  1994).  Combined  use  of 
foscarnet  and  ganciclovir  may  benefit  some  patients  fail- 
ing monotherapy  (DT  Dieterich  et  al,  J Infect  Dis,  1 67: 1 1 84, 
1993).  CMV  strains  resistant  to  both  ganciclovir  and 
foscarnet  have,  however,  been  reported  (KK  Knox  et  al, 
Lancet,  337:1292,  1991). 


INTERFERON  ALFA — Interferon  alfa  is  available 
as  alfa-2a  (Roferon-A),  alfa-2b  (Intron  A),  and  interferon 
alfa-n3  (Alferon  N).  Parenteral  interferon  alfa-2b  can 
produce  clinical  remissions  in  chronic  hepatitis  B,  some- 
times followed  by  loss  of  HBsAg  and  frequently  by 
sustained  histological  improvement  on  biopsy  (RP  Perrillo, 
Dig  Dis  Sci,  38:577,  1993;  DKH  Wong  et  al,  Ann  Intern 
Med,  119:312,  1993).  In  chronic  hepatitis  C virus  infec- 
tion, interferon  alfa-2b  was  associated  with  about  a 50% 
rate  of  biochemical  normalization  and  histologic  improve- 
ment; about  50%  of  responders  relapsed  after  treatment 
was  stopped  (G  Saracco  et  al,  Hepatology,  18:1300, 1993). 
Hepatitis  D (hepatitis  delta  virus;  HDV),  which  occurs 
only  in  patients  infected  with  hepatitis  B,  may  respond  to 
treatment  with  interferon  alfa  (P  Farci  et  al ,N  Engl  J Med, 
330:88,  Jan  13,  1994). 

Adverse  Effects — Intramuscular  or  subcutaneous  in- 
jection of  interferon  is  commonly  associated  with  an 
influenza-like  syndrome,  especially  during  the  first  week 
of  therapy.  High-dose  or  chronic  therapy  may  be  limited 
by  bone  marrow  suppression,  profound  fatigue,  myalgia, 
weight  loss,  increased  susceptibility  to  bacterial  infec- 
tions, psychiatric  syndromes  including  depression,  anxi- 
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ety , emotional  lability  and  agitation,  increased  aminotrans- 
ferase activity,  alopecia,  hypo-  or  hyperthyroidism, 
auto-antibody  formation,  and  possible  cardiotoxicity . Ad- 
verse reactions  occur  in  most  patients  at  high  doses:  about 
5%  of  those  treated  for  chronic  HBV  require  discontin- 
uation of  therapy.  Autoimmune  chronic  hepatitis  may  be 
exacerbated  by  treatment  with  interferon  (T  Papo  et  al, 
Ann  Intern  Med,  116:51,  1992). 

RIBAVIRIN  (Vir azole)  — A synthetic  nucleoside, 
ribavirin  used  as  an  aerosol  can  decrease  morbidity  in 
children  hospitalized  with  respiratory  syncytial  virus  (RS  V) 
bronchiolitis  and  pneumonia,  including  those  requiring 
mechanical  ventilation  (DW  Smith  et  al,  N Engl  J Med , 
325:24,  1991).  Intravenous  ribavirin  decreases  mortality 
in  Lassa  fever  and  in  Hemorrhagic  fever  with  renal  syn- 
drome caused  by  a hantavirus  (JB  McCormick  et  al,  N 
Engl  J Med,  314:20.  1986:  JW  Huggins  et  al.  7 Infect  Dis, 
164:1119,  1991);  it  is  being  tested  in  Hantavirus  pul- 
monary syndrome  ( Morbid  Mortal  Weekly  Rep . 42:816, 
October  29,  1993;  K Prochoda  et  al,  N Engl  J Med, 
329:1744,  Dec  2,  1993).  Oral  ribavirin  has  been  tried  for 
prevention  of  Lassa  fever  and  Congo-Crimean  hemor- 
rhagic fever  (GP  Holmes  et  al,  N Engl  J Med,  323:1 120, 
1990;  RA  Gasser,  Jr  et  al,  N Engl  J Med,  324:859.  1991). 
Oral  use  of  ribavirin  has  also  been  associated  with  tempo- 


rary reductions  in  serum  aminotransferase  activity  in 
chronic  hepatitis  C infection  (O  Reichard  et  al.  Lancet, 
337:1058,  1991).  Neither  oral  nor  IV  ribavirin  has  been 
marketed  in  the  USA. 

Adverse  Effects — Ribavirin  is  teratogenic  and 
embryotoxic  in  animals,  and  should  not  be  used  during 
pregnancy  unless  absolutely  necessary'.  Pregnant  wromen 
should  not  directly  care  for  patients  receiving  ribavirin 
aerosol.  Acute  deterioration  of  respiratory  function  has 
been  reported  wdth  ribavirin  aerosol  in  infants  and  in 
adults  with  bronchospastic  lung  disease.  Systemic  ribavirin 
is  associated  with  dose-related,  reversible  hemolytic  ane- 
mia. 

TRIFLURIDINE  (Viroptic) — Trifluridine  (TFT)  is  a 
nucleoside  analog  active  against  herpes  viruses  including 
acyclovir-resistant  strains.  It  is  approved  as  an  ophthalmic 
preparation  for  treating  HSV  ocular  infections.  It  has  also 
been  used  topically  to  treat  acyclovir-resistant  mucocuta- 
neous HSV  infections  (M  Murphy  et  al.  Lancet,  340: 1040, 
1992). 

VTDARABINE  (Vira  A) — Vidarabine  (formerly  called 
adenine  arabinoside  or  ara-A)  is  marketed  for  treatment  of 
HSV  and  VZV  infections,  but  because  of  disadvantages  in 
effectiveness,  adverse  effects  and  ease  of  administration, 
it  has  largely  been  replaced  by  acyclovir. 


Wanted  !!! 

Skilled  Medical  Volunteers 
MD,  RN,  PA,  EMT 

The  largest  athletic  event  in  1995  is  coming  to  New  Haven,  CT!  The  1995  International 
Special  Olympics  will  bring  over  6,500  athletes  and  17,  000  coaches,  family  members, 
and  friends  from  120  countries.  In  addition,  the  Special  Olympics  will  bring  500,000 
spectators. 

We  need  a minimum  of  45,  000  volunteers  from  June  30  through  July  9,  1995. 

Please  sign  up  today. 

For  Information  Call  203-789-4003 
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and  Global  Health 
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Speakers  will  include: 

Susan  Hershberg  Adelman,  MD,  PC 
AMA  Council  on  Medical  Service 

Marcia  Angell,  MD 

New  England  Journal  of  Medicine 

Holly  Atkinson,  MD 

CeoMedica  Networks 

Renee  K.  Bergner,  MD 

Albert  Schweitzer  HOpilcd,  Deschappelles,  Haiti 

Alan  Blum,  MD 

Baylor  College  of  Medicine 
Noel  Brown,  PhD 

United  Nations  Environment  Programme  (UNEP) 

Kevin  M.  Cahill,  MD 

Center  for  International  Health 
and  Cooperation 

Frank  Catchpool,  MD 
Lambarini,  1956-1959 

Eric  Chivian,  MD 

Harvard  Medical  School 
Massachusetts  Institute  of  Technology 
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Robert  Wood  Johnson  Medical  School 
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William  H.  Foege,  MD 
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Arthur  W.  Frank,  PhD 

University  of  Calgary 
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Janelle  Goetcheus,  MD 
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John  W.  Gofman,  MD,  PhD 
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Rockefeller  Foundation 


Donald  A.  Henderson,  MD,  MPH 
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James  M.  Hughes,  MD 
National  Center  for  Infectious  Diseases 
of  the  Centers  for  Disease  Control  (CDC) 

Stephen  M.  Johnson 

AmeriCares 

James  Kenney,  MD 

Yale  University  School  of  Medicine 

Louis  Lasagna,  MD 

Sadder  School  of  Graduate 
Biomedical  Sciences  at  Tufts  Unwersity 

Leonard  Laster,  MD 

University  of  Massachusetts  Medical  Center 

Alexander  Leaf,  MD 

Harvard  Medical  School 
Massadiusetts  General  Hospital 

Jennifer  Leaning,  MD 

Physicians  for  Social  Responsibility 
Harvard  Community  Health  Plan 

Jean  Mattison  & Joel  Mattison,  MD 
Lambartnd,  1962-1963 


Gwen  Grant  Mellon 

Albert  Schiveitzer  HQpilal,  Deschappelles,  Haiti 

Rhena  Schweitzer  Miller 
Daughter  of  Dr.  Albert  Sdtweitzer 
Albert  Schxveilzer  Institute  for  the  Humanities 

Laurence  O'Connell,  PhD,  STD 

Park  Ridge  Center  for  the  Study  of 
Health,  Faith,  and  Ethics 

Mark  J.  Plotkin,  PhD 

Conservation  International 

Fergus  Pope,  MD 

Lambartni,  1956-1966 

Othon  Printz,  MD 

Fondation  Internationale  de  V HQpilal  du 
Docteur  Albert  Schweitzer  d Lambartnt 

Harold  E.  Robles 

Albert  Sdtweitzer  Institute  for  the  Humanities 

William  H.  Rosenblatt,  MD 
REMEDY 

Yale  University  School  of  Medicine 

Joyce  Shaver,  MD 

University  of  North  Carolina 
(Chapel  Hdl)  Sdiool  of  Medicine 


Victor  W.  Sidel,  MD 
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Hospice:  Beyond  Boundaries 


JOAN  KLISKA,  R.N. 


Editor’s  note:  As  technology  and  the  bureaucracy  of  medicine  continue  to  widen  the  distance  between  us  and  our  patients, 
it  is  reassuring  to  hear  stories  that  tell  of  human  beings  caring  directly  for  other  human  beings  in  the  matter  of  their  health 
and  in  their  time  of  troubles.  In  hospice  care  and  home  care,  dedicated  nurses  now  manage  tasks  that  doctors  and  patients’ 
families  together  tried  to  deal  with  in  the  past.  Narratives  are  often  a better  way  to  tell  about  changes  in  health  care  than  formal 
analytic  reports;  when  I heard  the  story  that  follows,  I asked  the  home-care  nurse,  Mrs.  Joan  Kliska,  to  write  it  down  for  me 
because  I was  sure  that  many  readers  of  Connecticut  Medicine  would  find  it  illustrative  of  the  changing  patterns  of  our  health- 
care institutions. 

The  names  of  the  patient  and  her  husband  have  been  changed. 

Robert  U.  Massey,  M.D. 


The  referral  came  across  my  desk  as  many  do;  “67- 
year-old  female  with  nonresectable  colon  cancer, 
mets  to  ovaries  and  liver.  Status  postcolectomy  with 
ileostomy.  Deep  vein  thrombus  left  calf  with  no  treatment 
to  be  pursued.  Stage  II  sacral  decubitus.  Renal  shut  down. 
Urine  output  30  cc  concentrated.  IV  access  peripheral 
midline  catheter  six  inches  in  right  anticubital.  Blood 
pressure  64/50,  bed  bound.  Total  care.” 

As  I read  on,  I learned  that  the  patient  spoke  only 
rudimentary  English,  had  newly  immigrated  from  Russia. 
Both  she  and  her  spouse  had  been  dentists  in  their  home- 
land and  were  now  on  state  assistance.  She  had  refused 
chemotherapy  as  well  as  a nasogastric  tube  or  Foley 
catheter.  My  orders  read:  “IV  infusion,  5%  lactated  Ringer’ s 
at  75  cc/hour;  morphine  sulfate  2-5  mg  s.c.  q 3 hours  PRN, 
Compazine  10  mg  rectally  q 8 hours  PRN,  do  not  resusci- 
tate status:  do  not  intubate,  cardiovert,  no  cardiopulmo- 
nary resuscitation,  no  Foley.  Hospice  care,  comfort  mea- 
sures only.” 

My  mind  began  to  focus  on  the  complexity  of  the  case 
before  me.  The  patient  had  refused  further  hospitalization 
or  placement  in  a skilled  nursing  facility.  Home  care 


JOAN  KLISKA,  R.N.,  Primary  Care  Nurse,  McLean  Community 
and  Home  Care  Service,  McLean  Home,  Simsbury. 


remained  her  only  option  and  my  agency  had  accepted  the 
case.  The  medical,  cultural,  spiritual,  financial,  and  bu- 
reaucratic issues  were  only  on  paper  now,  but  I would  soon 
become  immersed  in  all  their  reality. 

I met  the  ambulance  at  the  apartment  at  3 p.m.  the  next 
day  and  entered  a world  unlike  any  I had  experienced 
before.  The  ambulance  attendants  were  moving  the  pa- 
tient who  was  heavily  wrapped  in  blankets  to  protect  her 
from  the  subzero  weather.  She  was  in  obvious  pain,  her 
eyes  frightened,  pleading.  Her  spouse  and  six  relatives 
were  loudly  and  angrily  rushing  about.  The  IV  nurse  was 
waiting  to  instruct  me  as  to  the  infusion  technique  agreed 
upon,  and  a delivery  man  was  trying  to  get  someone  in 
authority  to  sign  for  supplies.  As  the  paramedic  passed  me, 
he  mumbled  that  her  blood  pressure  was  60/palp!  My 
brain  struggled  to  prioritize,  organize,  COPE.  I signed  for 
the  supplies — one  down.  The  IV  nurse  gave  me  her  input 
and  transferred  paperwork — two  down.  I turned  to  my 
patient.  I unwrapped  the  layers  of  linen  and  discovered 
that  the  ileostomy  bag  had  burst  during  transport  and 
liquid  stool  covered  everything,  contaminating  the 
decubitus  dressing.  As  I went  about  cleaning,  changing 
her  dressing,  monitoring  vital  signs,  I talked  with  my  new 
charge.  I wasn’t  sure  if  it  was  the  tone  of  my  voice  or  my 
touch  or  my  concern  for  her  that  bridged  the  language 
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barrier,  but  she  grabbed  my  hands  and  in  a soft,  heavily 
accented  voice  said,  “You  are  very  kind.”  My  confidence 
soared  only  to  be  dashed  again  as  I became  aware  of  the 
commotion  in  the  next  room.  The  patient,  my  new  ally  said 
to  me,  “Tell  him  [her  spouse]  to  shut  up.”  “No,”  I replied, 
“yow  tell  him.”  She  smiled  knowingly  and  as  he  rushed  by 
the  bed,  in  a hushed  voice  she  gave  the  command.  As  I 
watched,  he  stopped,  walked  over  to  the  bed,  gently  kissed 
her  and  held  her  hand.  I knew  immediately  who  was  in 
charge  in  this  family! 

Pain  control  was  next,  and  I found  a prescription  for 
morphine,  but  no  one  had  thought  to  send  one  along  for  the 
syringes  and  needles.  As  I called  pharmacy  after  phar- 
macy, none,  for  security  reasons,  carried  injectable  mor- 
phine. In  desperation  I called  a pharmacist  across  town 
who  had  always  provided  good  service  to  my  patients;  he 
had  one  bottle  of  morphine  and  would  personally  call  the 
M.D.  to  arrange  for  the  syringe  script.  Home-care  commu- 
nity resources  and  contacts  are  vital  ingredients.  I gave 
directions  to  one  of  the  relatives  and  soon  he  came  back 
with  the  needed  supplies.  And  then  I faced  the  first  of 
many  cultural  differences. 

The  patient’s  husband  would  not  allow  me  to  inject  the 
morphine.  An  English-speaking  niece  explained  that  at 
home  stoicism  is  expected.  My  mind  was  settling.  I 
explained  the  need  for  pain  relief  to  the  spouse,  and  that  I 
must  supervise  him  in  drawing  up  the  medicine  and 
injecting  it  to  be  sure  of  his  technique.  He  proudly  and 
accurately  performed  the  procedure.  My  patient  was  com- 
fortable and  resting.  I learned  later  that  she  did  not  trust 
patches  or  oral  morphine  and  had  insisted  that  she  would 
only  accept  injectable  morphine.  Was  nothing  going  to  be 
easy? 

My  home  health  aide  arrived  and  I outlined  our  plan  of 
care  and,  commenting  on  some  of  the  problems  we  would 
face,  she  looked  understandably  skeptical.  We  reminded 
each  other  that  we  in  home  care  pride  ourselves  on  our 
flexibility,  and  she  turned  to  her  assigned  tasks  and  I faced 
the  angry  crowd  in  the  next  room. 

As  I explained  the  amount  of  care  I felt  was  needed, 
coupled  with  the  amount  authorized  by  the  state,  one 
English-speaking  niece  kept  yelling,  “The  state,  the  state — 
It’s  just  like  Russia!  We  have  no  power!  We  have  no 
control.”  I explained  that  I was  only  authorized  to  provide 
five  hours  of  home  health  aide  daily,  but  learned  that 
someone  at  the  hospital  had  promised  six.  I explained  that 
my  job  was  to  be  a patient  advocate,  that  I would  work  with 
the  state,  the  doctor,  and  anyone  else  to  provide  what  their 
loved  one  needed.  She  was  my  first  priority  and  I would 
get  her  good  care.  We  agreed  on  five  hours,  the  needed 
paperwork  was  finished  and  signatures  obtained;  opening 
a case  usually  takes  no  more  than  two  hours.  Five  hours 


later,  I walked  out  into  the  cold  night  air.  My  first  thought 
was  to  wonder  whether  we  could  manage  this  case,  but 
something  about  the  look  of  trust  in  Elka’ s eyes  and  the 
love  for  her  in  Yaacob’s  eyes  assured  me  that  we  would 
work  it  out. 

The  next  day  began  daily  nursing  visits  to  assess  Elka’s 
status,  instruct  Yaacob  in  sterile  technique  for  infusion 
bag  changes,  decubitus  care,  dressing  changes  for  the  IV 
site,  pain  control,  and  hospice  care.  It  all  sounded  routine 
enough  in  English!  Language  became  our  first  challenge. 
It  was  not  simple,  finding  words  that  were  effective.  It  was 
a combination  of  Latin,  “medicalese,”  and  body  English. 
The  universal  language  of  medicine,  derived  from  two 
dead  languages,  gave  us  common  ground.  Yaacob  care- 
fully observed  my  technique,  the  supplies  I used,  and 
offered  modifications  of  his  own.  Duoderm,  Tegaderm, 
alcohol  prep  pads  all  fascinated  him.  As  I arrived  one  day 
he  greeted  me  with,  “You  Americans  are  crazy!”  As  I 
pursued  this,  I learned  that  as  a result  of  his  frequent 
repositioning  and  back  care  for  Elka,  he  had  used  up  all  of 
the  skin  lotion  from  her  hospital  stay  and  had  gone  to  the 
pharmacy  to  buy  more.  He  had  taken  the  empty  bottle  with 
him  attempting  to  duplicate  it,  only  to  be  told  that  he  could 
not  buy  it  there;  the  pharmacist  pointed  to  the  disclaimer 
on  the  bottle,  “For  hospital  use  only.  Not  for  resale.” 
Yaacob  came  home  with  the  brand-name  lotions  he  had 
purchased  and  the  knowledge  that  in  America  you  could 
get  lotion  for  free  that  you  could  not  buy!  I laughed  with 
him  and  agreed  with  his  observation:  Americans  are 
crazy ! A bond  was  formed. 

The  IV  became  a complicated  issue  as  the  days  passed 
and  our  daily  contact  afforded  me  some  understanding  of 
their  long-standing  medical  beliefs  and  the  new  ones  they 
now  faced  that  both  fascinated  and  frustrated  them.  Early 
on,  the  IV  pump  had  to  be  substituted  with  a simple  plastic 
gravity  flow  meter.  The  alarms  and  flashing  lights  and 
strange  commands  of  the  I- Vac  caused  Yaacob  much 
distress.  The  automation  that  we  rely  on  only  added  to  the 
communication  problem  for  this  couple.  The  click-lock 
needles  they  mastered,  the  plastic  infusion  bags  they 
learned  to  trust,  but  the  beeps  and  colored  lights  of  the  I- 
Vac  never  made  it.  But  we  in  home  care  are  flexible. 

Then  it  happened — the  IV  infiltrated;  edema,  no  back 
flow  of  blood,  and  a highly  disturbed  Yaacob.  After  all 
peripheral  lines  failed  over  a six-day  period,  I broached 
the  subject  of  discontinuing  the  IV.  Elka  was  now  taking 
1 000  cc  of  fluids  orally  and  with  her  continued  hypotension 
accesses  were  gone.  A central  line  now  seemed  the  only 
option,  but  Elka  refused  to  go  to  the  emergency  room  for 
its  insertion.  She  insisted  the  surgeon  make  a house  call 
and  perform  the  procedure  there.  I explained  that  the 
safety  risks  made  this  impossible.  I also  tried  to  under- 
stand their  fixation  regarding  the  importance  of  the  IV. 
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One  hospice  concept  of  nontreatment  includes  limiting 
hydration,  but  Yaacob  kept  saving.  “No  IV.  no  life.  She 
must  have  IV.”  Elka  was  more  amenable  to  discussion.  I 
explained  that  her  oral  intake  had  become  sufficient  to 
ehminate  the  IV.  Her  sites  needed  time  to  heal.  Her  blood 
pressure  remained  60/palp.  She  had  been  essentially 
anuric  for  weeks  now  and  the  IV  fluid  was  flowing  from 
her  ileostomy,  providing  little  benefit.  I promised  that  if 
she  chose  to  have  a central  line  I would  accompany  her  to 
the  emergency  room,  assist  her  surgeon,  and  stand  by  her. 
I called  the  surgeon  and  he  agreed  to  speak  directly  with 
Elka  to  reinforce  my  efforts.  His  cooperation  with  me  and 
sensitivity  to  this  family's  plight  achieved  our  goal,  and 
Elka  seemed  to  be  at  peace,  freed  from  the  IV,  and  with  one 
more  source  of  pain  removed.  Yaacob  had  doubts.  Daily, 
I reminded  him  that  in  this  country  patients  have  choices. 
My  job  was  to  instruct,  inform  regarding  options,  and 
allow  the  patient  to  choose.  And  Elka  had  chosen.  He  told 
me  that  in  Russian  hospitals  you  have  no  choice:  you  are 
told  and  you  accept. 

Elka’s  physical  care  was  coordinated  between  Yaacob 
and  her  home  health  aides.  She  was  carefully  reposi- 
tioned. given  frequent  bathing  and  back  care,  and  miracu- 
lously even  without  protein  intake  her  sacral  decubitus 
healed.  The  limited  fluid  intake  reduced  the  lower  extrem- 
ity edema  and  this  source  of  discomfort  disappeared. 
Yaacob  followed  our  lead  and  augmented  our  postopera- 
tive care.  But  one  area  was  his  and  his  alone:  mouth  care! 
As  we  watched,  strange  concoctions  of  egg  whites  and 
other  household  liquids  were  applied  to  Elka' s oral  cavity. 

“I  am  dentist.”  he  reminded  us,  a statement  of  profes- 
sionalism, of  pride,  of  accomplishment.  But  Yaacob’ s 
frustration  with  his  status  in  America  was  poignant.  One 
day  he  attempted  to  explain.  “In  my  small  city,  I am — how 
you  say?  Big  shot!”  He  smiled  and  gestured.  “'Here — I am 
nothing."  I took  his  powerful  hands  in  mine  and  I struggled 
to  find  a solution,  suggesting  resources  we  might  pursue  to 
find  some  meaningful  work  for  him.  Emphatically  he 
refused,  explaining.  “I  am  finished  in  my  world  of  job. 
Now.  in  this  country.  I will  not  take  a job  away  from  the 
young  who  can  become  ’big  shot'  here.”  He  let  me  know 
that  his  despair  was  not  total.  A mental  note  to  myself 
included  contacting  community  resources  to  follow  up 
with  Yaacob  after  Elka's  death. 

Good  home  care  never  ends  with  the  patient;  by  its  very 
nature  it  is  ongoing.  Case  management  involves  other 
medical  personnel,  providers,  community  resources,  reli- 
gious centers,  government  agencies.  The  home-care  nurse 
may  behave  as  a central  computer — accepting  data,  pro- 
cessing. cross-referencing,  problem  solving — but  never 
distant  or  removed.  My  beeper,  my  phone,  my  documen- 
tation link  me  to  my  families,  but  as  in  the  case  of  Elka  and 
Yaacob.  the  intangible  human  link  is  always  present. 


Each  visit  gave  me  more  clues  as  to  this  family’s 
understanding  of  the  complex  issues  of  death  and  dying. 
An  interpreter  explained  that  Russians  rarely  speak  of 
death  until  it  occurs.  There  is  little  prior  planning.  The 
cultural  dichotomy  w;a s there  to  be  dealt  with — I could  not 
remove  Yaacob’s  denial.  It  was  his  hope.  But  as  Elka’s 
lethargy  increased  and  her  skin  became  jaundiced  and 
uremic  frost  appeared.  Yaacob  pleaded  to  know  w hat  was 
wrong.  I gave  him  simple  medical  facts;  he  nodded,  he 
already  knew.  And  suddenly  he  wept.  My  talk  of  quality 
of  life  versus  quantity  was  unacceptable.  “If  only  one 
more  day,  let  her  live  for  me.”  The  signs  and  symptoms 
defining  the  terminal  state  were  unavoidable . B ut  Y aacob  * s 
plea  rang  in  my  ears,  and  in  my  car,  I too  wept.  The 
objectivity  gave  way  to  subjectivity;  hospice  is  not  an 
exact  science! 

Hospice  also  attempts  to  provide  spiritual  support  as 
appropriate.  The  family's  upbringing  had  been  Jewish, 
but  Yaacob  was  adamantly  atheistic.  As  I considered  the 
only  Russia  he  had  known,  I concluded  that  this  must  not 
be  uncommon  after  the  intense  religious  suppression  of 
communism.  Elka  also  refused  visits  by  clergy  wiien  I 
asked,  but  she  told  me  that  it  w-as  comforting  to  her  to 
knowr  that  I prayed  for  her.  Our  mutual  respect  for  our 
differences  gave  us  common  ground.  She  called  me  “Sis- 
ter Yoan,”  as  nurse  is  “sister”  in  Russia.  Hospice  provides 
choices,  support,  but  only  to  the  extent  that  patients  allow 
or  find  it  beneficial. 

We  celebrated  Elka’s  birthday  and  I learned  more  of 
their  customs.  We  wTere  struggling  with  a severe  winter 
and  they  learned  that  home-care  nurses  often  travel  many 
miles  to  provide  care.  Life  is  more  local  in  Russia.  Elka's 
deterioration  continued.  Yaacob  greeted  me  one  day  with 
“My  heart  breaks.  She  is  going.”  Her  apical  rate  increased, 
ostomy  drainage  changed  in  color,  intake  became  mini- 
mal. pain  control  w?as  good,  but  nausea  increased,  partly 
controlled  by  compazine.  As  Elka  neared  the  end  stages  of 
her  life,  family  members  became  more  anxious,  even 
criticising  Yaacob’s  care  of  her.  Yaacob’s  stress  was 
increasing  his  symptoms  of  cardiac  and  pulmonary  dis- 
ease. I attempted  to  intervene  and  reassure;  I knew  that 
only  Elka  wrould  face  death  with  acceptance  and  peace. 
Y aacob  understood  not  to  call  9 1 1 : he  wrould  honor  Elka’ s 
wishes  to  stay  at  home.  I was  on  hospice  call. 

The  frantic  call  came  through  our  switchboard  at  12: 15 
a.m.,  “We  wrant  Yoan.  get  Yoan.”  Appropriate  connec- 
tions were  made  and  after  some  quick  detective  w ork  on 
the  part  of  the  on-call  nurse,  I w?as  reached.  I quickly 
returned  the  call  to  Yaacob  only  to  hear  his  loud  sobs.  I 
reminded  him  not  to  call  91 1 and  quickly  made  the  15-mile 
trip  to  the  apartment.  I was  greeted  and  admitted  by  two 
very  large,  solemn  Russian  gentlemen  stationed  to  assure 
that  I wrould  not  ring  the  doorbell.  Inside  it  seemed  like  my 
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very  first  visit — large  numbers  of  family  members,  Y aacob 
wailing  and  everyone  looking  to  me  for  resolution.  As  I 
spoke  to  Elka  and  assured  myself  that  she  had  died  and 
made  my  nurse  pronouncement,  mirrors  were  covered, 
women  in  nightgowns  and  boots  were  being  seated  around 
the  bed,  windows  were  opened  to  the  cold  winter  air,  and 
I was  asked  to  close  Elka’ s jaw  by  tying  a cloth  around  her 
head.  I was  anxious  to  comfort,  to  not  offend,  to  be  of  some 
use.  But  Yaacob’s  grief  was  overpowering,  and  as  we 
clung  to  each  other  he  kept  saying,  “It  was  so  fast.  I did  not 
know  she  would  die.”  My  heart  broke,  but  hospice  fami- 
lies only  hear  what  they  can  accept,  and  after  two  months 
of  attempting  to  prepare  them  for  this  moment,  I stood 
again  surrounded  by  denial.  Yaacob  was  blaming  himself, 
the  family  was  blaming  the  immigration  to  America,  and 
everyone  was  either  demanding  a rabbi  or  refusing  to 
allow  any  spiritual  intervention.  The  infighting  was  loud 
and  very  animated.  I called  Elka’ s doctor  to  tell  him  of  her 
death,  and  found  a corner  to  complete  the  death  certificate 


for  the  funeral  director,  only  to  be  told  that  the  body  could 
not  be  moved,  “She  will  not  go  out  into  the  night.”  By  now 
it  was  2 a.m.  and  as  I called  the  funeral  home,  they  assured 
me  that,  although  not  the  usual  protocol,  they  would  await 
the  family’s  call  for  removal  of  the  body.  A niece  would 
oversee  arrangements.  She  explained  that  this  was  the  way 
her  family  reacted  to  death — the  denial,  the  blaming,  the 
weeping.  I somehow  felt  empty  both  as  a professional,  and 
as  a human  being.  But  I believed  that  Elka  had  gone  from 
my  hands  to  God’s. 

This  case  is  now  officially  relegated  to  a blue  folder 
filled  with  codes,  numbers,  faxes,  flow  sheets,  and  docu- 
mentation, but  I have  gained  perspective.  Bereavement 
calls  will  be  made  and  community  resources  will  follow 
up.  But  this  case  was  special.  These  people  transplanted  to 
an  alien  place  in  the  midst  of  personal  crisis  have  affected 
many  lives;  it  was  satisfying  to  know  that  Home  Care 
could  ease  their  terrible  burden. 


The  Seventh  Annual  Disabled  Worker’s  Symposium 

The  Seventh  Annual  Disabled  Worker’s  Symposium  will  be  held  11-12  October  1994  at  the  Radisson  Hotel 
in  Cromwell,  Connecticut.  Keynote  speakers  will  be  Edward  Welch,  Esq.,  from  Michigan  State  University  and 
Edwin  Wyman,  M.D.,  Harvard  professor,  and  Chairman  of  the  American  Association  of  Orthopedic  Surgeons’ 
Committee  on  Occupational  Medicine. 

The  symposium  will  assemble  those  interested  in  workers’  compensation  issues,  present  lectures  on  the 
compensation  system,  promote  dialogue  among  the  respective  groups,  and  foster  understanding  and  cooperation. 
Issues  to  be  considered  include:  disability,  indemnity  costs,  litigation,  and  health-care  expenditures.  Delivery  of 
benefits,  medical  care,  return  to  work,  and  methods  of  lessening  injured  workers’  suffering  are  also  included. 

This  annual  symposium  is  presented  by  the  Disabled  Workers’  Committee,  a publicly  supported  nonprofit 
corporation,  whose  purpose  is  to  promote  the  importance  of  returning  impaired  workers  rapidly  to  the  workplace. 
The  committee  is  sponsored  by  the  Connecticut  State  Medical  Society,  The  Connecticut  Workers’  Compensation 
Commission,  and  the  New  London  County  Medical  Association.  Committee  members  include  business  and  labor 
leaders,  attorneys,  occupational  health  nurses,  and  physical  therapists,  physicians,  commissioners,  and  injured 
workers. 

The  symposium  is  an  area-wide  focal  point  for  workers’  compensation  issues.  It  seeks  to  promote  a spirit  of 
cooperation  and  education  among  all  groups  involved  with  the  injured  worker.  All  interested  individuals  are 
invited  to  attend. 

The  committee  also  awards  a $10,000  college  scholarship  to  the  child  of  a permanently  and  totally  disabled 
worker. 

For  more  information  on  the  symposium,  committee,  or  scholarship  please  call  (203)  449-8996. 
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COMMENTARY 


An  Open  Letter  to  the  President 

J.  DAVID  GAINES,  M.D. 


Editors  note:  Dr.  J.  David  Gaines  recently  wrote  the  letter,  printed  below,  to  President  Clinton  expressing  his  concerns 
about  the  “Clinton  Health  Plan.”  The  president’s  response  follows. 

Representative  Nancy  Johnson,  who  saw  a copy  of  his  letter  urged  Dr.  Gaines  to  share  it  with  other  physicians  in 
Connecticut. 

Dr.  Gaines  is  in  the  solo  practice  of  primary  care  in  Cheshire.  He  has  been  the  Connecticut  State  Medical  Society’s 
representative  for  the  past  three  years  for  internal  medicine  to  the  Connecticut  Medicare  Advisory  Council. 

Robert  U.  Massey,  M.D. 


Dear  President  Clinton: 

I have  been  in  solo  private  practice  of  internal  medicine  (primary  care)  in  a small  community  outside  of  New  Haven, 
Connecticut,  for  the  past  16  years.  During  that  time,  I have  accumulated  a patient  population  of  approximately  3,500 
individuals.  In  a recent  survey,  I have  not  found  a single  patient  who  approves  or  endorses  the  “Clinton  Health  Plan”! 

When  asked  why,  my  patients  state  that  they  do  not  trust  you  or  the  federal  government.  In  many  of  your  speeches,  you 
promise  freedom  of  choice  in  selecting  a physician;  however,  if  you  had  read  the  entire  health  plan,  you  would  have  noticed 
that  it  will  be  against  the  law  (page  244)  for  patients  to  go  outside  their  alliance  to  pay  for  services  that  are  already  covered 
in  their  alliances,  even  though  they  may  be  better  elsewhere.  If  I choose  to  remain  in  private  practice  and  am  not  in  a particular 
health  alliance,  then  many  of  my  patients  who  have  been  with  me  for  over  10  years  will  have  to  select  another  physician,  or 
if  you  change  the  plan  so  that  a private  practice  option  is  open  to  them,  it  will  be  so  expensive  that  nobody  could  afford  to 
see  me.  This  is  not  freedom  of  choice! 

My  patients  feel  that  the  Clinton  bill  is  designed  to  push  them  into  HMOs,  which  are  designed  to  restrict  their  access  to 
more  expensive  and  advanced  technologies  and  therapies.  The  premium  price  controls  will  pressure  HMOs  to  use  even  more 
strict  methods  of  limiting  care,  yet  your  bill  omits  any  safeguards  to  protect  patients  from  abusive  cost-cutting  practices.  They 
are  also  concerned  about  the  loss  of  privacy  and  confidentiality  under  the  Clinton  health  plan.  Although  denied  by  your  White 
House  staff,  the  personal  medical  history  of  my  patients  will  be  stored  in  a national  data  bank.  The  text  of  the  bill  specifically 
states  that  when  a physician  treats  a patient  (page  861),  he  must  record  a “clinical  encounter”  on  a standardized  form  and 
submit  it  to  the  health  alliance,  which  in  turn  sends  it  on  to  the  national  electronic  data  network.  If  a physician  does  not  do 
this,  he  or  she  can  be  “fined  up  to  $10,000  for  each  violation”  (page  885-6). 

In  presenting  your  health  plan,  you  assured  the  public  that  the  government  supports  the  concept  of  prevention.  Are  you 
aware,  President  Clinton,  that  the  federal  government  through  its  Medicare  program  currently  will  not  reimburse  physicians 
or  their  patients  (over  the  age  of  65)  for  any  preventive  medicine  physical  examination?  Did  you  know  that  Medicare  will 
not  pay  for  most  screening  services  or  procedures,  including  those  for  the  early  diagnosis  of  prostate  cancer  and  colo-rectal 
cancer?  They  also  will  not  cover  physician  supervision  of  visiting  nurse  services  or  home  antibiotic  therapy.  No  wonder  that 
my  patients  do  not  trust  the  government! 
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Several  years  ago  the  government  promised  more  equitable  reimbursement  for  evaluation  and  management  procedures 
(primary-care  services).  Your  administration  endorsed  this  concepts  as  well  as  that  of  encouraging  more  physicians  to  enter 
primary  care  (general)  medicine  rather  than  becoming  specialists.  Unfortunately,  you  have  not  supported  in  deeds  what  you 
have  promised  in  words. 

Reimbursements  from  Medicare  for  evaluation  and  management  procedures  under  the  new  resource  based  relative  value 
scale  (RBRVS)  are  currently  below  the  cost  of  providing  that  service.  In  addition,  physicians  are  not  allowed  to  charge  the 
patient  or  Medicare  for  the  additional  costs  of  complying  with  the  new  government  OSHA  and  CLIA  regulations.  A recent 
article  (5  April  1994)  in  the  New  York  Times  points  out  that  a federal  advisory  commission  discovered  that  Medicare  is  paying 
doctors  59%  of  (private)  insurers  rate,  and  this  gap  may  “compromise  access  to  care  for  Medicare  beneficiaries.”  This  is  the 
reason  why  there  are  many  internists  in  my  area  who  can  no  longer  afford  to  take  on  any  new  Medicare  patients,  and  why 
there  has  been  a 50%  decline  in  the  past  five  years  in  the  number  of  physicians  choosing  primary  care  specialties. 

Another  component  of  the  “Clinton  Health  Plan”  that  my  patients  and  I are  not  pleased  with  is  employer  mandated  health 
coverage.  Some  of  my  patients  (like  myself)  are  small  businessmen,  and  cannot  afford  to  spend  8%  of  their  payroll  for  health 
coverage.  (This  is  particularly  unfair,  when  many  of  us  employ  persons  whose  spouses  have  adequate  health  coverage).  In 
order  to  comply  with  this  regulation,  many  of  us  would  have  to  reduce  salaries  or  lay  off  employees.  When  you  were 
confronted  with  this  problem  in  a televised  public  forum,  you  jokingly  told  the  owner  of  a restaurant  to  “raise  the  costs  of 
your  pizzas”!  Mr.  President,  things  are  not  that  simple.  Are  you  aware  that  physicians  are  not  allowed  under  current  or 
proposed  law  to  pass  any  increase  in  costs  on  to  Medicare  patients? 

Finally  you  promised  tort  reform  in  you  new  health  plan;  however,  on  closer  examination  there  does  not  appear  to  be  any 
major  advances  in  this  important  area  of  increased  health  costs.  Contingency  fees  are  capped  at  30%,  which  is  the  current 
level  in  most  states,  and  awards  will  still  be  permitted  for  pain  and  suffering.  We  realize  how  difficult  it  would  be  for  you 
to  limit  fees  charged  by  lawyers,  as  most  of  your  cabinet  and  Congress  are  lawyers  themselves! 

I am  sorry  that  I had  to  go  through  such  a public  forum  to  reach  you;  however,  my  letters  to  the  government  have  remained 
unanswered.  When  some  of  my  colleagues  and  I volunteered  our  help  to  Mrs.  Clinton  in  the  designing  of  the  health-care 
reform  bill,  we  were  informed  by  one  of  her  assistants  that  she  did  not  want  to  be  prejudiced  by  those  of  us  in  private  practice! 
I am  not  surprised,  as  I am  not  aware  that  a single  one  of  your  wife’s  41 1 “health  care  advisors”  actually  takes  care  of  patients 
in  a private  practice  setting. 

If  this  letter  is  allowed  to  reach  your  desk,  I look  forward  to  your  personal  reply  and  thank  you  in  advance  for  your  time 
devoted  to  this  task.  I also  would  be  available  to  debate  you  at  any  time  on  your  health-care  bill  in  any  public  forum  that  you 
chose.  Thank  you  again. 

Very  sincerely  yours, 

J.  David  Gaines,  M.D.,  F.A.C.P. 

Cheshire 


The  White  House,  Washington 


Dear  David: 


5 May  1994 


Thank  YOU  for  writing  me  about  my  health  security  plan.  My  plan  is  designed  to  fix  our  badly  broken  system  before  it 
is  too  late.  Currently,  37  million  Americans  are  without  health  care.  If  we  do  nothing,  one  in  four  Americans  will  lose  their 
health  coverage  at  some  point  over  the  next  two  years,  and  skyrocketing  health  care  costs  will  continue  to  threaten  our  families 
and  businesses. 

The  plan  I have  proposed  would  give  Americans  the  peace  of  mind  they  deserve  and  help  secure  a better  future  for  our 
children  and  grandchildren.  It  would  guarantee  a comprehensive  package  of  benefits  that  could  never  be  taken  away  even 
if  you  move,  lose  your  job,  or  become  ill.  In  addition,  it  would  simplify  the  system  and  save  tens  of  billions  of  dollars  now 
spent  on  health  care.  Under  my  proposal,  one  standard  insurance  form  would  be  used  and  everyone  would  receive  a health 
security  card  to  speed  record  keeping  and  processing.  The  plan  would  reduce  costs  by  encouraging  competition  among  health 
plans,  emphasizing  prevention,  reducing  excessive  paperwork,  and  cracking  down  on  waste  and  fraud.  The  plan  also 
emphasizes  consumer  choice  and  would  give  Americans  the  ability  to  choose  their  health  plan  and  their  own  doctor.  Our  plan 
will  build  on  the  quality  care  many  now  enjoy  by  creating  report  cards  on  health  plans,  so  that  consumers  can  reward  the 
highest  quality  health  care  providers  with  their  business. 

For  reform  to  be  both  successful  and  lasting,  everyone— starting  with  those  who  profit  from  the  current  system — must  take 
responsibility  for  being  part  of  the  solution.  We  must  have  the  courage  to  embrace  this  new  direction  and  produce  a health 
care  system  that  is  built  to  provide  for  all  Americans  now  and  in  the  future.  I hope  I can  count  on  your  support. 

Sincerely, 

Bill  Clinton 
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50  Years  Ago 

From  The  Connecticut  State  Medical  Journal 

June  1944 


Medical  Practice  and  Hospital  Service 


ALPHONSE  M.  SCHWITALLA,  S.J.,  St.  Louis 


The  Author.  Dean,  St.  Louis  University  School  of 
Medicine;  President,  Catholic  Hospital  Association. 


I.  The  Clamor  for  Health  Security 

THE  NATIONAL  clamor  for  a new  pattern  in  the 
distribution  of  hospital  and  medical  care,  for  compul- 
sory health  protection  of  those  who  need  social  security, 
for  new  methods  of  purchasing  hospital  and  medical  care 
has  been  taken  by  a large  part  of  the  American  public  as  a 
criticism  of  medicine  and  the  other  health  caring  profes- 
sions. It  might  just  as  well  have  been  taken,  as  it  is  by 
another  section  of  the  American  public,  as  one  of  the 
greatest  compliments  ever  paid  to  medicine.  That  clamor, 
it  must  be  noted,  points  not  towards  professional  service 
but  points  toward  the  economic  availability  and  the  eco- 
nomic distribution  of  that  service.  It  is  precisely  because 
medicine  has  achieved  what  it  has  achieved  and  has  shown 
the  range,  the  effectiveness  and  the  thoroughness  of  its 
ability  to  control  human  suffering  and  to  advance  human 
betterment  that  so  intense  a national  craving  has  been 
created  for  more  and  still  more  medical  and  hospital  care, 
a craving  which  affects  even  our  least  privileged  groups 
with  the  desire  to  have  as  their  right  what  the  more 
privileged  groups  enjoy  by  virtue  of  their  power  of  pur- 
chase. Medicine’s  achievements  not  only  in  curative  but 
especially  in  preventive  medicine  have  evoked  a new 
national  appetite,  so  almost  ravenous  that  in  a not  uncom- 
mon opinion  frequently  expressed  of  social  security  as 
conditioned  upon  health  security,  our  provisions  for  old 
age  and  survivors’  benefits,  for  unemployment  security 
and  for  the  numerous  other  forms  of  social  security  are  in 
the  last  analysis,  futile  and  deceptive  unless  they  are 
conjoined  with  health  security. 


From  the  Connecticut  State  Medical  Journal , June  1944. 


There  can  be  no  doubt  but  that  the  American  people 
have  arrived  at  a state  of  national  appreciation  of  hospital 
and  medical  care.  To  what  extent  this  has  become  the 
concern  of  the  individual  citizen  or  the  individual  laborer, 
can  be  judged  by  many  indications.  Surveys  upon  surveys 
have  revealed  in  both  the  skilled  and  the  unskilled  laboring 
groups,  in  the  technical  groups  and  in  the  “white  collared” 
groups,  a preponderance  of  opinion  that  a better  distribu- 
tion of  health  care  is  the  next  immediate  objective  of 
popular  concern  and  social  propaganda.  The  rural  areas 
have  joined  the  national  chorus  particularly  however, 
insisting  upon  the  development  of  additional  health  facili- 
ties in  the  way  of  hospitals  and  service-giving  personnel. 
Industries  have  to  a large  extent  taken  the  initiative  and 
have  become  aggressive  in  their  efforts  to  solve  their  own 
health  problems  for  their  own  employees  not  without  a 
measure  of  success  in  a few  particularly  noteworthy 
instances.  All  of  this  surely,  can  and  must  be  taken  as  an 
endorsement  of  the  existing  order  of  things  in  the  distribu- 
tion of  medical  and  hospital  care.  If  our  system  were  as 
fundamentally  defective  even  from  an  economic  view- 
point as  some  advocates  of  social  medicine  would  have  us 
believe,  surely  the  national  appetite  could  not  have  been 
whetted  to  the  extent  that  it  is  at  the  present  time. 

What  then  do  our  people  want?  The  answer  to  that 
question  cannot  be  given  unless  we  view  this  national 
appetite  and  craving  with  other  claims  and  yearnings  of 
the  American  people.  Surely,  I need  not  give  an  answer  to 
that  question  for  we  know  that  there  are  large  sectors  of  the 
population  that  will  attempt  to  claim  from  government  all 
that  can  be  claimed  simply  because  by  urging  such  claims 
and  achieving  their  objectives,  their  purpose  is  advanced 
to  divest  themselves  of  a responsibility  which  tradition- 
ally and  historically  has  developed  as  a personal  respon- 
sibility but  which  under  the  influence  of  the  socializing 
trend  in  all  things  human  tends  to  become  like  so  many 
other  individual  responsibilities,  a social,  a national  and 
emphatically,  a governmental  responsibility. 
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What  is  medicine  opposing  when  a large  percentage  of 
physicians  puts  itself  into  opposition  to  what  is  alleged  to 
be  the  popular  trend?  Is  it  opposing  the  readier  availability 
of  medical  care?  No.  Is  it  opposing  the  diffusion  of 
medical  care  throughout  the  strata  of  the  population?  No. 
Is  it  opposing  the  legitimate  desire  of  the  citizen  be  he  in 
the  lowest  wage  brackets  or  in  the  highest,  be  he  an 
indigent  or  a millionaire,  for  the  personal  care  of  a physi- 
cian and  superior  hospital  facilities?  Again,  no.  Is  it 
opposing  the  claim  of  the  citizen  whatever  may  be  his  rank 
that  he  has  a right  to  health  protection  for  himself  and  his 
dependents?  Emphatically  no.  Medicine  is  opposing  this, 
that  the  responsibility  for  the  health  care  of  the  nation  is  to 
be  vested  in  an  administrative  authority  rather  than  in  the 
professional  authority  of  the  physician.  It  is  opposing  the 
claim  of  competence  to  judge  of  the  health  needs  of  the 
nation  by  the  economist,  the  sociologist,  the  politician,  the 
governmental  administrator  rather  than  by  a learned  pro- 
fession which  through  centuries  of  intermittent  toil,  through 
the  faithful  transmission  of  accumulated  treasures  of  knowl- 
edge, through  a wise  and  painstaking  research  into  the 
intricacies  of  the  individual  human  being,  has  achieved  a 
competence  to  judge  of  human  needs  that  can  be  shared  by 
no  one  who  merely  knows  about  medicine  without  know- 
ing medicine.  Medicine  is  opposing  the  substitution  of 
administrative  procedures  for  the  science  and  the  art  of 
medicine.  It  insists  as  it  must  insist  that  medical  knowl- 
edge and  skill  are  alone  competent  to  deal  with  the  medical 
problem  of  the  nation.  It  is  willing  to  leave  to  sociology 
and  economics  and  government  the  countless  problems  in 
the  diffusion  of  medical  care,  in  facilitating  its  availabil- 
ity, in  determining  its  social  implications  but  always  and 
only  if  the  final  responsibility  of  the  physician  for  his 
patient  is  safeguarded. 

II.  The  Elements  of  National  Health  Care 

Traditionally,  at  least  in  this  country,  we  have  accepted 
three  elements  as  constituting  together  the  health  care  of 
the  nation.  Medical  care,  facilities  for  giving  care  to  the 
patient,  such  as,  hospitals,  and  thirdly,  public  health.  Of 
these  three  elements,  the  third  has  been  long  since  ac- 
cepted as  primarily  the  responsibility  of  governmental 
agencies,  chiefly  because  public  health  was  thought  to 
concern  itself  particularly  with  communicable  diseases, 
the  control  of  which  seemed  inadequately  safeguarded 
without  some  form  of  governmental  authority.  As  the 
concept  of  public  health  extended  to  more  and  more 
disease  conditions  and  into  ever  larger  areas  of  public 
responsibility,  such  as,  education  and  occupational  pro- 
tection, the  viewpoints  and  attitudes  of  preventive  medi- 
cine became  to  a large  extent  integrated  into  the  field  of 
public  health  until  today,  our  system  of  public  health, 
though  perhaps  in  some  respects  not  as  extensive  as  that  of 


other  countries  in  its  range,  may  still  be  claimed  as  surely 
among  the  best  which  the  world  has  produced  by  reason  of 
the  intensity  of  effort  that  has  been  invested  in  safeguard- 
ing our  people. 

Hospitalization,  the  second  of  the  elements  in  health 
care  which  is  by  far  the  most  important  of  the  constituent 
elements  implied  in  the  term  health  facilities,  has  recently, 
as  we  all  know,  undergone  a radical  revolution  through  the 
development  of  group  hospitalization  plans.  The  history 
of  these  plans  represents  to  my  mind  a struggle  between 
the  physician’s  responsibility  to  safeguard  the  high  level 
of  ethics  of  the  profession  and  the  welfare  worker’s 
assumption  that  the  problem  of  hospitalization  is  pre- 
dominantly an  economic  one.  Be  it  said  to  the  eternal 
credit  of  medicine  that  medicine  determinately  and  even 
doggedly  insisted  that  if  there  is  to  be  an  economic 
solution  for  the  problem  of  hospitalization,  that  solution 
must  leave  untouched  and  unscathed  the  sanctities  of 
medical  practice.  Medicine  insisted  that  such  a solution 
could  be  found  and  from  the  very  beginning  of  the  efforts 
to  find  an  economic  solution,  medicine  asserted  that  it 
would  give  its  approval  to  hospitalization  plans  when,  as 
and  if  those  plans  restricted  themselves  to  sociological  and 
economic  considerations  and  left  the  physician  to  carry  his 
own  responsibility.  If  medicine  had  yielded  to  the  popular 
pressures,  if  it  had  been  sensitive  to  criticism,  slander  and 
ridicule  during  the  early  days  of  the  group  hospitalization 
movement,  we  would  today  unquestionably  be  farther 
away  than  fortunately  we  are  from  the  security  and  even 
the  high  minded  social  idealism  of  some  of  our  Blue  Cross 
Plans  which  frankly,  have  made  service  to  the  people  their 
primary  concern  and  have  given  only  secondary  consider- 
ation to  those  economic  and  public  welfare  factors  which 
derive  their  significance  only  from  service  to  the  people 
and  which  in  themselves  at  one  time,  threatened  to  sub- 
merge the  very  purposes  for  the  achievement  of  which 
they  were  legitimately  devised. 

The  Blue  Cross  Plans  have  met  with  phenomenal  suc- 
cess. That  success  became  a reality  chiefly,  in  my  opinion, 
because  of  the  trust  which  the  people  of  the  United  States 
had  in  the  leadership  of  medicine.  It  would  be  an  interest- 
ing speculation  to  indulge  in  to  raise  the  question  where 
the  Blue  Cross  Plans  would  be  today  in  their  efforts  for  the 
good  of  the  nation  if  the  medical  societies  of  the  land  had 
not  given  their  approval  and  had  not  lent  to  the  organizing 
groups  the  splendid  resources  of  medical  judgment  with 
reference  to  hospitalization  which  those  medical  societies 
possess  as  their  most  valuable  treasure.  The  Blue  Cross 
Plans  have  succeeded  because  of  the  approval  of  medi- 
cine. 

And  now  there  obtrudes  itself  into  our  thinking,  the 
third  element  in  the  nation’s  health  care,  medical  care. 
There  are  those  who  fond  as  they  might  be  of  the  historical 
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parallels,  are  convinced  that  as  the  Blue  Cross  Plans  have 
succeeded  in  making  hospitalization  available  to  large 
percentages  of  our  population,  so  too,  some  other  plan 
must  be  devised  for  making  medical  care  available  to  the 
same  groups  of  our  population.  They  recognize  the  fact 
that  the  profession  of  medicine  as  a whole  has  still  regis- 
tered its  protest  against  this  parallel;  medicine  still  insists 
that  no  plan  has  thus  far  been  devised  which  meets  all  the 
essential  requirements  of  the  situation;  medicine  as  a 
whole  still  insists  that  it  is  one  thing  to  provide  hospitaliza- 
tion and  quite  a different  thing  to  provide  medical  care  for 
large  numbers  through  group  insurance  plans;  medicine 
insists  that  there  is  an  enormous  difference  between  pro- 
viding hospitalization  and  providing  medical  care  and  yet, 
the  clamors  continue.  Official  medicine  has  not,  be  it 
remembered,  committed  itself  to  any  statement  concern- 
ing the  impossibility  of  devising  an  ethically  and  profes- 
sionally acceptable  plan,  it  has  however,  insisted,  first, 
that  the  difficulties  in  the  evolving  of  such  a plan  are  much 
greater  than  they  were  in  the  case  of  hospitalization 
insurance  and  secondly,  that  a medical  care  plan  should 
not  be  devised  without  a deep  insight  into  the  meaning  of 
medical  care  itself  and  a complete  understanding  of  the 
vast  implications  of  medical  service.  As  a matter  of  fact, 
official  medicine  has  sanctioned  experimentation  under 
its  own  protection  with  various  plans  which  seem  to  give 
promise  of  meeting  the  ethical  and  professional  require- 
ments. What  the  success  of  those  experiments  will  be  it  is 
perhaps  too  early  to  tell,  chiefly  because  group  medical 
service,  just  as  group  hospital  service,  necessarily  con- 
notes economic  and  statistical  considerations  much  more 
difficult  of  understanding  than  those  which  centered  in 
group  hospitalization  plans. 

But  the  chief  reason  why  the  transition  cannot  be  easily 
made  from  group  hospitalization  plans  to  medical  care 
plans  is  because  the  latter  must  necessarily  of  their  very 
nature  move  the  scene  of  action  and  study  into  that  most 
intimate  of  human  extra  familial  relationships,  the  rela- 
tionship between  physician  and  patient.  The  group  hospi- 
talization plans,  it  is  true,  approach  that  relationship  but 
they  are  still  on  its  fringe;  medical  service  plans  must  walk 
warily  as  they  approach  the  sanctuary  of  the  physician- 
patient  relationship.  If  the  advocates  of  precipitate  action 
with  reference  to  medical  service  plans  wish  to  learn 
anything  from  the  hospital  service  plans,  they  had  better 
learn  this:  that  until  the  medical  profession  is  ready  to  give 
its  wholehearted  endorsement  to  such  undertakings  when 
medicine  can  be  assured  that  its  responsibilities  for  the 
health  of  the  nation  can  be  adequately  safeguarded,  medi- 
cal service  plans  should  not  be  announced  as  the  solution 
of  the  nation’s  desire  for  universal  medical  service  cover- 
age. Haste  from  this  area  may  result  in  untold  harm,  harm 
which  will  result  in  greater  evils  than  are  the  evils  which 
the  plan  is  ostensibly  designed  to  remedy. 


III.  The  Hospital-Patient  Contract  and  the 
Physician-Patient  Contract 

It  seems  advisable  for  all  of  us  to  give  ever  deeper  study 
to  the  implications  of  the  patient-physician  relationship. 
This  can  be  done  by  contrasting  the  implications  of  the 
implied  contract  between  the  patient  and  physician  and  the 
implied  contract  between  the  patient  and  the  hospital. 
Before  doing  this  however,  it  would  be  well  to  revert  to 
certain  fundamentals.  I hark  back  to  1 932 . In  that  year,  the 
reports  of  the  Committee  on  the  Costs  of  Medical  Care 
revealed  two  fundamentally  diverse  philosophies  of  medi- 
cal practice.  Both  philosophies  take  their  origin  from  the 
personal  relationship  between  patient  and  physician.  Both 
would  subscribe  to  the  statement  that  “medical  care  by  its 
very  nature  is  and  must  remain  a distinctly  personal 
service?”  (Medical  Care  for  the  American  People,  page 
39).  In  defining  this  personal  service,  however,  one  of  the 
philosophies  says  “There  is  nothing  in  any  way  mysteri- 
ous in  the  relation  between  the  physician  and  his  patient. 
On  the  therapeutic  side,  it  is  capable  of  completely  objec- 
tive analysis.  As  to  those  phases  which  are  not  strictly 
medical,  it  is  of  a piece  with  all  satisfactory  human 
relations  involving  as  they  do  mutual  patience,  sympathy, 
understanding  and  confidence”  (ibid,  page  41).  The  other 
philosophy  defines  the  personal  relationship  as  “that  bond 
of  sympathy  and  interest  in  the  patient’s  welfare  on  the 
part  of  the  physician,  confidence  in  the  ability,  integrity 
and  discretion  of  the  physician  on  the  part  of  the  patient 
and  mutual  regard  on  the  part  of  each  for  the  other  which 
cause  the  patient  to  disclose  for  the  purpose  of  diagnosis 
and  treatment  the  most  private  and  confidential  informa- 
tion concerning  himself  and  his  surroundings  when  neces- 
sary for  proper  diagnosis  and  treatment.  The  character  and 
personality  of  the  physician  is  a major  factor  in  its  devel- 
opment. ...  It  is  an  individual  relationship,  the  product  of 
character  and  personality  and  cannot  be  transferred  to  a 
group  or  fostered  by  group  practice”  (ibid,  page  169).  An 
analysis  of  these  two  definitions  has  revealed  diametri- 
cally opposite  approaches  to  almost  every  element  in 
medical  care.  It  is  unnecessary  to  point  out  that  those  two 
definitions  have  become  sometimes  explicitly,  sometimes 
by  implication,  the  battle  cries  of  opposing  forces  which 
have  carried  through  battles  in  public  and  in  private,  in 
voluntary  as  well  as  in  governmental  circles,  through  the 
stormy  days  of  the  conferences  on  a national  health 
program  and  through  the  equally  stormy  but  more  general 
controversies  which  are  now  being  waged  around  the 
Wagner  Bill. 

The  fundamental  principle  in  medical  practice,  as  I see 
the  problem,  is  that  the  relationship  between  patient  and 
physician  creates  obligations,  confers  privileges  and  gives 
rise  to  responsibilities  which  are  unique  in  human  experi- 
ence and  which  are  characteristically  different  from  those 
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arising  in  any  other  inter-individual  relationship.  Those 
obligations,  privileges  and  responsibilities  are  profes- 
sional in  character,  that  is,  they  are  based,  on  the  one  hand, 
on  the  competence,  the  personality  and  the  ethical  charac- 
ter of  the  physician  and,  on  the  other  hand,  on  the  needs, 
the  personality,  the  circumstances  and  the  trustfulness  of 
the  patient  and  they  must  remain  inviolate  and  intrinsi- 
cally unchanged  no  matter  what  the  circumstances  and 
pressures  might  be  which  would  tend  to  alter  their  essen- 
tial character.  To  be  sure,  this  does  not  mean  that  there  is 
not  a legitimate  place  for  such  forms  of  medical  practice 
as  are  implied  in  public  health  work  nor  in  certain  forms 
of  contract  practice  assuming  certain  standards  which  will 
safeguard  the  dignity  of  the  physician  as  well  as  of  the 
patient.  But  in  my  opinion,  we  must  derive  the  standards 
of  non-individualized  practice  from  individual  practice  as 
the  former  has  developed  historically  rather  than  to  derive 
the  pattern  of  individualized  practice  from  non-individu- 
alized  practice  as  the  advocates  of  a medical  revolution 
insistently  demand  of  us.  When  the  nurse  required  to 
supply  assistance  to  the  physician  and  the  patient  is 
interposed  in  this  relationship,  the  former  relationship 
between  physician  and  patient  must  in  no  wise  be  substan- 
tially changed,  but  a new  set  of  obligations,  privileges  and 
responsibilities  are  created  between  physician  and  nurse, 
nurse  and  patient,  on  the  one  hand,  and  patient  and  nurse 
and  nurse  and  physician,  on  the  other  hand,  leaving 
unchanged  as  far  as  this  is  humanly  possible  under  strict 
ethical  control,  the  basic  relationship  between  patient  and 
physician.  If  now  the  hospital  happens  to  be  the  place  in 
which  medical  care  is  given  under  the  pattern  of  organiza- 
tion which  is  practically  universal  in  our  country,  the 
hospital  is  interposed  at  two  places  in  this  complex  rela- 
tionship between  the  physician  and  the  nurse  and  between 
the  nurse  and  the  patient.  Theoretically  and  ideally  the 
previously  existing  obligations,  privileges  and  responsi- 
bilities must  again  remain  unchanged  as  far  as  this  is 
ethically  possible  and  a third  set  of  auxiliary  and  subsid- 
iary relationships  result  between  physician  and  hospital, 
hospital  and  nurse,  nurse  and  hospital,  hospital  and  pa- 
tient, patient  and  hospital,  and  hospital  and  physician. 

In  this  diagrammatic  presentation,  we  can  easily  fit  all 
the  other  developments  and  adjuncts  of  present  day  medi- 
cal practice,  all  the  auxiliary  personnel  which  has  grown 
up  around  the  physician  and  patient  to  produce  the  intri- 
cate pattern  of  today’s  practice.  The  specialist,  the  techni- 
cian, the  dietitian,  the  social  worker,  the  physical  and  the 
occupational  therapist,  the  radiological  technician,  all 
find  their  place  and  from  their  place  which  they  occupy 
within  the  basic  framework,  their  respective  obligations, 
privileges  and  responsibilities  can  be  readily  and  consis- 
tently as  well  as  logically  and  ethically  defined. 


If  this  analysis  is  acceptable  and  valid,  there  must 
follow  certain  considerations  which  will  give  an  answer  to 
the  problem  of  the  differentiation  between  the  patient- 
physician  relationship,  on  the  one  hand,  and  the  patient- 
hospital  relationship,  on  the  other  hand.  In  both  instances, 
there  is  an  implied  contract,  that  is,  when  the  physician 
accepts  responsibility  for  the  patient  and  when  the  hospital 
accepts  such  responsibility,  there  are  present  all  the  ele- 
ments of  a contract.  The  physician  and  the  hospital  both 
give  something  to  the  patient  and  the  patient  is  expected  to 
render  something  in  return  for  what  he  receives.  If,  when 
the  service  rendered  by  the  physician  is  gratuitous  on 
account  of  the  patient’s  needs  or  by  reason  of  friendship 
and  when  the  hospital  accepts  a patient  as  a free  patient,  be 
it  noted,  the  patient-physician  contract  is  essentially  one 
between  two  individuals  and  hence,  it  is  personal;  the 
patient-hospital  contract  is  a contract  between  an  indi- 
vidual and  an  institution  and  hence,  it  is  essentially  an 
institutional  contract.  The  first  is  based  upon  individual 
ethical  and  rigorously  confidential  principles  and  consid- 
erations; the  second  on  institutional  ethics  and  on  prin- 
ciples which  govern  an  institution  having  complex  modes 
of  operation  and  complex  personnel  interrelationships. 
The  patient-physician  contract  implies  a mutual  personal 
responsibility;  the  patient-hospital  contract,  on  the  other 
hand,  a responsibility  which  is  individualized  in  one 
direction  as  it  emanates  from  the  patient  but  institutional, 
on  the  other  hand,  as  it  emanates  from  the  hospital.  The 
ethics  in  both  cases  are  expressible  in  law  and  such  laws 
have  been  formulated  by  states  and  governments  but  the 
laws  have  recognized  the  vast  difference  in  the  two  forms 
of  contracts. 

To  pursue  our  analysis  still  further,  the  patient-physi- 
cian contract  implies  remuneration  in  some  form  not 
necessarily  in  a financial  form  and  so  does  the  patient- 
hospital  contract  but  be  it  noted,  in  the  first  case,  the 
remuneration  is  to  be  given  for  a personal  service;  in  the 
second  case,  for  a service  which  must  be  shared,  divided 
and  subdivided  among  a vast  number  of  individuals.  It  has 
been  estimated,  for  example,  that  in  some  hospitals,  the 
mere  admission  procedure  of  a patient  into  a hospital 
involves  contact  either  directly  or  indirectly  with  no  fewer 
than  twenty-nine  persons  between  the  patient’s  first  ap- 
pearance at  the  admission  desk  and  his  lodgement  in  the 
room  or  the  ward  which  he  is  to  occupy.  Moreover,  as  far 
as  the  patient-physician  contract  is  concerned,  essentially 
the  staff  relationship  of  the  physician  within  the  hospital 
may  be  considered  non  significant  though,  needless  to  say, 
accidentally,  the  patient-physician  contract  may  be  greatly 
affected  by  the  staff  relationship  of  the  physician  in  that 
particular  institution.  The  patient-hospital  contract,  how- 
ever, is  significantly  altered  by  the  physician’s  place  in  the 
hospital  staff. 
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In  the  same  way,  control  as  an  element  in  the  adminis- 
tration of  these  two  contracts  is  in  the  case  of  the  patient- 
physician  contract  derivable  fundamentally  and  essen- 
tially only  from  the  considerations  of  professional  and 
personal  ethics  even  though  the  profession  itself  and  the 
law  do  exercise  a supervisory  function.  In  the  patient- 
hospital  relationship,  on  the  other  hand,  control  is  much 
more  complex  and  ramified  and  involves  all  of  the  intri- 
cate interrelationships  between  a vast  number  of  individu- 
als of  diverse  functions  of  diverse  levels  of  responsibility. 

Pursuing  our  parallel  still  farther,  the  obligation  of 
assisting  the  patient  is  in  the  patient-physician  relation- 
ship quite  different  from  that  involved  in  the  patient- 
hospital  contract.  Under  certain  conditions,  as  we  know, 
the  physician  is  bound  to  assist  the  patient  and  that 
obligation  has  been  recognized,  to  make  my  point  con- 
crete, even  in  the  original  formulation  of  the  code  of  ethics 
now  governing  medical  practice.  The  obligation  of  assist- 
ing the  patient  in  the  patient-hospital  contract,  however,  is 
contingent  and  optional  and  becomes  mandatory  only 
after  the  patient  has  been  accepted.  The  hospital  exercises 
a much  greater  freedom  of  choice  in  accepting  responsi- 
bility for  a patient  than  the  physician  does  in  accepting 
responsibility  at  least  under  certain  conditions. 

Fundamentally,  the  physician’s  services  may  be  con- 
sidered indispensable  for  the  preservation  of  human  life; 
the  hospital’s  services  are  by  their  very  nature,  dispens- 
able even  though  contingently  so.  Economic  consider- 
ations are,  according  to  the  very  nature  of  the  patient- 
physician  contract,  entirely  secondary.  In  the  patient- 
hospital  contract,  they  may  become  optionally  important. 
In  the  patient-physician  contract,  limitations  are  depen- 
dent only  on  the  critical  or  the  non  critical  needs  of  the 
patient;  in  the  patient-hospital  contract,  limitations  arise 
from  such  entirely  extraneous  considerations  as  econom- 
ics which  may,  on  the  one  hand,  determine  luxury  service 
and,  on  the  other,  minimally  essential  services  or  as  we 
have  been  accustomed  to  define  them,  “adequate”  ser- 
vices. In  the  last  analysis,  there  can  be  no  division  of 
responsibility  in  the  ideal  patient-physician  relationship; 
in  the  patient-hospital  relationship,  there  is  a vast 
fractioning  of  responsibility  even  though  that  fraction- 
ation takes  place  under  the  supervision  and  guidance  of  the 
physician. 

Even  this  attempt  at  an  analysis  does  not  exhaust  all  that 
might  be  said  on  the  subject,  needless  to  say,  but  what  I 
have  said  will  at  least  reveal  the  basic  and  fundamental 
difference  between  the  patient-physician  relationship  and 
the  patient-hospital  relationship  and  hence,  the  basic  and 
fundamental  difference  between  the  two  contracts. 

IV.  The  Outlook  for  Medical  Service  Plans 

If  it  is  concluded  from  all  that  I have  said  that,  in  my 
opinion,  medical  service  plans  are  ethically  indefensible 


and  hence,  impossible  of  satisfactory  formulation,  the 
conclusion  would  certainly  extend  beyond  the  premises 
which  I have  formulated.  The  only  conclusion  from  this 
analysis  which  is  justified  by  it  is  that  since  there  exist 
these  essential  differences  in  a contract  between  patient 
and  physician  and  patient  and  hospital,  these  differences 
must  be  kept  in  mind  in  any  forms  of  prepayment  which 
may  be  devised  in  the  two  instances.  To  make  this  conclu- 
sion more  pointed,  the  conclusion  is  justified  in  the  premise 
that  we  cannot  facilely  and  spontaneously  and  in  a matter- 
of-fact  attitude,  conclude  that  because  hospitalization 
service  plans  have  been  formulated  and  have  been  eco- 
nomically successful,  therefore,  medical  service  plans  can 
be  equally  easily  formulated  and  can  become  equally 
easily  successful.  I deny  the  validity  of  transferring  too 
easily  our  experience  with  hospitalization  service  plans  to 
medical  service  plans.  It  will  require,  I believe,  ever  so 
much  more  wisdom,  sincerity  and  high-minded  idealism 
to  work  out  medical  service  plans  than  have  been  de- 
manded in  the  formulation  of  hospital  service  plans. 
Economic  considerations  will  be  much  more  difficult; 
ethical  cautions  will  be  much  more  essential;  philosophi- 
cal outlooks  upon  life  in  general  and  medical  practice  in 
particular  will  be  much  more  significant  in  the  drafting  of 
medical  service  plans  than  has  been  the  case  in  the  drafting 
of  hospital  service  plans. 

Let  me,  therefore,  close  with  a note  both  of  hope  and  of 
caution:  Of  caution  against  any  precipitate  determination 
to  introduce  medical  service  plans  even  under  the  protec- 
tion and  guidance  of  medical  societies  without  a complete 
understanding  of  all  that  is  implied;  of  hope  in  the  future 
for  the  practice  of  medicine  in  a society  which  will  not 
discard  the  one  indispensable  guarantor  of  our  American 
liberty,  namely,  a strong  unshakable  and  unyielding  ac- 
ceptance of  personal  responsibility.  If  prepayment  plans 
for  medical  service  grow  out  of  an  American  civilization 
that  clings  tenaciously  to  personal  responsibility  as  the 
only  effective  safeguard  for  the  dignity  of  man,  be  he 
laborer  or  capitalist,  beggar  or  millionaire,  then  the  com- 
mon sense  and  wisdom  of  the  American  people  will 
undoubtedly  be  able  to  evolve  a pattern  of  medical  prac- 
tice which  will  safeguard  that  dignity  and  all  that  it 
connotes;  if,  on  the  other  hand,  medical  service  plans 
emerge  from  society  which  seeks  in  its  processes  to  relieve 
the  individual  of  the  only  claim  that  he  has  to  his  dignity 
by  relieving  him  of  his  responsibility,  then  a medical 
service  plan  based  on  such  a philosophy  is  bound  to 
accelerate  the  deteriorating  processes  which  will  endan- 
ger the  continued  existence  of  America  as  we  have  known 
it.  We  must  strive  to  understand  the  implications  of  medi- 
cal service  plans  by  understanding  still  more  profoundly 
the  intimate  meaning  of  medical  practice. 
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Academic  and  Clinical  Appointments: 

1971 -Present  Attending  Psychiatrist.  Hospital  of  St.  Raphael. 

1969-Present  Attending  Psychiatrist,  Yale-New  Haven  Hospital. 

1986-Present  Consultant,  Pediatric  Psychiatry,  Milford  Hospital. 

1976-Present  Associate  Clinical  Professor,  Yale  University  Department  of  Psychiatry  and  Child  Study  Center. 

1974-1981  Clinical  Associate  Professor,  Smith  College,  School  for  Social  Work,  North,  Northampton,  Mass. 

1974-1976  Assistant  Clinical  Professor,  Yale  University  Department  of  Psychiatry  and  Child  Study  Center. 

1968-1974  Clinical  Instructor,  Yale  University  Department  of  Psychiatry  and  Child  Study  Center. 


Memberships  (Past  and  Present): 

New  Haven  County  Medical  Association,  President,  1983-1984;  Board  of  Governors,  1975-present. 

Connecticut  Psychiatric  Society,  Councilor,  Treasurer  and  President-Elect;  President,  1986-87. 

Connecticut  Council  of  Child  and  Adolescent  Psychiatrists,  President,  1975-76. 

Connecticut  Medical  Insurance  Company  (physician  organized  medical  insurance  company  writing  professional  liability 
insurance).  Founding  Director  and  Member,  Executive  Committee,  1984-Present;  Vice  President  Board  of  Directors  1990- 
present. 

Connecticut  State  Medical  Society  Delegate  to  Assembly,  1983-present,  Committee  on  Third  Party  Payments,  1974-91; 
Chairman,  Committee  on  Professional  Liability,  1986-87;  Councilor,  1985-1991,  Speaker  of  House  of  Delegates,  1991-92; 
Vice  President,  1992-1993;  President-Elect,  1993-94. 

American  Psychiatric  Association,  Member,  Committee  on  Professional  Liability,  1976-86. 

American  Academy  of  Child  and  Adolescent  Psychiatry,  Committee  on  Insurance,  1975-88;  Cochairperson,  Committee  on 
Insurance,  1981-88;  Member,  Task  Force  on  Procedure  and  Coding,  1988-present. 

New  Haven/Middlesex  Chapter  and  Fairfield/Litchfield  Chapter,  Connecticut  Psychiatric  Society.  Treasurer  and  Councilor. 


Board  Certified  and  Honors: 


1983  Certified  in  Psychiatric  Administration  by  American  Psychiatric  Association. 

1976  Elected  Fellow  of  American  Academy  of  Child  and  Adolescent  Psychiatry. 

1974  Elected  Fellow  of  American  Psychiatric  Association. 

1971  Commissioned.  Kentucky  Colonel  for  contributions  organizing  mental  health  services  in  Eastern  Kentucky, 

1962-64. 

1970  American  Board  of  Psychiatry  and  Neurology,  Certified  in  Child  Psychiatry,  #646. 

1969  American  Board  of  Psychiatry  and  Neurology,  Certified  in  General  Psychiatry,  #10129 

1961  Diplomat,  National  Board  Of  Medical  Examiners. 

Licensed:  Kentucky,  Ohio,  California,  Connecticut. 
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“Filling  out  insurance  forms  gives  my  patients 
a pain  in  the  neck.” 

—Dr.  Patrick  J.  Carolan,  Orthopedics,  Bridgeport,  CT 


“Good  medical  care  was  once  as  easy  as  seeing  your  doctor. 
Complications  set  in.  Forms  to  fill  out.  Deductibles.  Hidden  costs.  Partial 
coverage.  Non-medical  intrusions  into  the  patient-physician  relationship.” 

“Doctors  decided  to  do  something  about  it.  Through  our  State  Medical 
Society,  we  first  created  CSMS-IPA,  Connecticut's  only  statewide  I PA. 
Then  we  launched  M.D.  Health  Plan,  based  on  a simple  principle:  The  best 
medicine  for  patients  is  practiced  by  physicians — not  insurance  companies, 
not  benefit  managers,  not  cost  analysts.” 

“It  worked!  Now  the  fastest  growing  health  plan  in  Connecticut  and  the 
choice  of  over  115,000  patients,  our  company  is  100%  owned  and  100% 
directed  by  practicing  physician.  Why  not?” 

Patrick  Carolan,  M.D. 


6 DEVINE  STREET  • NORTH  HAVEN,  CT  06473  • (203)  776-5759  • 1-800-345-9272 


THE  PRESIDENT’S  PAGE 


The  New  President’s  Message 


In  last  month's  inaugural  address,  I referred  to  the  revolutionary  changes  taking  place  affecting  how  each  of  us 
delivers  care  to  our  patients.  Until  now,  physicians  were  among  the  leaders  of  society.  Well-organized  and  well- 
financed  forces  are  redefining  us  as  “providers  of  service"  to  “their  patients.”  Given  the  opportunity,  they  would  bid 
on  groups  of  patient  “lives”  and  providers,  much  like  pork  belly  futures.  Should  this  be  our  ghost  of  Christmas  future? 
I think  not. 

I said  that  we  can  no  longer  leave  this  battle  to  a small  group  of  leaders,  just  as  an  army  needs  a large  number  of  troops 
to  pitch  in  and  share  the  hardships.  It  can  no  longer  be  beneath  our  dignity  to  be  involved  politically.  However  distasteful, 
each  of  us  has  to  make  a personal  decision  to  devote  a certain  amount  of  time  and  a certain  amount  of  personal  funds 
to  join  in  this  fight  for  what  we  know  is  needed  for  our  patients.  Here  are  some  specific  things  you  can  do  today: 

1.  Share  in  the  financial  task.  Write  a personal  check  for  100  dollars  to  COMPAC.  Most  of  our  members  haven't 
even  done  that,  yet  this  is  an  incredibly  effective  means  of  attracting  our  elected  officials’  ears  so  we  can  get 
our  point  of  view  heard.  That  should  be  easy  and  painless.  Better  yet,  consider  asking  to  become  active  in 
COMPAC’s  activities  and  ask  to  attend  meetings  if  that  interests  you.  You  can  send  the  check  via  the  CSMS 
offices  and  we'll  see  that  it  arrives. 

2.  Schedule  two  hours  this  month  to  write  to  your  state  and  federal  elected  officials.  Express  your  opinions  as  to 
why  patients  should  be  free  to  choose  their  own  doctors  and  hospitals.  Explain  the  need  for  malpractice  reform. 
Nothing  is  more  persuasive  than  personal  examples  based  on  your  experiences.  If  you're  so  inclined,  it  would 
be  even  better  to  talk  directly  with  your  legislator. 

3.  For  those  of  you  who  are  AMA  members,  we  have  arranged  for  the  AMA  to  mail  directly  to  your  office  a set 
of  excellent  brochures  entitled  “A  Message  to  My  Patients.”  The  brochures  provide  patients  with  important 
information  about  what  they  can  do.  (While  it  is  probably  in  bad  taste  to  buttonhole  patients  in  the  office.  I have 
found  that  when  materials  are  left  in  my  waiting  room,  patients  welcome  the  opportunity  to  consult  my  expertise 
in  thinking  through  their  opinions  on  these  important  issues.)  You  might  be  interested  to  know  that  the  AMA 
has  been  sending  these  brochures  in  groups  of  24  to  physicians  requesting  them.  By  the  time  you  read  this 
column,  far  more  than  a million  copies  have  already  been  picked  up  by  patients.  Ask  what  you  can  do. 

4.  Please  stay  in  touch  with  us  at  the  CSMS  offices.  Knowing  what  you  have  personally  accomplished  aids  us  in 
coordinating  our  activities  and  support  of  your  activities. 

The  joy  of  our  calling  involves  the  wonderful  way  in  which  we  touch  others'  lives.  Yes.  we  must  adapt,  but  your  public 
advocacy  is  required  if  we  are  to  retain  in  this  revolution  those  things  that  make  what  we  do  with  our  patients  so  special. 

Theodore  Zanker,  M.D. 

President 
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A child  cries  for 
food.  We  doctors 
must  answer. 

World  hunger  is  an 
ever-present  scourge  that  claims 
35,000  lives  each  day. 


Physicians  Against  World  Hunger  (PAWH)  is  a 
non-profit,  tax-exempt  organization,  founded 
by  physicians  to  defend  the  basic  human  right 
to  food.  In  partnership  with  well  recognized 
and  reputable  organizations  PAWH  supports 
hunger  projects  throughout  the  world. 


Together  physicians  must  bring  an  end  to  world 
hunger.  We  are  sworn  to  protect  human  life. 
When  people  dying  of  hunger  cry  out  for  help, 
we  must  respond.  — Please  join  us. 


Physicians  Against  World  Hunger 

#2  Stowe  Road,  Peeks  kill,  NY  10566  1914 1 737-8570 


□ YES  I wish  to  join  PAWH  in  the  struggle  to  end  world  hunger  — enclosed  is  my  contribution. 


□ $50  a $ioo 

□ $250 

□ $500 

□ Other 

NAME  PLEASE  PRINT 

ADDRESS 

CITY 

STATE 

ZIP 

SIGNATURE 

Please  forward  your  tax  deductible  contribution  to  Physicians  Against  World  Hunger  #2  Stowe  Road,  Peekskill,  NY  1 0566 


REFLECTIONS  ON  MEDICINE 


■ 

Time  Now  to  Run  Against  the  Tide 


ROBERT  U.  MASSEY,  M.D. 


FOR  the  past  month  most  of  us  have  relived  or  learned 
anew  the  events  that  led  to  the  victorious  ending  of 
World  War  II.  For  my  generation,  if  we  were  not  there 
during  that  longest  day  of  6 June  1 944,  we  had  friends  and 
colleagues  who  were.  Reading  the  story  again  I was 
reminded  of  how  uncertain  must  be  the  outcome  of  any 
great  undertaking,  on  what  frail  threads  its  success  often 
hangs,  and  the  improbability  of  any  event  occurring  in  just 
the  way  it  does,  given  the  many  factors,  including  human 
agency,  that  can  neither  be  predicted  nor  controlled. 
Statistical  probability  offers  little  comfort  when  so  much 
depends  on  everything  working  together  as  planned;  luck, 
fate,  moira,  or  maybe,  we  hope,  grace,  in  the  end,  will  fill 
in  the  gaps,  add  a timely  shove,  determine  the  outcome. 
The  monotheistic  religions  have  always  held  that  some- 
how, sometimes  God  works  in  history. 

To  discover  why  historical  events  take  the  course  they 
do  has  been  a disappointing  quest.  All  theories  of  history 
when  tested  against  reality  have  fallen  short.  History  does 
not  seem  to  be  a natural  science  in  spite  of  Toynbee’s 
reasonable  assertion  that  since  human  affairs  are  a prov- 
ince of  the  universe,  they  must  be  subject  to  natural  laws; 
to  think  otherwise  is  blasphemous!  When  he  realized  that 
this  led  him  inevitably  into  historical  determinism  he 
recanted.  Man  can  and  does  alter  the  laws  of  his  own 
nature,  although  not  of  nonhuman  nature,  he  wrote,  and 
therefore  man  is  free  to  make  his  own  history;  individuals 
do  make  a difference.  Marxists  were  perhaps  the  last 
serious  proponents  of  historical  determinism:  class  struggle 
would  lead  inevitably  to  scientific  socialism  and  an  earthly 
utopia.  This  inevitability  now  appears  moribund;  unpre- 
dictable human  beings  made  their  own  unpredictable 
history. 

In  medicine  we  now  seem  to  be  held  in  the  grip  of  a kind 
of  historical  determinism  or  fatalism.  This  has  been  a bad 
week  for  me.  One  physician,  a diabetologist,  whom  I 
asked  to  recommend  a diabetic  specialist  for  my  daughter- 


ROBERT  U.  MASSEY,  M.D..  Professor  Emeritus,  Division  of 
Humanistic  Studies,  Department  of  Community  Medicine  and  Health 
Care,  University  of  Connecticut  School  of  Medicine,  Farmington. 


in-law,  who  lives  in  a distant  city,  said  she  would  try  to 
locate  a team  with  a diabetes  nurse  educator.  “You  don’t 
get  the  kind  of  help  she  needs  from  a doctor  anymore.  They 
don’t  have  time.” 

In  a conversation  with  a health  policy  expert  the  talk 
was  all  of  money.  “Insurance  companies  speak  of  buying 
‘lives’  as  though  patients  were  to  be  bought  and  sold. 
Quality  is  not  an  issue.  Doctors  better  get  used  to  that.” 

Long-term  care  nurses  tell  me  that  patients  are  now 
discharged  with  no  discharge  plan;  as  a cost-saving  mea- 
sure, some  hospitals  are  eliminating  discharge  planners, 
they  said.  That  is  hard  to  believe,  but  these  conscientious 
nurses  had  some  convincing  horror  stories  that  would 
have  been  unheard  of  only  a year  ago. 

A physician  grumbled,  “Even  doctors  can’t  get  good 
care  anymore,  nobody  cares,  nobody  takes  the  time,  and  I 
understand  why.”  As  I talk  with  academic  colleagues  from 
around  the  country  there  is  a recurring  theme:  “Our  place 
doesn’t  really  care  about  teaching,  research,  or  the  quality 
of  clinical  work.  It  has  become  a corporation,  run  like  a 
corporation  by  men — and.  yes,  women  too — who  have 
heartily  embraced  the  corporate  mentality,  concerned 
only  with  the  profitability  of  their  ‘product  lines.’  Admin- 
istrators outnumber  faculty  and  faculty  outnumber  stu- 
dents!” 

We  were  warned  of  the  evils  of  the  medical-industrial 
complex  over  a decade  ago.  Some  seem  now  to  have 
accepted  its  imminent  arrival  as  a historical  inevitability 
against  which  individual  physicians,  or  all  the  health 
professions,  are  powerless.  Insurance,  government,  and 
industry  have  joined  together  to  take  over,  with  no  profes- 
sional interest  or  understanding,  what  should  be  the  prov- 
ince of  the  health  professions  and  the  universities.  My 
health  policy  friend,  speaking  of  the  catalytic  effect  of 
health-care  reform  talk  on  all  of  this,  ended  our  conversa- 
tion: “There  are  big  bucks  to  be  made  out  there.  Patient 
needs  and  the  quality  of  care  mean  very  little  in  this  trillion 
dollar  industry.” 

It  is  time  now  to  make  the  unpredictable  happen,  to  take 
back  the  practice  of  medicine.  They  cannot  run  the  show 
without  us. 
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PHYSICIAN 
FOLLOW  THROUGH 


□ 


Yes!  Please  send  me  free  information  on  patient 
medicine  counseling.  (Please  Print) 


Mail  to: 

NCPIE 

666  Eleventh  Street,  NW 
Suite  810 

Washington,  DC  20001 


xwwzmmm 


*33 


*33333* 


It’s  the  professional  edge 
in  patient  satisfaction  and 
medicine  compliance. 


Prescribing  the  right  medicine 
isn’t  enough.  It’s  important  to 
follow  through  and  explain 
how  and  when  to  take  it, 
precautions  and  side  effects. 


The  National  Council  on 
Patient  Information  and 
Education  (NCPIE)  has  free 
materials  to  help  you  talk 
about  prescriptions. 


MEDICAL  NEWS  CAPSULES 


This  Month’s  Reading  in  Review 

TIMOTHY  B.  NORBECK 


“I  grant  you  that  the  gist  of  the  AMA  move  (ie,  support- 
ing antitrust  reform)  was  to  maintain  physician  income, 
but  I can  tell  you  that  after  suffering  through  four  years  of 
medical  school  and  five  years  of  residency  with  a husband 
who  was  worked  nearly  to  death,  lifetime  financial  secu- 
rity is  the  only  real  light  at  the  end  of  the  tunnel.  Why 
should  my  children  and  I live  through  nine  years  of  missed 
birthdays,  stretched  paychecks  and  lonely  Christmases 
only  to  have  the  last  remaining  benefit  tampered  with?” 
A letter  to  the  editor  U.S.  News  & World  Report 
from  Elizabeth  T.  Herbert.  Kailua,  Hawaii,  2 May  1994 

Health  care  costs  rose  just  0.2%  last  month— the  small- 
est monthly  rise  in  10  years  and  lower  than  the  0.3%  rise 
in  the  overall  consumer  price  index.... A Labor  Statistics 
economist  said  that  "medical  costs  rise  less  when  overall 
inflation  is  under  control.” 

Bureau  of  Labor  Statistics,  15  April  1994 

Fewer  than  half  of  children  in  major  U.S.  cities  get  all 
their  vaccinations  by  age  two  as  recommended.... Only 
44%  of  children  entering  school  in  19  urban  areas  and  one 
rural  area  had  been  “properly  vaccinated”  by  that  age,  and 
87%  were  vaccinated  by  school  age. . . .Boston  had  the  best 
rate  (58%)  and  Houston  the  worst  (11%). 

Journal  of  the  American  Medical  Association 

March  1994 

Of  2.1  million  U.S.  deaths  in  1990,  50%  were  prevent- 
able, yet  prevention  accounts  for  only  3%  to  5%  of  the 
$900  billion  spent  on  health  care  annually. . . . “Each  dollar 
spent  on  childhood  immunization  saves  $10  in  diagnosis- 
and-treatment  costs.” 

American  College  of  Preventive  Medicine 
AM  News,  11  April  1994 

One  out  of  every  $7  spent  on  health  care  goes  to 
diabetes-related  illness,  and  caring  for  diabetics  (less  than 
5%  of  the  population)  costs  $105  billion,  or  15%  of  U.S. 
medical  costs. 

Lewin  - VHI  study,  New  Haven  Register 
11  April  1994 

TIMOTHY  B.  NORBECK.  Executive  Director,  the  Connecticut 
State  Medical  Society. 


According  to  a nationwide  survey  of  2.100  small  busi- 
nesses, 41%  said  that  government  regulations  were  their 
most  “serious”  problem,  while  24%  cited  rising  health 
care  costs. 

Investor's  Business  Daily,  20  April  1994 

Of  the  250,000  patients  who  made  emergency  room 
visits  to  the  Los  Angeles  County-USC  Medical  Center  in 
1993,  approximately  40%  had  no  insurance. 

Washington  Post,  24  April  1994 

In  order  to  justify  their  new  policy  of  not  hiring  smok- 
ers, Lockheed  executives  cited  an  American  Lung  Asso- 
ciation study  that  estimated  that  an  employee  who  smokes 
could  cost  a company  up  to  $5,000  a year  more  in 
insurance  premiums  than  a nonsmoker. 

New  York  Times,  28  April  1994 

Annual  births  per  1,000  teens: 

Canada — 25 

Industrialized  Countries — 38 

Sweden — 13 

Developing  Countries — 58 

Great  Britain — 33 

United  States — 62 

France — 9 

Washington  Post,  5 April  1994 

Only  in  America:  U.S.  government  records  declared 
that  Edna  May  Rissmiller  of  Laureldale.  PA.  died  Febru- 
ary 21 ....  As  a consequence,  it  recollected  her  $672.62 
March  pension  check  and  canceled  her  insurance  cover- 
age. 

The  only  problem  was  that  Mrs.  Rissmiller  was  very 
much  alive  and  very  angry.. . . After  calls  to  the  Office  of 
Personnel  Management  (the  agency  which  provides  the 
Treasury  Department  with  a monthly  list  of  the  living),  her 
bank  and  the  insurance  company,  the  problem  was  almost 
solved. 

Mrs.  Rissmiller' s son.  William,  said  that  his  call  to 
Capital  Blue  Cross  and  Blue  Shield  met  with  skepti- 
cism.... “I  called  them  this  morning,”  he  said,  “and  they 
still  said  she  is  dead.” 

Wall  Street  Journal,  20  April  1994 
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YOCON' 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  iinked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage, 
indications:  Yocon * is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.* 1 *'3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.13'4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vz  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 

How  Supplied:  Oral  tablets  of  YOCON®  1/12  gr.  5.4mg  in  bottles  of  100's 
NDC  53159-001-01,  1000's  NDC  53159-001-10  and  Blister-Paks  of  30’s 
NDC  53159-001-30 
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Letter  to  the  Editor 


Letters  to  the  Editor  are  considered  for  publication  (subject  to 
editing  and  abridgement),  provided  that  the  are  submitted  in 
duplicate,  signed  by  all  authors,  typewritten  in  double  spacing,  and 
do  not  exceed  1-1/2  pages  of  text  (excluding  references).  They 
should  not  duplicate  similar  material  being  submitted  or  published 
elsewhere.  Letters  referring  to  a recent  Journal  article  should  be 
received  within  six  weeks  of  the  article’s  publication. 


“VERTEBRAL  SUBLUXATION” 

To  the  Editor:  I would  like  to  have  the  following  letter 
published  in  Connecticut  Medicine: 

I am  concerned,  as  a retired  physician,  over  the  growing 
role  of  chiropractic  in  Connecticut  and  the  nation.  There 
are  presently  some  45,000  chiropractors  in  the  U.S.  with 
2,000  new  graduates  yearly  from  17  chiropractic  colleges. 

Last  March  I submitted  a bill  to  the  legislature  that 
would  ban  the  use  of  chiropractic  at  least  on  children,  but 
the  proposal  was  not  acted  upon.  During  legislative  health- 
care hearings,  chiropractors  in  their  very  active  efforts  to 
broaden  their  turf  as  primary  care  “physicians”  and 
“gatekeepers,”  presented  many  of  their  usual  anecdotal 
patient  testimonials. 

I would  like  to  receive,  from  doctors  of  the  state, 
contrary  anecdotal  cases  in  which  chiropractic  failed  to 
benefit  or  actually  harmed  the  patient  due  to  a faulty 
diagnosis  or  lack  of  proper  treatment,  especially  any 
injuries  due  to  neck  manipulations.  Such  information 
would  be  helpful  in  legislative  hearings  where  much 
evidence  is  of  a testimonial  nature. 

I am,  as  an  individual  medical  doctor,  proud  of  my 
profession  and  the  devoted  scientific  care  medical  doctors 
give  their  patients,  and  have  challenged  chiropractic  to 
demonstrate  scientifically  just  what  the  chiropractic  le- 
sion, the  “vertebral  subluxation”  is;  just  what  a manipula- 
tive “adjustment”  of  the  spine  is,  and  specifically  just  what 
diseases  chiropractic  can  effectively  treat  or  cure. 

My  own  belief,  after  extensive  study  and  a visit  to  a 
chiropractic  college,  is  that  the  burden  of  proof  is  on 
chiropractic  to  scientifically  show  that  it  is  not  a health 
care  hoax. 

L.A.  Chotkowski.  M.D. 

Kensington 
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From  the  Executive  Director’s  Office 


SUMMARY  OF  PROCEEDINGS 
CSMS  HOUSE  OF  DELEGATES  — ANNUAL  MEETING 
RAMADA  INN,  MERIDEN  — MAY  11, 1994 


Reports  and  Addresses 

The  House  received  reports,  addresses  and/or  remarks 
from  the  President,  Secretary,  Treasurer,  the  Chairman  of 
the  Council,  Delegates  to  the  AMA,  Chairman  of  the 
Board  of  Directors  of  COMPAC,  the  CSMS  Executive 
Director,  M.D.  Health  Plan,  Connecticut  Medical  Man- 
agement, Inc.  (CMMI),  Standing  Committees,  Represen- 
tatives and  Advisors,  and  Delegate  from  the  Massachu- 
setts Medical  Society.  All  of  the  reports  and  resolutions 
were  published  in  the  Handbook  that  was  distributed  to  the 
delegates,  with  a few  exceptions.  The  inaugural  address 
of  the  new  President,  Theodore  Zanker,  M.D.  and  the 
address  of  the  Executive  Director,  Tim  Norbeck,  appear  at 
the  conclusion  of  this  summary. 

PRINCIPAL  ACTIONS  TAKEN 

Election  of  Officers  and  Others 

The  House  voted  to  approve  the  published  report  of  the 
Nominating  Committee  (the  Council).  Officers  elected 
were: 

President:  Theodore  Zanker,  M.D.,  New  Haven 
President-Elect:  Dickerman  Hollister,  Jr.,  M.D. 
Greenwich 

Vice-President:  Michael  M.  Deren,  M.D.,  New  London 
Secretary:  Marjorie  G.  Petro,  M.D.,  Willimantic 
Treasurer:  Robert  R.  McDonnell,  M.D.,  New  Haven 
Speaker  of  the  House  of  Delegates:  Neil  H.  Brooks,  M.D. 

Rockville 

Vice-Speaker  of  the  House  of 

Delegates:  Howard  J.  Wetstone,  M.D.,  Hartford 
Councilor-at-Large : Sultan  Ahamed,  M.D.,  Norwich 
Delegates  and  Alternates  to  the  American  Medical 
Association: 

Edward  A.  Kamens,  M.D.  Fairfield  (D) 

1/1/94-12/31/95 

Joseph  C.  Czarsty,  M.D.,  Waterbury  (A) 
1/1/94-12/31/95 

Jerome  Bobruff,  M.D..  New  London  (D) 

1/1/94-12/31/95 


Roger  S.  Beck,  M.D.  Wethersfield  (A) 
1/1/94-12/31/95 

Jerome  K.  Freedman,  M.D.,  Branford  (D) 

1/1/95-12/31/96 

Neil  H.  Brooks,  M.D.,  Rockville  (A) 
1/1/95-12/31/96 

Joseph  S.  Sadowski,  M.D.,  Hartford  (D) 

1/1/95-12/31/96 

Anthony  P.  Redmond,  M.D.,  Greenwich  (A) 
1/1/95-12/31/96 

Mehdi  S.  Eslami,  M.D.,  Waterbury  (D) 

1/1/95-12/31/96 

John  B.  Franklin,  M.D.,  Hartford  (A) 
1/1/95-12/31/96 

In  approving  the  report  of  the  Nominating  Committee, 
it  was  also  voted  to  disband  the  Liaison  Committee  with 
the  Department  of  Income  Maintenance  and  Connecticut 
Medical  Management  Inc.  (CMMI). 


It  was  voted  to  approve  the  following  resolutions  sub- 
mitted by  the  Fairfield  County  Medical  Association: 

Resolution  on 

Inadequate  Medicaid  Rates  and  Policies 

Resolved,  that  the  Connecticut  State  Medical  Society 
immediately  initiate  legal  action  against  the  State  of 
Connecticut  to  rectify  the  Medicaid  reimbursement  policy 
existing  in  Connecticut. 

Resolution  on 

Methadone  Maintenance  in  Private  Practice 

Resolved,  that  the  Connecticut  State  Medical  Society 
support  the  concept  of  medical  methadone  maintenance 
by  qualified,  private  practicing  physicians,  as  a rational 
public  health  measure  in  AIDS  prevention,  and  be  it 
further 

Resolved,  that  the  Connecticut  State  Medical  Society 
submit  a similar  resolution  to  the  American  Medical 
Association  seeking  its  support  of  methadone  mainte- 
nance by  qualified  private  practicing  physicians,  as  a 
rational  public  health  measure  in  AIDS  prevention. 
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Resolution  on 

Reimbursement  for  Diagnostic  Nasal  Endoscopy 

Resolved,  that  the  Connecticut  State  Medical  Society 
contact  Blue  Cross/Blue  Shield  of  Connecticut  and  voice 
its  dissatisfaction  with  the  carrier’s  refusal  to  reimburse 
for  indicated  diagnostic  nasal  endoscopy.  Should  Blue 
Cross/Blue  Shield  fail  to  modify  its  policy,  the  CSMS 
shall  contact  the  Commissioner  of  Insurance  and  request 
that  the  State  review  this  matter.  If  necessary,  the  CSMS 
shall  consider  further  appropriate  action.. 

HOUSE  OF  DELEGATES  MEETING  FORMAT 

It  was  voted  to  approve  the  following  substitute  resolu- 
tion in  lieu  of  the  resolution  concerning  the  House  of 
Delegates  meeting  format  submitted  by  the  Fairfield 
County  Medical  Association: 

Resolved,  that  the  House  commend  the  Speaker  and 
Vice  Speaker  for  their  work  in  streamlining  the  CSMS 
House  of  Delegates  meetings,  and  be  it  further 

Resolved,  that  the  incoming  speakers  continue  in  these 
efforts  to  expedite  business,  and  to  improve  interest  and 
participation  by  the  delegates  in  order  to  provide  quality 
representation  to  our  constituents,  the  physicians  of  the 
state. 


It  was  voted  to  approve  the  following  resolution  sub- 
mitted by  the  New  London  County  Medical  Association: 

HEALTH  SYSTEM  REFORM  IN  THE  1944 

SPECIAL  SESSION  OF  THE  CONNECTICUT 
GENERAL  ASSEMBLY 

Resolved,  that  the  Connecticut  State  Medical  Society 
supports  its  health  Access  Connecticut  Plan  and  strongly 
opposes  any  legislative  mandate  to  implement  an  isolated 
pilot  project  for  a regional  health  care  plan  during  the  1 994 
Special  Session  of  the  General  Assembly. 

Sultan  Ahamed,  M.D.,  Chairman  of  the  CSMS  Ad  Hoc 
Committee  on  Health  Care  Reform,  discussed  the  Plan 
and  informed  the  House  that  copies  were  being  sent  to  all 
legislators. 


It  was  voted  to  approve  the  following  substitute  resolu- 
tion in  lieu  of  the  resolution  of  the  resolution  entitled 
“Reorganization”  submitted  by  the  New  Haven  County 
Medical  Association: 

ORGANIZATIONAL  REVIEW 

Resolved,  that  to  maximize  the  services  and  cost-effec- 
tiveness of  benefits  available  to  the  members,  the  Council 
identify,  review,  and  address  issues  of  cooperation,  com- 
munication, and  problem-solving  among  the  county  and 
state  medical  organizations,  and  be  it  further  Resolved, 


that  CSMS  report  recommendations  back  to  the  county 
association  presidents  60  days  before  the  next  House  of 
Delegates  meeting. 


AWARDS 

American  Medical  Education  and  Research 
Foundation  (AMEF) 

Dr.  Wetstone  presented  the  following  awards: 
University  of  Connecticut  School  of  Medicine  ... 
$8,242.50 — Bruce  Koeppen,  M.D.,  Dean,  Academic  Af- 
fairs and  Education,  accepted  the  check. 

Yale  University  School  of  Medicine  ...  $10,412.50 
Myron  Genel,  M.D.,  Associate  Dean  & Professor  of 
Pediatrics,  accepted  the  check. 


Connecticut  Science  Fair  Awards 

Dr.  Wetstone  announced  the  following  awards: 

First  Place — Senior  Division:  Mr.  Cyrus  P. 
Kavasmaneck,  Ridgefield,  Senior,  Ridgefield  High  School 
Project:  “Interferon  Induction  in  Inactivation  Viral  In- 
duced Infection” 

Second  Place — Senior  Division:  Miss  Ezinna  I.  Anosike, 
East  Hartford,  Senior,  Hartford  Public  High  School 
Project:  “Does  Phosphate  Buffered  Saline  Improve 
Technique  for  Cyropreservation  of  Embryos?” 

First  Place — Junior  Division:  Mr.  John  E.  Morgan, 
Bozrah,  Eighth  Grader,  Field  Memorial  School 
Project:  “Iron — An  Essential  Nutrient” 

Second  Place — Junior  Division:  Miss  Kim  Milardo, 
Newington,  Eighth  Grader,  Saint  Mary  School 

Project:  “Which  Household  Items  Contain  Toxic  Lead?” 

The  first  place  winners  received  a plaque  and  a check. 
The  second  place  winners  received  a copy  of  the  AMA’s 
Family  Medical  Guide. 

Award  to  Retiring  President 

Dr.  Joseph  Czarsty,  Chairman  of  the  Council,  presented 
a Paul  Revere  silver  bowl  and  pin  to  Howard  J.  Wetstone, 
M.D. 

Inauguration  of  New  President 

Dr.  Wetstone  gave  the  Oath  of  Office  to  the  new 
president,  Dr.  Theodore  Zanker,  New  Haven  and  pre- 
sented him  with  a presidential  medallion,  with  his  name 
and  date  inscribed  on  it,  and  a gavel. 

Keynote  Address 

Dr.  Robert  E.  McAfee,  President-Elect  of  the  AMA 
addressed  the  House.  He  spoke  about  the  AMA’ s involve- 
ment in  the  Health  Reform  Bill  and  stated  that  the  AMA 
was  keeping  a constant  vigilance  on  activities  taking  place 
in  Washington. 
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Incoming  President’s  Inaugural  Address 

11  May  1994 

THEODORE  ZANKER,  M.D. 


These  are  hard  and  bewildering  times.  Sometimes  we 
forget  we  are  not  alone.  People  in  every  field  confront 
a variety  of  bureaucratic  obstacles.  The  other  day  I brought 
my  car  to  a body  shop.  I found  myself  listening  to  the 
owner’s  frustrations  about  over-regulation  and  bureau- 
cracy that  make  it  difficult  to  do  business.  For  example, 
some  automakers  make  plastic  bumpers  of  such  toxicity 
that  one  cannot  find  a trash  hauler  willing  to  cart  the 
bumpers  away  at  any  price.  The  trash  haulers,  in  turn,  are 
dealing  with  their  own  bureaucracies — at  indefinite  risk 
for  dumping  toxic  substances.  Each  regulatory  agency  is 
concerned  with  its  own  narrow  sphere  and  not  very  con- 
cerned with  the  larger  problems  it  creates.  In  our  own 
sphere,  it  is  common  for  a hospital  to  devote  significant 
resources  to  prepare  for  30  different  regulatory  surveys  in 
a given  year,  only  to  find  that  to  conform  to  the  demands 
of  one  regulator,  it  must  violate  the  regulations  of  another. 

These  days,  most  of  us  look  to  others  to  take  responsi- 
bility for  solving  our  problems.  Our  political  leaders  are 
beset  with  demands  from  every  direction  to  solve  every 
woe.  Medicare  is  an  example  of  a well-intended  program 
trying  to  protect  against  each  new  abuse  with  regulations 
that  only  further  overburden  reasonable  practitioners.  We 
seem  to  be  desperately  rushing  headlong  into  a system  of 
centralized  bureaucratic  control  similar  to  the  one  Eastern 
Europe  has  been  equally  desperately  trying  to  dismantle 
for  the  past  20  years. 


THEODORE  ZANKER.  M.D..  private  practice  of  child  and  general 
psychiatry  in  New  Haven;  associate  clinical  professor,  Yale  University 
department  of  psychiatry  and  child  study  center;  attending  psychiatrist. 
Hospital  of  St.  Raphael  and  Yale-New  Haven  Hospital. 


Marxism — Communism  was  probably  the  most  uto- 
pian social  system  ever  dreamed  up — no  wonder  it  ap- 
pealed so  much  to  the  idealism  of  youth.  Imagine — each 
person  to  contribute  to  society  according  to  his  or  her  own 
abilities  and  to  receive  from  society  according  to  his  or  her 
own  needs.  The  only  problem  with  that  and  every  other 
system  is  that  it  has  to  be  run  by  people  with  egos,  agendas, 
and  ambitions.  Ideas  sound  so  good  when  presented  as 
abstractions  until  we  start  finding  the  devils  in  the  details. 
Webster  defines  a “demagogue”  as  “an  unprincipled  ora- 
tor who  acquires  influence  with  the  populace  by  pandering 
to  their  prejudices  or  playing  on  their  ignorance.”  Cer- 
tainly the  Old  Testament  prophets  were  correct  in  their 
admonitions  to  suspect  those  in  power  because  power 
corrupts.  Yet,  equally  certain,  they  never  intended  these 
admonitions  to  lead  to  the  envy  and  vilification  of  leader- 
ship that  is  so  prevalent  in  our  society  today.  Take,  for 
example,  Sidney  Wolfe  and  Connecticut’s  own  Lowell 
Levin,  both  playing  effectively  on  the  public’s  fear  of 
becoming  ill  and  skillfully  undercutting  trust  in  those 
empowered  to  care  for  them. 

Most  of  us  chose  a career  in  medicine  over  business  and 
commerce  for  a variety  of  lofty  ideals.  We  certainly  had  no 
interest  in  entering  the  political  arena.  Each  day  we  find 
ourselves  on  an  emotional  roller-coaster  with  our  patients, 
sharing  with  them  their  joys  and  grief,  moving  between 
power  to  help  and  impotence  to  alter  things — highs  to 
lows  to  highs  to  lows.  We  drag  ourselves  home  at  the  end 
exhausted  and  over-stimulated,  additionally  harassed  by 
paperwork  and  sniping  from  managed  care.  The  last  thing 
any  of  us  wants  is  another  meeting  or  political  activity.  We 
certainly  need  and  deserve  some  relaxation,  some  peace, 
and  some  time  with  our  families.  Too  often  it's  tempting 
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to  take  a break  and  hope  someone  else  will  be  running  with 
the  ball  for  a while. 

These  times  of  health-care  reform  seem  a bit  like  what 
it  must  have  been  like  living  in  prerevolutionary  Moscow. 
Our  own  comfortable  lives  go  on  as  usual,  yet  two  streets 
down  and  around  the  corner  there  are  vague  sounds  of 
some  sort  of  commotion  which  makes  us  uneasy,  but  not 
uneasy  enough  to  act.  Bill  and  Hillary  Clinton,  however 
some  of  us  may  feel  about  them,  deserve  credit  for  having 
the  guts  to  take  on  the  difficult  issues  and  to  remind  us  of 
our  cynicism  and  apathy.  Just  because  a problem  is  large, 
like  welfare  reform  or  health-care  reform,  doesn’t  mean 
it’s  insoluble.  They  remind  us  that  we  as  Americans  have 
taken  on  other  big  challenges  in  the  past  and  we’ve  done 
quite  well,  thank  you. 

Friends  and  colleagues,  make  no  mistake,  there  is  a 
revolution  brewing  out  there — one  that  is  radically  re- 
shaping how  and  whether  we  will  continue  to  practice 
medicine  well  into  the  next  century.  And  make  no  mistake 
that  there  is  no  shortage  of  demagogues  who  are  striving 
to  acquire  that  one-seventh  of  our  nation’s  economy  that 
represents  health  care.  Something  is  going  to  happen.  It 
will  happen  because  the  public  wants  something  to  hap- 
pen. The  next  few  years,  possibly  the  next  year,  are  our  last 
chance  to  influence  significantly  what  in  fact  happens — 
God  knows  few  are  in  as  good  a position  as  we  uniquely 
are  to  know  what  ought  to  happen! 

The  golden  years  of  unlimited  resources  are  gone.  The 
practice  of  medicine  will  be  reshaped  by  more  careful 
attention  to  how  wisely  we  allocate  resources.  Yet  some- 
thing else  valuable  seems  to  be  disappearing-  the  mutual 
support  and  collegiality  we  once  shared.  Now  is  the  time 
we  most  need  each  other. 

Why  are  there  are  so  many  chiropractors,  podiatrists, 
optometrists,  psychologists,  and,  lately,  nurses,  and  yet  so 
few  of  us  at  political  fund-raisers?  It  was  recently  sug- 
gested that  these  others  feel  threatened  and  excluded  by 
the  system  and  are  fighting  to  get  in.  They  are  fighting  to 
survive  economically.  We,  as  physicians,  are  among  the 
leaders  in  society.  Our  survival,  we  have  thought,  was  not 
an  issue.  In  my  view,  however,  our  survival  is  now  being 
threatened.  It  can  no  longer  be  beneath  our  dignity  to 
become  politically  involved. 

However  distasteful,  each  and  every  one  of  us  has  to 


decide  to  devote  a certain  amount  of  time  each  month  and, 
yes,  an  additional  amount  of  our  personal  funds  to  join  in 
this  fight  for  what  we  know  is  needed  for  our  patients.  It’s 
pointless  to  try  to  wage  a war  with  a small  group  of 
generals  and  officers — it’ s going  to  take  a large  number  of 
troops  who  are  willing  to  pitch  in  and  share  in  the  hard- 
ships. We  are  not  all  going  to  agree  on  every  priority  and 
every  issue.  Some  take  that  as  a signal  to  complain  and 
withdraw.  But  when,  tell  me,  did  you  always  agree  with 
your  spouse  on  every  issue  or  for  that  matter  with  your 
church,  synagogue,  or  your  political  party?  Notice  how 
organized  labor  swore  it  would  go  to  war  with  the  Clinton 
administration  over  NAFTA,  but  after  NAFTA  passed, 
labor  recognized  the  need  to  again  close  ranks  with  the 
administration  over  other  areas  of  shared  interests. 

We  also  need  to  address  the  way  we  deal  with  each 
other.  It’s  counterproductive  to  look  to  others  for  help — 
we  need  to  turn  more  to  each  other  for  support  and  help. 
We  tend  to  agree  on  the  analysis  of  the  problems  but  there 
are  differing  views  on  how  to  solve  them.  We  try  to  keep 
up  with  a dizzying  array  of  new  delivery  systems — 
HMOs,  PPOs,  PHOs,  MSOs — an  alphabet  soup  of  com- 
peting organizations.  Should  we  look  to  horizontal  inte- 
gration or  vertical  integration?  Which  is  the  right  group  to 
join  or  should  I join  any  group?  I think  we  need  to  be 
grateful  for  the  efforts  of  those  colleagues  who  are  work- 
ing to  develop  systems  to  meet  these  needs.  No  one  can 
predict  whether  any  one  effort  will  come  to  fruition  or 
result  in  the  waste  of  much  time,  energy  and  money.  We 
need  to  avoid  the  snickering  and  sniping  we  hear  about 
personalities  and  contribute  instead  with  constructive 
ideas  and  criticism  about  the  issues.  A friend  is  someone 
who  stabs  you  in  the  front,  not  in  the  back  and  no  one  but 
the  demagogues  presume  to  have  exactly  the  right  answer. 
Wouldn’t  it  elevate  us  once  again  to  focus  on  respect 
rather  than  suspect? 

Dr.  Stanley  Keating,  in  his  recent  incoming  address  as 
President  of  the  Hartford  County  Medical  Association, 
reminded  us  that  after  all  the  rhetoric  is  stripped  away, 
health  care  is  not  an  industry.  It  is  a ministry.  It  feels  good 
to  be  reminded  of  a sharp  diagnosis  or  a humane  accom- 
plishment and  it  is  good  to  observe  it  openly  in  others. 
There  is  no  toxic  dose  of  love  and  caring  and  it  elevates  one 
to  be  happy  for  another’s  accomplishments.  To  quote 
Longfellow:  “All  your  strength  is  in  your  union.  All  your 
danger  is  in  your  discord.” 


372 


CONNECTICUT  MEDICINE,  JUNE  1994 


Address  of  the  Executive  Director 


CSMS  Annual  Meeting — House  of  Delegates 
11  May  1994 

TIMOTHY  B.  NORBECK 


WHO  would  become  physicians  if  they  could  foresee 
the  hardships  which  are  in  store  for  them?”  Al- 
though one  couldn’t  blame  any  physician  for  feeling  that 
way  today,  that  question  was  asked  by  the  German  poet, 
Goethe,  more  than  200  years  ago. 

It’s  not  difficult  these  days  to  think  in  such  terms  with 
those  insurance  cartel  barracudas,  government  regulators, 
and  managed  care  bureaucrats  doing  everything  possible 
to  march  right  through  the  ranks  of  medicine  like  a Panzer 
Division  with  a “take  no  prisoners”  mentality. 

It’s  almost  reminiscent  of  Tip  O’Neill’s  favorite  story 
about  the  fellow  who  gets  run  over  by  a steamroller. 
Someone  was  quickly  dispatched  to  inform  the  victim’s 
spouse  about  the  accident.  “I’m  taking  a bath  right  now,” 
she  said,  “could  you  please  just  slip  him  under  the  door.” 
Oliver  Wendell  Holmes,  Sr.,  the  writer  and  physician, 
knew  how  to  handle  those  intrusions  into  patient  care.  He 
arrived  at  the  house  of  a patient  one  morning  and  encoun- 
tered a priest  about  to  depart.  “Your  patient  is  very  ill,” 
said  the  priest  solemnly,  “he  is  going  to  die.”  Holmes 
nodded,  “Yes,  and  he’s  going  to  hell,  too!”  The  priest  was 
horrified.  “I  have  just  given  him  the  last  rites,”  he  said, 
“you  must  not  say  such  things.”  Holmes  shrugged  his 
shoulders,  “Well,  you  just  expressed  a medical  opinion 
and  I have  just  as  much  right  to  express  a theological  one.” 
Of  course,  that  was  well  before  Medicare  and  managed 
care,  insurance  bureaucrats  and  autocrats. 

If  there  is  anyone  who  questions  whether  domination  of 
the  market  is,  in  fact,  the  aim  of  insurers,  consider  the 
comment  of  a high  industry  executive.  He  told  the  New 
York  Times  that,  “we  intend  to  employ  physicians,  have  an 
ownership  interest  in  hospitals,  and  run  the  networks 
through  which  health-care  is  delivered  in  markets  all  over 


the  country.”  If  that  statement  is  not  enough  to  strike  fear 
in  the  hearts  of  every  patient  and  legislator  in  America,  I 
don’t  know  what  is.  Those  economic  middlemen  seem  to 
take  quite  literally  the  comment  of  that  great  physician  of 
colonial  times,  Dr.  Benjamin  Rush  who  protested,  “Medi- 
cine is  an  occupation  for  slaves.” 

According  to  a Marion  Merrell  Dow  September  1993 
study,  45%  of  all  HMOs  in  the  United  States  are  now 
owned  by  Aetna,  Cigna,  Humana,  METlife,  Prudential, 
Travelers,  United  Health  Care,  and  Blue  Cross.  And  10 
insurers  control  70%  of  the  HMO  market. 

If  managed  care  HMOs  are  the  magic  panacea  to  really 
contain  health-care  costs,  why  then  does  Massachusetts 
have  the  highest  penetration  of  HMOs  and  the  highest  per 
capita  health-care  costs  in  the  country?  And  if  HMOs  save 
so  much  money  and  are  the  national  solution,  why  did  the 
federal  government  recently  decide  not  to  encourage  se- 
nior citizens  to  join  them. 

It  was  because  Mathematica  Policy  Research  found 
over  a four-year  period  that  Medicare  patients  in  HMOs 
cost  5.7%  more  than  those  on  traditional  Medicare  fee- 
for-service  settings.  One  of  the  big  reasons  was  that  the 
HMO  Medicare  patients  tended  to  be  healthier — just  as  in 
regular  HMOs. 

In  Santa  Cruz,  California,  one  of  those  insurance  barra- 
cudas opened  its  health  plan  to  enrollment  by  all  physi- 
cians in  the  area — and  then,  once  their  patients  were 
enrolled — they  fired  without  notice  70%  of  the  physi- 
cians. The  physicians  took  out  an  ad  in  the  local  newspaper 
designed  to  catch  their  patients’  eye  that  said:  “If  you 
wondered  where  we  went,  we  were  fired!” 

The  firing  occurred  on  January  1 , and  patients  were  sent 
scurrying  to  the  local  clinic  for  care. 
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All  of  this  disingenuous  maneuvering,  disguised  as  an 
effort  to  contain  health  costs,  is  really  about  leverage  and 
control  over  patients  and  physicians,  and  a bottom-line 
agenda  to  usurp  total  domination  over  our  health-care 
system.  This  is  what  is  at  stake  today  and  why  we  have  to 
fight  so  hard  against  the  powerful  insurance  industry  and 
business  lobby. 

You  will  recall  just  six  months  ago  in  this  very  House 
of  Delegates,  you  asked  us  to  pursue  “Any  Willing  Pro- 
vider” legislation  as  a protection  for  patients  and  physi- 
cians from  the  “bottom  line  is  the  only  line”  managed  care 
industry  zealots. 

To  that  end,  we  have  accomplished  a beginning  in  this 
David  versus  Goliath  struggle  in  this,  the  Insurance  Capi- 
tal of  the  World. 

It  is  not  all  we  sought  by  any  means,  but  we  will  build 
on  this  for  next  year.  Legislators  now  know  and  under- 
stand the  issue,  and  next  year  we  will  have  far  more 
specifics  on  abuses  in  the  current  system  to  give  them. 

Although  the  public,  to  some  extent,  now  recognize  the 
threat  to  their  freedom  of  choice,  there  is  much  more  that 
we  must  do  in  that  regard.  As  we  assemble  more  informa- 
tion and  bring  complaints  to  the  insurers,  we  will  also  have 
facts  and  figure  to  disseminate  to  our  legislators  and  the 
public. 

This  issue  will  not  die  here;  the  fight  over  it  has  just 
begun.  And  we  will  keep  at  it  until  we  have  secured  the 
protections  that  physicians  and  their  patients  need. 

Patient  care  in  Connecticut  cannot  become  ever  more 
subservient  to  those  promoting  their  “bottom  line”  agen- 
das where  patients,  physicians,  and  hospitals  are  pawns  on 
a chessboard  dominated  by  managed-care  industry  kings. 

Physicians  are  holding  their  breath,  of  course,  as  Con- 
gress debates  health  system  reforms. 

Discussion  of  Medicare  cuts  to  fund  reforms  are  cause 
for  great  concern.  In  the  1970s,  Medicare  was  paying  to 
physicians  85%  as  much  as  private  insurers.  That  number 
shrank  to  only  68%  in  1989,  and  the  Physician  Payment 
Review  Commission  says  that  today  that  number  is  an 
abysmally  low  59% — and  69%  of  the  fees  paid  by  Blue 
Cross  and  Blue  Shield  plans. 

Medicare  is  well  on  its  way  to  becoming  a 1990s 
Medicaid  program,  and  new  cuts  threaten  to  make  the 
identical  twins.  How  will  physicians,  particularly  those 
with  a large  volume  of  Medicare  patients,  be  able  to 
continue  treating  them?  How  will  Medicare  patients  be 
able  to  find  physicians? 

Universal  coverage  is  important  for  this  country,  and 
something  Connecticut  physicians  and  their  colleagues 
throughout  the  country  support,  but  how  can  there  be  any 
further  major  cuts  without  hollowing  out  the  program  and 
turning  it  into  an  empty  shell? 


As  you  know,  Congress  has  already  exempted  itself 
from  the  Fair  Labor  Standards  Act,  OSHA,  the  Civil 
Rights  Act,  the  Age  Discrimination  in  Employment  Act, 
the  Americans  with  Disability  Act,  and  others  so  that  it 
should  come  as  no  surprise  that  many  would  like  to 
exempt  local,  state,  and  federally  elected  officials  from 
any  nationally  enacted  health  reform.  In  December  the 
AMA  House  of  Delegates  took  a positive  step  in  voting 
not  to  endorse  any  health  proposal  that  doesn’t  include 
those  groups. 

I’m  reminded  of  a very  relevant  World  War  II  story 
about  some  parachute  packers  who  had  an  unacceptable 
record — only  19  of  the  20  parachutes  opened.  The  super- 
visor discovered  that  by  requiring  the  packers  to  person- 
ally test  their  parachutes  by  actually  jumping  out  of  a plane 
themselves,  miraculously — quality  soon  rose  to  100%. 

And  so  it  is  with  health  reform  and  the  Congress.  As 
Ohio  Senator  John  Glenn  said  a few  years  ago  in  the 
Senate,  “Not  being  subject  to  the  laws  we  pass  is  the 
rankest  form  of  hypocrisy — laws  that  are  good  enough  for 
everybody  else  ought  to  be  good  enough  for  us.” 

Relative  to  health  reform  developments,  there  are  two 
interesting  and  encouraging  items  to  report  from  the 
deliberations  of  Pete  Stark’s  Subcommittee  on  Health  of 
the  House  Ways  and  Means  Committee.  Less  than  two 
months  ago  physicians  won  two  significant  but  prelimi- 
nary battles,  both  by  6-5  votes. 

As  for  needed  tort  reform  in  any  enacted  health  reform 
package,  it  will  be  very  difficult  to  achieve  as  long  as 
lawyers  control  Congress.  Consider  that  the  House  Judi- 
ciary Committee  numbers  35  legislators  and  only  one  non- 
lawyer among  them.  To  make  things  even  more  difficult, 
Chairman  Jack  Brooks  from  Texas  is  not  a friend  of 
physicians — but  he  is  a very  good  friend  of  the  trial  bar. 

Consider  that  there  are  18  members  of  the  Senate 
Judiciary  Committee  but  only  four  of  the  18  are  non- 
lawyers. As  for  the  House-Senate  Conference  Committee 
on  such  legislation,  they  are  all  lawyers. 

Numbering  57  in  the  Senate  and  181  in  the  House,  the 
lawyers  have  the  Congress  covered — in  fact,  they  are  only 
30  lawyers  short  of  actually  having  a majority  in  the  entire 
535  member  Congress.  We  must  continue  the  tort  reform 
effort  despite  these  negatives,  but  the  chances  are  not  good 
at  this  time  for  meaningful  change.  The  numbers  game 
also  illustrates  why  political  action  is  so  immensely  im- 
portant for  physicians — at  the  state  and  national  level. 

Not  to  beat  a dead  horse,  but  I do  hope  that  in  its  wisdom 
on  health  reform,  the  Congress  will  address  in  any  health 
reform  package  our  social  pathologies  that  exceed  those  in 
any  other  developed  countries. 

As  you  know,  we  lead  them  in  all  the  wrong  catego- 
ries— murder,  violence,  low-birth  weight  and  drug  ex- 
posed infants,  teen  pregnancy  and  AIDS  infections. 
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The  federal  government  spends  only  $7  million  a year 
for  nutrition  education  for  all  children  in  all  schools  in 
American. 

That  is  dwarfed  by  the  $40  million  Ronald  McDonald 
Corporation  spends  just  to  advertise  its  Big  Mac. 

The  Public  Health  Service  reports  that  only  54%  of  the 
youths  aged  14  to  17  believe  using  cocaine  a few  times 
presents  a great  risk. 

A recent  Medical  College  of  Wisconsin  study  revealed 
that  more  elderly  Medicare  patients  are  hospitalized  for 
alcohol  abuse  than  for  heart  attacks.  Last  year  152  chil- 
dren— kids  under  the  age  of  16 — were  murdered  in  the 
Chicago  area — needless  carnage  that  occurs  to  one  degree 
or  another  in  all  our  nation’s  cities.  It  gives  new  meaning 
to  Mahatma  Gandhi’s  response  many  years  ago  when  he 
was  asked  what  he  thought  of  Western  civilization.  “I 
think  it  would  be  a good  idea,”  he  said. 

These  social  pathologies  place  us  at  one  extreme  and  are 
something  this  country  must  change  if  we  are  to  ever  get 
a handle  on  rising  health-care  costs.  The  other  extreme 
was  best  described,  perhaps,  by  Johnny  Carson  who  said: 
“I  know  a man  who  gave  up  smoking,  drinking,  sex,  and 
rich  food.  He  was  healthy  right  up  to  the  time  he  killed 
himself!” 

Surely,  there  must  be  a middle  road.  How  frustrating, 
costly,  and  time  consuming  it  must  be  for  you  and  your 
colleagues  to  practice  medicine  at  the  bottom  of  a cliff. 

Physicians  join  a host  of  others  who  suggest  that  Con- 
gress is  out  of  touch  with  the  American  people.  Perhaps 
it’s  because  so  many  of  its  members  do  not  have  to  bother 
with  life’s  “little”  challenges  like  paying  mortgages,  sav- 
ing for  their  children’s  education  and  other  similar  expe- 
riences that  face  middle-class  life. 

As  you  know,  some  in  Congress  enjoy  railing  against 
physicians  for  their  alleged  high  incomes  when  the  fact  is 
that  millionaires  in  Congress  are  at  least  30  times  more 
common  than  in  American  society.  According  to  federal 
financial  disclosure  records,  at  least  28  U.S.  Senators — or 
28%  of  that  body — are  millionaires.  In  the  House,  there 
are  a minimum  of  50 — or  more  than  1 1 % of  the  member- 
ship. So  when  the  hypocrites  like  Pete  Stark  complain  that 
physicians  are  earning  six  times  that  of  the  average  person, 
who  are  they  kidding? 

Hank  Greenberg,  the  great  baseball  slugger  and  Hall  of 
Famer,  knows  how  to  place  incomes  in  perspective.  His 
son,  Steve,  used  to  be  an  agent  who  negotiated  player’s 
contracts.  Mindful  that  the  average  player  today  averages 
well  over  $1  million  for  just  seven  months  toil,  Hank — 
who  was  the  first  player  to  ever  make  $ 1 00,000  a season — 
made  it  clear  how  he  stands  on  the  issue. 


His  son  mentioned  that  he  was  representing  a certain 
player  in  salary  negotiations.  “What  should  I ask  for, 
Dad,”  he  said,  “he  hit  .238.”  “Ask  for  a uniform,”  said 
Hank.  Steve  shook  his  head.  “Dad,  you  don’t  understand 
baseball  any  more.” 

The  problem  is  that  nobody  really  understands  it  any 
more,  but  some  people  will  still  complain  about  physi- 
cians making  even  15%  or  20%  of  that  average. 

As  we  move  forward  in  our  “Any  Willing  Provider” 
efforts  and  others  to  protect  the  patient’s  right  to  have  a 
voice  in  choosing  who  keeps  them  well  and  treats  their 
illnesses — and  to  safeguard  the  right  of  physicians  to 
render  the  care  they  were  trained  for  years  to  give — we 
must  stay  united  at  all  costs. 

There  has  probably  never  been  a more  perilous  time 
when  efforts  to  fragment  the  profession  have  been  so 
persistent  and  so  determined.  The  House  of  Medicine 
must  not  self-destruct  under  outside  pressures. 

In  closing,  there  is  a story  that  Charles  Swindoll  tells  in 
his  book  Growing  Strong  in  the  Seasons  of  Life,  in  which 
upon  their  very  entry  into  World  War  II,  the  Russians 
invented  the  dog  mine.  The  plan  was  to  train  dogs  to 
associate  food  with  the  undersides  of  tanks  in  the  hope  that 
they  would  run  hungrily  beneath  the  advancing  Nazi 
Panzer  division. 

Bombs  were  then  strapped  to  the  dogs’  backs.  There 
was  only  one  hitch  in  the  plan.  The  dogs  associated  food 
solely  with  Russian  tanks — and  with  predictable  results. 
These  “dog  mines,”  with  bombs  on  their  backs,  forced  an 
entire  Soviet  tank  division  to  retreat  after  inflicting  con- 
siderable damage.  Again,  the  House  of  Medicine  must  not 
allow  itself  to  be  destroyed  from  within. 

As  we  work  toward  the  next  legislative  session,  let  our 
common  interests  and  agreements  supersede  the  parochial 
differences  that  threaten  to  divide  us. 

And  let  us  not  think  too  much  with  our  hearts  when  the 
realities  call  for  practical  actions.  Unfortunately  Country 
Western  artist  Clint  Black  told  it  the  way  it  is  with  his 
song:  “Ain’t  it  something  what  the  heart  can  convince  the 
mind?” 

As  Victor  Hugo  said  so  eloquently:  “The  future  has 
several  names.  For  the  weak,  it  is  the  impossible.  For  the 
fainthearted,  it  is  the  unknown.  For  the  thoughtful  and 
valiant,  it  is  ideal!” 

It  is  up  to  you  and  your  colleagues  now  to  determine 
which  of  those  futures  lies  ahead  for  you. 
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Theodore  Zanker,  M.D.  taking  oath  of  office  as  president  of  CSMS  from  Howard  J.  Wetstone,  M.D.,  outgoing  president. 


Theodore  Zanker,  M.D.  giving  his  inaugural  address. 


Theodore  Zanker,  M.D.  newly  elected  president  with  his  family. 
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Robert  E.  McAfee,  M.D.,  president  elect  of  AMA,  giving  keynote  address. 


Howard  J.  Wetsone,  M.D.  presents  AMA-ERF  Awards  to:  Myron  Genel,  M.D.,  associate  dean  and  professor  of 
pediatrics,  Yale  School  of  Medicine  and  Bruce  Koeppen,  M.D.,  dean  academic  affairs  and  education,  University  of 
Connecticut  School  of  Medicine,  Robert  E,  McAfee,  M.D.,  AMA  president  elect. 
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Presentation  of  Science  Fair  Award — Robert  E.  McAfee,  M.D.,  AMA  president  elect;  John  E.  Morgan,  Bozrah;  Kim 
Malardo,  Newington;  Howard  J.  Wetstone,  M.D.,  president. 


Presentation  of  certificate  for  50  years  of  service  by  Howard  J.  Wetstone,  M.D.  to  Josephine  P.  Lindquist,  associate 
executive  director  of  CSMS. 
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Robert  E.  McAfee,  M.D.,  president  elect  of  AMA  with  Edward  A.  Kamens,  M.D.,  chairman  of  CSMS'  AMA  delegation. 


CALL  FOR  PAPERS 

Members  of  the  Connecticut  State  Medical  Society  reading  papers  before  other  organizations  are  requested 
to  submit  their  papers  to  the  JOURNAL  for  consideration  by  the  Board  of  Editors  for  publication.  Authors 
preparing  manuscripts  for  submission  to  Connecticut  Medicine  should  consult  Information  for  Authors. 
This  material  may  be  obtained  from  most  issues  of  Connecticut  Medicine  or  from  the  Journal  office. 
Adherence  to  the  instructions  will  prevent  delays  both  in  acceptance  and  in  publication.  All  papers  on 
computer  should  be  submitted  on  floppy  disk  along  with  the  hardcopy. 

Please  send  them  to: 


Robert  U.  Massey,  M.D. 
Connecticut  Medicine 
160  St.  Ronan  Street 
New  Haven,  CT  06511 


VOLUME  58,  NO.  6 


379 


IN  MEMORIAM 


BREER,  ROBERT  D.,  Harvard  Medical  School,  1954. 
Dr.  Breer  was  a practicing  pediatrician  in  Manchester  for 
the  past  35  years  and  was  associated  with  Manchester 
Memorial  Hospital.  He  was  a member  of  the  Hartford 
County  Medical  Association,  the  Connecticut  State  Medi- 
cal Society  and  the  American  Medical  Association.  Dr. 
Breer  died  1 May  1994  at  the  age  of  65. 

EDWARDS,  LARRY  E.,  George  Washington  Uni- 
versity School  of  Medicine,  1947.  Dr.  Edwards,  an 
otolaryngologist  specializing  in  allergy  and  immunology, 
maintained  a private  practice  in  Connecticut  for  over  40 
years,  five  years  in  Bridgeport  and  35  years  in  Fairfield, 
prior  to  his  retirement  in  1992.  He  was  a member  of  the 
Fairfield  County  Medical  Association,  the  Connecticut 
State  Medical  Society  and  the  American  Medical  Asso- 
ciation. Dr.  Edwards  died  25  May  1994  at  the  age  of  71 . 

PAGLIARO,  JOSEPH  J.,  Georgetown  University 
School  of  Medicine,  1937.  Dr.  Pagliaro  was  a general 
practitioner  in  Shelton  until  his  retirement  in  1 9 8 3 . He  was 
a member  of  the  staff  at  Griffin  Hospital,  as  well  as  being 
associated  with  Gardner  Heights,  Hewitt  Memorial  Hos- 
pital, United  Methodist  Home  and  the  Derby  Nursing 
Home.  Dr.  Pagliaro  was  a member  of  Fairfield  County 
Medical  Association,  the  Connecticut  State  Medical  Soci- 
ety and  the  American  Medical  Association.  Dr.  Pagliaro 
died  19  May  1994  at  the  age  of  81. 


PINKES,  ALEXANDER  H.,  Lausanne  University 
Medical  School,  Switzerland,  1962.  Dr.  Pinkes  practiced 
medicine  in  New  Haven  and  Branford  for  many  years.  He 
was  a member  of  the  New  Haven  County  Medical  Asso- 
ciation and  the  Connecticut  State  Medical  Society.  Dr. 
Pinkes  died  24  May  1994  at  the  age  of  70. 

RINDGE,  NORMAN  P.,  Yale  University  School  of 
Medicine,  1935.  Dr.  Rindge  maintained  a family  practice 
in  Clinton  for  41  years  until  his  retirement  in  1977.  He  was 
a member  of  Middlesex  County  Medical  Association,  the 
Connecticut  State  Medical  Society  and  the  American 
Medical  Association.  Dr.  Rindge  died  21  April  1994  at  the 
age  of  86. 


SARACZYNSKI,  DANIEL  L.,  University  of  Zurich, 
Switzerland,  1956.  Dr.  Saraczynski  was  a retired  surgeon 
in  Bridgeport,  affiliated  with  Bridgeport  Hospital,  who 
specialized  in  emergency  medicine.  He  was  a member  of 
the  Fairfield  County  Medical  Association,  the  Connecti- 
cut State  Medical  Society  and  the  American  Medical 
Association.  Dr.  Saraczynski  died  3 1 May  1994  at  the  age 
of  76. 


Stuttering  didn’t  stop 
Winston  Churchill 

And  it  need  not  stop  you.  The  newly 
revised  seventh  edition  of  Self - 
Therapy  for  the  Stutterer  explains 
how  stutterers  can  help  themselves. 

Ask  for  the  192-page  hook  no.  12,  and  please 
enclose  $3.00  for  postage  and  handling. 

U800-992-9392  P.O.  Box  11749  • Memphis,  TN  38111-0749 


Stuttering 
Foundation 
of  America 

FORMERLY  SPEEC  I!  FOUNDATION  OF  AMERICA 

A Non-Profit  Organization 

Since  1947 — Helbine  Those  Who  Stutter 
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Giacchino  S.  Parrella,  M.D., 
1917-1994 


Jack  Parrella  was  bom,  raised,  and  educated  in  the  New 
Haven  school  system  and  following  his  graduation  from 
high  school  he  was  enrolled  at  Yale  College  in  1934.  On 
admission  Jack  was  awarded  the  Sterling  Memorial 
Scholarship.  By  combining  his  senior  year  at  Y ale  College 
with  his  first  year  at  the  Yale  School  of  Medicine,  he  was 
able  to  accelerate  his  studies  and  received  his  medical 
degree  in  1941. 

While  at  the  medical  school  he  was  awarded  the  Rosa 
Verchi  Memorial  Scholarship.  His  scholarly  performance 
was  recognized  by  his  election  to  Alpha  Omega  Alpha,  the 
National  Honor  Medical  Society. 

Following  completion  of  his  surgical  training  in  1 944, he 
entered  the  armed  forces  and  served  in  Europe  with  the 
U.S.  Army.  He  was  discharged  with  the  rank  of  captain  in 
1946  and  was  appointed  chief  resident  surgeon  at  the 
Veterans  Administration  Hospital  in  Newington,  Con- 
necticut where  he  completed  his  board  certification  in 
general  and  thoracic  surgery. 

Dr.  Parrella  entered  the  private  practice  of  surgery  in 
Milford,  Connecticut  in  1950,  as  the  first  board-certified 
surgeon  at  that  hospital.  He  served  as  chief  of  surgery  at 
Milford  Hospital  from  1957  to  1985.  It  was  through  his 
efforts  that  the  surgical  department  was  patterned  after 
that  at  Yale-New  Haven  Hospital  whereby  only  board- 
certified  surgeons  were  permitted  use  of  the  operating 


suite.  This  was  unique  for  a small  hospital  during  that 
period. 

Dr.  Parrella  served  as  president  of  the  New  Haven 
County  Medical  Society  in  1 977  and  the  Connecticut  State 
Medical  Society  in  1982.  In  1978  he  was  elected  to  the 
prestigious  New  England  Surgical  Society. 

Following  his  retirement  in  1985  he  remained  active  in 
social  and  civic  organizations.  He  served  as  president  of 
the  New  Haven  Chapter  of  the  American  Cancer  Society 
and  as  president  of  the  Milford  Rotary  Club.  Jack  was  a 
member  of  the  malpractice  peer  review  panel  for  Aetna 
and  CNA,  and  served  as  a founding  director  of  CMIC. 
Having  served  on  eleven  CSMS  committees,  he  chaired 
the  committee  on  professional  liability  in  the  crucial  years 
1978  to  1981. 

Dr.  Jack  Parrella  left  behind  an  impressive  legacy  in  the 
field  of  surgery.  He  served  the  New  Haven  county  com- 
munity with  skill,  compassion,  and  intellectual  integrity. 

Dr.  Giacchino  S.  Parrella  died  on  12  April  1994.  He  is 
survived  by  his  wife,  Lucy  Groves  Parrella,  two  sons,  John 
Parrella  of  Milford  and  David  Parrella  of  West  Hartford; 
a daughter,  Licia  Parrella-Britton  of  Newburyport,  Mas- 
sachusetts; a brother,  Alfred  Parrella  of  Newtown;  two 
sisters,  Lena  and  Ida  Parrella,  both  of  Hamden;  and  three 
grandchildren.  He  was  predeceased  by  a brother,  Dr. 
Louis  A.  Parrella. 
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CSMS  PHYSICIAN  PLACEMENT  SERVICE 


The  Society  maintains  the  Physician  Placement  Service  as  a free  service  to  the  medical  profession,  hospitals, 
and  communities  in  Connecticut. 

Opportunities  should  be  typed,  double-spaced  copy  on  letterhead  and  submitted  to  CSMS,  Physician 
Placement  Service,  160  St.  Ronan  Street,  New  Haven,  CT  06511  (203)  865-0587  or  fax  to  (203)  865-4997.  These 
will  be  published  as  space  permits  and  will  be  distributed  to  physicians  making  inquiries  of  such  opportunities. 

Physicians  wishing  to  locate  in  Connecticut  may  call  the  office  requesting  opportunities  in  their  specialty.  Also, 
candidates  are  invited  to  submit  a resume  to  be  kept  on  file  with  the  Society.  An  announcement  of  a physician’s 
availability  will  be  published  in  two  issues  of  Connecticut  Medicine  as  space  permits. 

Listing  of  physicians  in  the  Placement  Service  does  not  in  any  way  represent  certification  by  the  Society. 
Investigation  of  credentials  and  experience  is  the  responsibility  of  those  seeking  applicants  for  positions. 

Announcements  on  the  Physician  Placement  Service  page  under  Classified  Advertising  are  charged  at  the 
regular  Classified  Advertising  rate. 


OPPORTUNITIES  FOR  PRACTICE 
AMBULATORY  CARE 

Family  and  Occupational  Medical  Center  has  a part-time 
position  available  July  1,  1994.  Pleasant  staff,  excellent 
working  conditions  and  competitive  salary.  Center  established 
1986,  and  continues  to  provide  outstanding  medical  care  to  the 
community.  Contact:  Glenn  Giarratana,  M.D.,  Medical  Direc- 
tor, 360-1  North  Main  Street,  Southington,  CT  06489. 
Telephone:  (203)  628-2860. 

Offering  the  best  of  both  worlds,  for  full-time  physician.  Hap- 
piness is  your  professional  life — time  for  your  private  life.  Busy 
ambulatory  care  center.  Wonderful  staff,  good  patient  popula- 
tion. Great  hours,  benefits  and  competitive  salary  with  profit 
sharing.  If  you  are  a good  primary  care  doctor,  we  are  interested 
in  you.  Contact  Dr.  Thomas  Kandell  / Dr.  Ronald  Falit  / Med- 
Help  Medical  Center,  P.O.  Box  1 120,  Bristol,  CT  06010.  (203) 
584-8900. 

FAMILY  PRACTICE 

Turnkey  practice  opportunity  for  Family  Practitioner  in 
beautiful  Connecticut  suburban/rural  setting  20  minutes  east 
of  Hartford.  Community  in  great  need  of  physician  able  to 
cover  both  children  and  adults.  Please  reply  to:  William  Kober, 
M.D.,  (413)  664-7785. 

Unique  practice  opportunity.  Outstanding  combination  of 
professional  and  personal  rewards.  Thirteen  year  private  Fam- 
ily Practice  providing  continuing  ambulatory  family  care.  No 
hospital  responsibility.  Beautiful  living  and  working  environ- 
ment on  the  Connecticut  shoreline.  Two  board  certified  Family 
Practitioners  welcoming  applications  from  FP  or  IM  certified. 
Please  reply  to:  Alan  M.  Weiss,  M.D.,  652  Boston  Post  Road, 
Guilford,  CT  06437. 


GENERAL  MEDICINE 

Southeastern  Connecticut:  Busy  Walk-In  Center  in  Norwich 
seeks  full-time  or  part-time  physician.  General  medicine, 
occupational  medicine,  minor  surgery,  and  urgent  care  expe- 
rience required.  Pleasant  work  environment,  competitive  sal- 
ary, and  benefits.  No  night  call.  Send  resume  to  Dr.  Hernandez, 
606  West  Main  Street,  Norwich,  CT  06360.  Telephone:  (203) 
889-1400. 

INTERNAL  MEDICINE 

BE/BC  young  internist  wanted  for  busy  office  of  two  middle- 
aged  physicians.  Private  suburban  practice  in  North  Haven. 
Excellent  opportunity  to  grow,  with  strong  partnership  poten- 
tial. Competitive  salary  and  comprehensive  benefit  package. 
For  additional  information  please  call  (203)  865-6400. 


New  Haven,  Connecticut — BC/BE  Internist  to  join  large  and 
progressive  practice.  Twelve  physician,  four  office  practice 
looking  for  energetic  team  player.  Facilities  include  labora- 
tory and  x-ray  services.  Admit  to  Hospital  of  St.  Raphael  and 
Yale  New  Haven  Hospital.  Hospital  responsibilities  are  prima- 
rily covered  by  one  physician.  Ten  physicians  rotate  weekends. 
New  Haven-  wonderful  community  for  families  or  individuals 
pursuing  enrichment.  Area  known  for  excellent  private  and 
public  schools.  Numerous  Yale  University  sponsored  cultural 
events  and  activities.  Attractive  compensation  and  benefit 
package.  For  more  information,  please  call  Dr.  Carmen  Balzano 
at  (203)  230-4170. 

OB/GYN 

Seeking  OB/GYN  generalist  to  join  active  group  practice  in 
Hartford  region.  Multiple  suburban  offices,  partnership  poten- 
tial. Competitive  compensation  package.  Call:  (203)  676-0680 
or  send  CV  to:  OB/GYN  Associates,  3 1 East  Main  Street,  Avon, 
CT  06001. 
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OB/GYN 

Great  opportunity  for  an  OB/GYN  generalist  to  join  very  busy 
multiple  physician  practice.  We  have  several  locations,  all 
situated  in  the  pleasant  suburbs  of  Hartford.  We  offer  a competi- 
tive compensation  package  with  partnership  potential  and  a 
secure  future.  We  are  affiliated  with  most  managed  care  plans 
in  this  area  and  have  a business  manager  to  handle  administra- 
tive details.  Call  (203)  676-0680  or  send  CV  to:  OB-GYN 
Associated.  31  East  Main  Street.  Avon.  CT  06001. 

Immedicate  need  for  OB/GYN  to  replace  retiring  physician  in 
coastal  Connecticut  practice.  Four  day  work  week.  1:4  call.  45 
min/NYC.  Full  benefits,  negotiable  income  guarantee.  Call 
(800)  880-2028. 

PATHOLOGY 

Cytopathologist  needed  for  Locum  Tenens  and  occasional  part 
time  work  in  high  volume  Cytology  Laboratory  in  Eastern 
Connecticut  with  an  interesting  Gvn  Pap  Smear  Case  Load. 
Flexible  hours.  Contact:  (203)450-1823. 

PEDIATRICS 

COASTAL  CONNECTICUT  — BC/BE  Pediatrician  wanted 
to  join  thriving  lucrative  practice  in  beautiful  shoreline 
community.  University  affiliated  hospital  (Yale)  nearby. 
Excellent  salary,  production  bonus,  early  partnership.  Avail- 
able immediately.  Call  (203)  483-0918  - 9:00-noon. 

Five  pediatrician  group  in  Middletown.  CT  desires  BC/BE 
pediatrician  for  permanent  part-time  position.  Position  is 
available  now.  Practice  includes  P.N.P.  whose  duties  include 
education  of  asthmatic  children's  families,  breast  feeding 
counseling,  etc.  Middletown  is  a university  town  (Wresleyan) 
with  a stable  population.lt  is  equidistant  between  N.Y.C.  and 
Boston,  ski  areas  and  1/2  hour  to  beaches.  Middlesex  Hospital. 
160  beds,  delivers  1350  infants/year,  newly  opened  Level  II 
Nursery  and  LDRP  unit.  Family  Practice  Residency  program 
affiliated  with  UCONN  Medical  School.  Opportunity  to  work 
with  active  group  in  modem,  spacious  office  adjacent  to 
hospital.  Starting  salary  competitive  and  fringe  benefits  and 
vacation  time  liberal.  Send  C.V.  including  references  or  call 
Joseph  A.  Flanagan.  M.D..  F.A.A.P.  or  Lisa  C.  Alonso.  M.D.. 
F.A.A.P..  Middlesex  Pediatric  Associates.  P.C..  80  South  Main 
Street.  Middletown.  CT  06457.  Telephone:  (203)  344-0333. 

Pediatrician  BC/BE.  to  be  4th  in  lively  practice  between 
Hartford  and  New  Haven.  PNPs.  diverse  professional  interests. 
Yale  affiliated.  Guaranteed  salary /benefits.  Reply  toC.Clynes 
at  (203)  238-1026. 

Exceptional  opportunity  to  join  a pediatric  practice  of  four 
Board  Certified  pediatricians.  Located  in  shoreline  community. 
5 miles  from  Yale-New  Haven  Medical  Center,  our  chief  hospi- 
tal affiliation.  Salary  SI  20.000.00/year.  Malpractice  insurance 
included.  Buy-in  option  also  available.  Call:  1-203-248-4846. 
any  evening  after  8:00p.m. 


CONNECTICUT:  Reach  your  professional  and  personal  goals 
in  less  time.  Excellent  opportunity  in  Central  Connecticut  for 
BC/BE  pediatrician  to  join  three-person  practice  in  safe, 
family-oriented  suburb  location.  Busy,  up-beat  practice  offers 
flexibility'  to  match  your  lifestyle  or  family  needs,  with 
partnership  potential.  Readily  accessible  to  the  cultural  centers 
of  Hartford.  New  Haven.  New  York,  and  Boston,  our  location 
makes  skiing  and  boating  an  easy  trip.  Reply  Physician 


PHYSICIANS  WISHING  TO  PRACTICE 
IN  THE  STATE  OF  CONNECTICUT 


ANESTHESIOLOGY 

Available  Fall  1994.  Licensed  in  Kansas.  Passed  FLEX  exam. 
American  Board  eligible.  M.D.  at  McMaster  University.  In- 
ternship and  Residency  at  McMaster  University  Hospitals. 
Fellowship  at  Royal  (Canadian)  College  of  Physicians  and 
Surgeons.  Would  like  to  join  a group  practice  in  a medium 
sized  community'  in  Connecticut.  Currently  Chairman  of 
Department.  Coordinator  of  ICU  for  two  years  and  Consultant 
in  Pain  Management.  Please  respond  to:  Robert  Severs.  M.D. . 
P.O.  Box  635.  Owen  Sound.  Ontario  N4K5R4. 

INTERNAL  MEDICINE/ 
GASTROENTEROLOGY 

Available  July  1995.  Licensed  in  New  York.  Passed  National 
Boards.  American  Board  certified  in  Internal  Medicine  and 
eligible  in  Gastroenterology.  M.D..  Internship  and  Residency 
at  Mount  Sinai  in  New  York.  Fellowship  at  Memorial  Sloam- 
Kettering  Cancer  Center.  Desire  Gastroenterology  position  but 
willing  to  do  substantial  amount  of  Internal  Medicine.  Would 
like  to  join  a group,  associates  or  institutional  type  of 
practice.  Please  respond  to:  CSMS  c/o  GA/NH. 

LOCUM  TENENS 

M.D.  licensed  in  Connecticut  available  for  locum  tenens.  full 
time  employment  and  would  consider  purchase  of  practice  or 
partnership.  Please  call  (215)  667-5315. 

OB/GYN 

Available  May  1994.  Licensed  in  India.  Awaiting  qualifying 
exam  for  Residency.  M.D.  at  J.J.M.  Medical  College  & KMC  in 
India.  Internship  at  Bangalone  Medical  College.  Since  yet  to 
be  licensed,  would  prefer  to  work  as  a research  assistant/ 
associate  in  OB/GYN  or  any  related  field.  Would  like  to  join 
a group,  associate  or  institutional  type  of  practice  in  Connecti- 
cut. Please  respond  to:  Abhinava  Srinivasa  C.  Madamangalam. 
M.D..  753  Classon  Avenue.  #1 1-F.  Brooklyn.  NY  1 1238. 


VOLUME  58.  NO.  6 


383 


PAID  CLASSIFIED  ADVERTISING 


All  PAID  classified  advertising  orders,  correspondence,  and  payments  should  be  directed  to:  CONNECTICUT 
MEDICINE,  Classified  Department,  160  St.  Ronan  Street,  New  Haven,  CT  06511,  Tel.  (203)  865-0587.  The 
Classified  rates  are  as  follows:  $60.00  for  25  words  or  less;  plus  $1.00  each  additional  word.  For  confidential 
answers,  the  cost  is  $3.00  per  insertion,  sent  in  care  of  CONNECTICUT  MEDICINE.  Ad  copy  must  be  typewritten, 
double  spaced,  with  payment,  and  delivered  no  later  than  the  first  day  of  the  month  preceding  the  month  of  issue. 


OFFICE  FOR  RENT 

One  Psychologists  / Psychiatrists  office  and  shared  waiting 
room.  300  sq.  ft.  at  $375.00  per  mo.  includes  heat  and  air. 
(203)  783-5700 — Bill  Hyatt  Location,  436  Orange  Street, 
New  Haven. 

NEW  HAVEN  OFFICE  FOR  SALE  / RENT 


1350  sq.ft,  prime  New  Haven  office,  rent  or  buy.  Available 
immediately,  medical  building,  doctor  owned,  free  parking,  first 
floor  facing  St.  Raphael’s  Hospital  cafeteria.  Call  (203)  28 1 - 
1385  or  Betsy  Brochin  at  Beazley  (203)  865-2000. 

FAMILY  PRACTICE  FOR  SALE 


Family  practice  for  sale,  shoreline  community;  prime  location, 
ample  parking  and  well  equiped  offices,  including  six  examin- 
ing rooms  and  x-ray  facilities.  If  interested  contact  (203)  488- 
3308. 


TIME  FOR  A MOVE ? 

PBACTICt  OPPORTJNIT1ES  FORRIM,  06/(?fN,  ftDS... 


CORRECTION 

to  the  MAY  1994  ISSUE 
of  CONNECTICUT  MEDICINE 

The  permission  byline  was  omitted  in  the  article  on 
page  283  by  James  E.  Mulvihill,  titled  Managing 
Diversity  (Adversity)  in  Home  Care  and  Graduate 
Medical  Education. 

Reprinted  with  permission  from  Current  Surgery, 
March/April,  1994;  pp  202-6. 


"We  won't  sell  you  on  a practice  - 
if  we  don't  have  it,  we'll  find  it. " 


Connecticut 
10+ Cities 
Norwich 
Putnam 
New  London 
New  Haven 


Torrington 


National 

750+Cities 

Boston 

Cincinnati 

Jacksonville 

Tampa 

Chicago 


the  Curare  Group , Inc. 

M-F  9:00am-8:00pm,  Sat  l -5pm  EST 
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Endoscopic  Carpal  Tfinnel  Release 


RICHARD  A.  BERNSTEIN,  M.D. 


ABSTRACT — Carpal  tunnel  syndrome  (CTS)  is  a 
common  affliction  of  the  upper  extremity  with  the 
classic  symptoms  of  numbness  in  the  radial  three 
and  one-half  digits,  and  pain  often  secondary  to 
repetitive  motions.  The  1990s  have  seen  a surge  in 
the  incidence  of  CTS,  possibly  because  of  increased 
awareness,  recognition,  or  an  increased  prevalence 
of  repetitive  motion-type  disorders.  Furthermore, 
with  the  increasing  use  of  computers,  more  people 
are  sitting  at  keyboards  entering  text  and  data, 
which  may  lead  to  more  cases  of  CTS.  Recently,  the 
technique  of  endoscopic  carpal  tunnel  release  has 
gained  increased  notoriety.  The  reported  benefits 
include  decreased  surgical  time,  decreased  post- 
operative attention,  early  return  to  work,  diminished 
pillar  pain,  and  increased  thenar  strength.15 

Introduction 

Carpal  tunnel  syndrome  is  one  of  the  most  common 
disorders  of  the  upper  extremity.  Though  the  median 
nerve  can  also  be  compressed  in  the  area  of  the  antecubital 
fossa  or  the  forearm  as  either  a pronator  syndrome  or 
anterior  interosseous  nerve  syndrome  respectively,  there 
are  other  potential  sites  of  compression;  the  transverse 
carpal  ligament  at  the  level  of  the  wrist  appears  to  be  the 
most  prominent.  The  diagnosis  of  cervical  radiculopathy 
from  disc  disease  or  arthritis  should  also  be  excluded. 
After  leaving  the  brachial  plexus,  the  median  nerve  runs 
along  the  medial  aspect  of  the  humerus.  At  the  elbow,  it 


RICHARD  A.  BERNSTEIN.  M.D..  Clinical  Instructor  in  Orthopaedics 
and  Rehabilitation.  Yale  University  School  of  Medicine,  New  Haven: 
Attending  Staff.  The  Hospital  of  St.  Raphael,  New  Haven:  Associate. 
Orthopedics.  Yale-New  Haven  Hospital,  New  Haven. 


usually  dives  between  the  humeral  and  ulnar  head  of  the 
pronator  teres  (there  are  well-described  anatomic  varia- 
tions in  this  region  that  contribute  to  the  pronator  syn- 
drome) and  then  beneath  the  arch  of  the  flexor  digitorum 
superficialis  (FDS)  between  the  muscle  bellies  of  the  FDS 
and  flexor  digitorum  profundus  (FDP).  It  then  lies  beneath 
the  tendon  of  the  palmaris  longus  and  enters  in  the  carpal 
tunnel  proper,  an  area  bounded  on  its  radial,  ulnar,  and 
dorsal  borders  by  bone  and  volarly  by  a combination  of  the 
transverse  and  volar  carpal  ligaments.  At  the  end  of  the 
carpal  tunnel,  the  median  nerve  branches  into  the  recur- 
rent branch  to  the  thenar  intrinsics  and  common  digital 
branches  to  the  thumb,  index,  long,  and  ring  fingers.  The 
nerve  then  dives  deep  to  the  superficial  palmar  arch,  the 
terminal  branch  of  the  ulnar  artery. 

Though  the  etiology  of  carpal  tunnel  syndrome  is  un- 
known, studies  have  suggested  anatomic,  physiologic, 
and  positional  (overuse)  causes.6  The  clinical  history  and 
symptoms  are  the  keys  to  the  diagnosis.  The  classic  initial 
signs  include  intermittent  numbness  and  pain  in  the  me- 
dian nerve  distribution  of  the  hand  with  a particular  and 
characteristic  night  component.  The  clinician  needs  to 
take  a careful  history  vvhich  should  include  understanding 
the  terminology  that  each  patient  uses  to  describe  his 
symptoms.  Whereas  medical  personnel  can  usually  an- 
swer questions  about  “numbness”  or  “tingling,"  many 
patients  cannot  accurately  define  their  symptoms  in  these 
terms.  Common  words  used  to  describe  the  symptoms  are 
“pain,”  “cramping,”  “weakness,”  and  “tightness.”  For 
clarity  in  this  article,  we  will  use  pain,  numbness,  and 
tingling  to  describe  the  classic  findings.  As  the  compres- 
sion on  the  nerve  worsens,  the  pain  may  occur  several 
times  a night.  The  symptoms  will  awaken  the  patient,  who 
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will  usually  say  that  they  need  to  shake  their  hands  to 
restore  sensation  and  eliminate  the  dysesthesias  and  pain; 
commonly  the  patient  will  complain  of  complete  numb- 
ness in  the  median  nerve  distribution  in  the  morning. 
Symptoms  can  progress  up  the  arm  extending  to  the 
forearm,  shoulder,  or  neck,  but  most  symptoms  are  located 
in  the  wrist,  hand,  and  fingers.  A history  can  also  usually 
be  obtained  for  fixed  wrist  activities  that  exacerbate  the 
numbness,  including  talking  on  a telephone,  blow  drying 
one’s  hair,  reading  a book,  or  driving  a car.  The  hand 
position  during  these  activities  can  simulate  a Phalen’s 
maneuver  and  can  elicit  the  classic  paresthesias.  The 
etiology  of  the  nocturnal  pain  is  probably  multifactorial. 
The  simplest  explanation  is  that  a Phalen’s-type  position 
is  assumed  by  the  patient  during  sleep  causing  compres- 
sion on  the  median  nerve  and  eliciting  the  numbness  and 
pain.  With  long-standing  nerve  compression,  the  pain 
component  often  disappears  and  the  principal  concern  is 
that  of  numbness  and  weakness  of  the  thenars,  causing  an 
inability  to  pinch  or  perform  fine  manipulations,  and  weak 
opposition. 

There  is  an  increased  incidence  of  carpal  tunnel  syn- 
drome in  diabetics,  patients  undergoing  hemodialysis, 
and  in  women  during  pregnancy.6  The  paresthesias  in  the 
diabetic  are  often  difficult  to  differentiate  from  peripheral 
neuropathy  associated  with  the  disease.  Neurodiagnostic 
studies  often  do  not  help  in  discriminating  the  etiology. 
Patients  undergoing  hemodialysis  can  form  amyloid  de- 
posits in  the  carpal  tunnel  leading  to  compression  of  the 
nerve  and  classic  symptoms  of  CTS.  Median  nerve  com- 
pression associated  with  pregnancy  is  probably  secondary 
to  fluid  shifts  that  occur  especially  in  the  third  trimester. 
According  to  Voitk’s  study  on  1,000  patients,  25%  expe- 
rienced symptoms  of  CTS ; 6%  occurred  in  the  first  trimes- 
ter and  38%  and  56%  in  the  second  and  third.7  However, 
the  symptoms  usually  disappear  postpartum,  and  the  key 
to  treatment  is  symptomatic  relief  until  the  child  has  been 
delivered. 

Physical  examination  is  very  helpful  in  the  diagnosis, 
but  I believe  a careful,  complete  clinical  history  is  even 
more  important.  Physical  findings  include  a positive  Tinel’ s 
sign  at  the  wrist,  a positive  Phalen’s  maneuver  and,  with 
more  advanced  cases,  diminished  two-point  discrimina- 
tion and  weakness  of  the  abductor  pollicis  brevis.8  The 
Tinel’ s sign  is  the  sensation  of  electrical  shocks  proceed- 
ing along  the  distribution  of  the  median  nerve  into  the 
fingertips  when  the  carpal  tunnel  is  tapped  at  its  most 
proximal  portion.  The  hypersensitivity  of  the  nerve  sec- 
ondary to  its  compression  leads  to  the  classic  dysesthesias 
just  described.  The  validity  of  the  Tinel’ s sign  has  recently 
been  questioned  as  an  objective  sign  of  CTS.9  What  may 
be  a better  predictor  is  direct  compression  over  the  proxi- 
mal aspect  of  the  carpal  tunnel;  this  may  be  more  sensitive 


than  Phalen’s  or  Tinel’ s and  is  considered  positive  if 
compression  at  the  proximal  portion  of  the  carpal  tunnel 
reproduces  symptoms  in  less  than  two  minutes  and  disap- 
pears with  release  of  the  compression.1011  The  Phalen’s 
maneuver  is  elicited  by  hyperflexing  the  wrist,  noting 
whether  paresthesias  are  elicited  in  the  median  nerve 
distribution,  and  evaluating  the  length  of  time  before  these 
symptoms  develop;  less  than  60  seconds  is  highly  sugges- 
tive of  carpal  tunnel  syndrome.  One  of  the  easiest  maneu- 
vers to  evaluate  sensation  and  sensory  loss  is  static  two- 
point  discrimination.  A change  is  only  seen  late  in  CTS 
and  is  unchanged  in  either  early  or  acute  CTS.  Gelberman 
and  Szabo  showed  that  static  and  moving  two-point  dis- 
crimination exhibit  no  significant  difference  in  accu- 
racy.12 Vibrometry  and  Semmes-Weinstein  tests  are  more 
sensitive  but  also  require  more  expensive,  specialized 
equipment.613  EKG  calipers  are  useful  in  this  determina- 
tion for  looking  at  both  the  radial  and  ulnar  aspects  of  each 
digit;  normal  is  less  than  6 mm  but  is  best  assessed  by 
comparison  with  the  ulnar  digits  or  asymptomatic  fingers 
of  the  contralateral  hand.  Finally,  since  the  recurrent 
branch  of  the  median  nerve  innervating  the  thenar  intrinsic 
muscles  branches  at  the  distal  third  of  the  carpal  tunnel, 
median  nerve  compression  can  cause  thenar  wasting  and 
loss  of  strength  in  the  flexor  pollicus  brevis  that  can  be 
documented  by  physical  examination. 

Extrinsic  sources  of  neuropathy  should  also  be  ruled 
out.  Cervical  spine  trauma,  rib  fracture,  shoulder  impinge- 
ment or  instability,  disc  herniation,  or  spinal  stenosis  can 
all  mimic  CTS.  Similarly,  the  median  nerve  can  be  com- 
pressed in  the  distal  brachium  or  proximal  forearm  in  the 
so-called  pronator  syndrome  or  anterior  interosseous  nerve 
syndrome.  The  former  involves  compression  of  the  nerve 
at  either  a ligament  of  Struthers,  a supracondylar  process, 
the  antebrachial  fascia,  the  interval  between  the  humeral 
and  ulnar  head  of  the  pronator  teres,  or  proximal  to  the 
arch  of  the  flexor  digitorum  superficialis  (FDS)  arch.  This 
is  usually  a pain-type  syndrome  that  can  be  elicited  by 
compression  of  the  median  nerve  along  its  course  across 
the  elbow,  or  by  provocative  maneuvers  with  the  arm 
flexed,  extended,  pronated,  supinated,  depending  upon 
the  suspected  site  of  compression. 

Anterior  interosseous  nerve  (AIN)  compression  com- 
monly occurs  in  the  arch  of  the  FDS  tendon.  At  this  level, 
the  median  nerve  to  the  wrist  has  already  branched  into  the 
median  nerve  proper,  which  continues  down  to  the  wrist 
and  branches  only  once  in  the  forearm,  giving  off  the 
palmar  cutaneous  branch  which  provides  sensation  over 
the  base  of  the  thenars.  The  AIN  is  the  motor  branch  of  the 
median  nerve  to  the  muscles  of  the  forearm,  the  pronator 
quadratus,  flexor  pollicis  longus,  and  flexor  digitorum 
profundus  to  the  index  and  long  fingers.  Since  the  AIN  is 
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essentially  a pure  motor  nerve,  the  predominant  complaint 
is  weakness,  but  oftentimes  a vague  pain  component  is 
appreciated;  however,  the  classic  numbness  of  carpal 
tunnel  syndrome  does  not  occur. 

Plain  radiographs  are  not  often  helpful.  Some  authors 
advocate  obtaining  a carpal  tunnel  view  which  can  rule  out 
bony  masses  that  could  be  impinging  on  the  median 
nerve.6  Rarely,  soft  tissue  masses  can  be  visualized  or 
fracture  of  the  hook  of  the  hamate  can  be  seen  which  can 
cause  CTS. 

Electrodiagnostic  studies  are  specific  but  oftentimes 
not  sensitive,  especially  early  in  the  disease.1415  When 
positive,  nerve  conduction  motor  latencies  provide  the 
most  valuable  information;  values  greater  than  4.5  ms  are 
consistent  with  CTS.6  Since  EMG  studies  are  age,  sex,  and 
patient  dependent,  it  is  useful  to  compare  the  latencies  to 
either  the  contralateral  normal  median  nerve  or 
asymptomatic  ipsilateral  ulnar  nerve.  A difference  of 
motor  latency  of  1 ms  or  sensory  of  0.5  ms  is  abnormal. 
EMG  studies  are  not  required  unless  a more  proximal 
source  of  compression  is  suggested  or  the  diagnosis  is  in 
doubt.  However,  5%  to  20%  of  patients  have  normal 
electrodiagnostic  studies  but  clearly  have  carpal  tunnel 
syndrome  by  history  and  physical  examination  which  is 
confirmed  after  successful  resolution  of  symptoms  after 
surgical  release  of  the  transverse  carpal  ligament.16  The 
predictability  of  EMG/NCS  was  also  questioned  by  Red- 
mond, who  found  a false  positive  rate  of  46%  in  50  normal 
subjects.17 

Treatment 

The  hallmark  of  treatment  is  conservative  and 
nonoperative.  Surgery  should  be  reserved  only  for  those 
recalcitrant  cases  that  fail  to  respond  to  activity  modifica- 
tion and  splinting.  If  the  etiology  is  clear,  the  eliciting 
cause  should  be  eliminated  or  modified.  Specifically, 
carpal  tunnel  syndrome  associated  with  repetitive  motions 
at  work  should  first  include  modification  of  work  activi- 
ties to  avoid  these  motions,  whether  this  be  typing,  com- 
puter work,  or  repetitive  tasks  on  an  assembly  line.  Sec- 
ond, the  hand  and  wrist  should  be  splinted,  preferably  full 
time,  which  includes  all  day  and  all  night.  The  initial  trial 
period  should  be  allowed  at  least  one  month  to  see  if  the 
conservative  approach  will  work.  The  wrist  should  be 
placed  in  a neutral  position  to  allow  the  greatest  volume 
for  the  median  nerve  as  it  passes  through  the  carpal  tunnel. 
Off-the-shelf  braces  usually  place  the  wrist  in  a dorsiflexed 
position  of  30°-40°  which  may  compress  the  nerve.  Most 
of  these  braces  can  be  simply  modified  by  bending  the 
metal  stay  to  allow  the  wrist  to  assume  a neutral  position. 
The  second  option  is  a custom-made  orthoplast  splint 
which  is  often  more  comfortable  and  acceptible  to  the 


patient  and  improves  compliance.  Since  most  patients 
have  marked  night  and  activity  components  to  their  symp- 
toms, emphasis  should  be  placed  on  rigorous  use  of  the 
splints  during  sleep  and  at  work.  One  must  be  careful  that 
proximal  overuse  syndromes  do  not  occur  with  distal 
splinting;  patients  will  sometimes  develop  proximal  muscle 
symptoms  when  they  attempt  to  compensate  for  the  distal 
immobilization.  The  use  of  softer  splints  during  work 
periods  and  more  rigid  splints  at  rest  can  provide  a satis- 
factory balance  to  avoid  proximal  overuse. 

The  second  component  of  treatment  is  the  use  of  anti- 
inflammatory medications  to  reduce  or  eliminate  the  in- 
flammation around  the  nerve  and  allow  the  symptoms  to 
subside.  An  intratunnel  injection  of  a water  soluble  steroid 
preparation  may  often  be  beneficial,  especially  in  early 
posttraumatic  cases.  The  steroid  should  be  combined  with 
a short-acting  anesthetic.  Once  the  injection  is  completed, 
the  hand  should  be  reexamined  to  verify  paresthesias  in 
the  median  nerve  distribution  to  confirm  that  the  carpal 
tunnel  has  actually  been  injected.  The  anatomical  land- 
mark is  the  palmaris  longus  tendon;  beginning  ulnar  to  the 
tendon,  a 25  or  27  gauge  needle  should  be  directed  slightly 
radial  and  distal  to  the  palmaris  longus.  During  the  injec- 
tion, if  the  tunnel  is  entered,  the  fluid  will  be  ballotable 
distally  in  the  palm  while  the  injection  is  being  made.  If 
dysesthesias  are  elicited  during  needle  placement,  the 
needle  should  be  redirected  to  avoid  direct  irritation  to  the 
nerve.  The  patient  should  also  be  instructed  to  flex  and 
extend  his  fingers;  the  needle  should  not  move  during  this 
maneuver  or  else  placement  within  a flexor  tendon  is  a 
concern.  Relief  by  using  carpal  tunnel  injection  ranges 
from  1 1%  to  80%.12’1819  Gelberman  found  relief  in  22%  of 
patients  after  18  m.18  Green  found  that  46%  of  patients 
eventually  needed  surgery,  but  the  corollary  is  that  54% 
achieved  relief.20 

Eaton  et  al  examined  those  factors  that  predict  which 
patients  will  respond  to  conservative  treatment  of  carpal 
tunnel  syndrome.21  They  completed  a retrospective  study 
of  229  patients  followed  for  at  least  six  months  but 
averaging  15.4  months.  The  five  most  important  charac- 
teristics were:  age  greater  than  50,  symptoms  for  longer 
than  1 0 months,  paresthesias,  trigger  finger,  and  a positive 
Phalen’s  test  within  30  seconds.  In  patients  with  docu- 
mented carpal  tunnel  syndrome,  if  one  factor  was  present, 
59.6%  failed  conservative  treatment,  83.3%  with  two,  and 
93.2%  with  three  factors.  If  four  or  five  factors  were 
present,  all  patients  failed  to  improve  with  conservative 
treatment.  The  presence  of  a trigger  finger  suggests  that 
there  is  an  underlying  predisposition  to  synovitis  and 
inflammation  that  would  lead  to  a poorer  response  to 
conservative  management.  These  factors  help  guide  the 
clinician  in  determining  when  the  conservative  approach 
is  likely  to  fail. 
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If  these  modifications  eliminate  the  patient’s  symp- 
toms, the  conservative  approach  should  be  pursued  with 
splinting,  medications,  and  work-station  modifications. 
Carpal  tunnel  syndrome  associated  with  repetitive  mo- 
tions poses  a difficult  problem  for  both  the  patient  and  the 
physician.  If  the  symptoms  have  completely  ablated  with 
work  modification,  the  patient  may  cautiously  return  to 
his  previous  activity.  The  splinting  program  should  be 
continued  and  work-station  modification,  including  an 
ergonometric  evaluation,  should  also  be  performed.  This 
includes  height  adjustment  of  the  chair  and  the  work  bench 
or  computer  terminal,  wrist  braces  or  splints,  proper  head 
and  neck  positioning,  and  proper  orientation  of  the  video 
monitor  to  minimize  stress  on  the  neck,  shoulders,  hands, 
and  wrists.  If  symptoms  recur  after  resumption  of  work 
activities,  the  patient  should  be  encouraged  to  seek  differ- 
ent employment.  Recurrent  carpal  tunnel  syndrome  that  is 
activity  related  is  not  a surgical  disease  but  should  be  again 
treated  with  activity  modification.  Surgical  release  for 
work-related  carpal  tunnel  syndrome  is  less  effective  with 
a higher  recurrence  rate  if  the  patient  returns  to  his  previ- 
ous activity.  If  work  modification  can  eliminate  symp- 
toms, surgery  may  be  avoided.  However,  once  atrophy 
develops,  or  latencies  are  greater  than  6 ms,  operative 
intervention  should  be  considered. 

In  those  patients  with  either  nonwork-related  carpal 
tunnel  syndrome  or  work-related  carpal  tunnel  syndrome 
that  does  correspond  to  conservative  treatment,  consider- 
ation of  surgical  release  should  be  given.  Open  carpal 
tunnel  release  is  a successful  operation  with  relatively  low 
morbidity.  Skin  incisions  have  varied,  including  trans- 
verse, incisions  at  the  wrist  crease,  longitudinal  incisions 
in  the  palm,  and  occasionally  those  crossing  the  flexion 
crease  proximally.  Studies  on  open  carpal  tunnel  release 
all  agree  that  proper  decompression  includes  complete 
division  of  the  transverse  carpal  ligament,  including  the 
distal  antebrachial  fascia.  Even  if  the  ligament  is  divided 
in  the  palm,  fascial  bands  in  the  distal  forearm  which  can 
be  palpated  directly  or  indirectly  can  cause  compression 
on  the  nerve,  and  should  also  be  released  at  the  time  of 
surgery.  In  an  open  procedure,  division  of  the  ligament 
should  be  performed  under  direct  visualization  to  avoid 
injury  to  the  nerve.  Some  surgeons  advocate  routine 
decompression  of  Guyon’s  canal.  However,  since  ulnar 
nerve  compression  at  the  wrist  is  extremely  rare,  and  if  the 
diagnosis  of  carpal  tunnel  compression  is  certain,  routine 
release  of  Guyon’s  canal  is  not  necessary.6  Furthermore, 
some  surgeons  advocate  routine  epineurotomy  in  all  cases 
of  carpal  tunnel  syndrome;  Mackinnon  however,  has 
shown  in  a prospective  randomized  trial  that  epineurotomy 
for  primary  carpal  tunnel  syndrome  is  not  necessary  and 
may  lead  to  increased  postoperative  complications.22 


Open  carpal  tunnel  release  is  still  the  gold  standard  for 
treatment  of  recalcitrant  CTS  that  has  failed  conservative 
measures.  Success  rates  of  70%  to  90%  are  consistently 
obtained  through  open  releases  in  appropriately  chosen 
patients.23  The  most  recent  report  on  results  of  open  carpal 
tunnel  releases  by  Osterman  in  1988,  found  84%  returned 
to  work,  93%  patient  satisfaction,  and  98%  relief  of 
nocturnal  symptoms. 24 

The  technique  of  endoscopic  carpal  tunnel  release, 
described  since  1989  has  many  advocates.1"5  The  first 
system  in  common  use,  developed  by  Dr.  John  Agee,  is 
termed  the  “Inside  Job”  (Fig.  1).  This  allows  division  of 
the  transverse  carpal  ligament  under  direct  visualization 
through  a single  transverse  incision  at  the  wrist  crease. 
The  incision  lies  between  the  glabrous  and  nonglabrous 
skin  at  the  base  of  the  palm,  and  once  healed  is  virtually 
invisible  as  it  blends  into  the  normal  wrist  crease.  The 
antebrachial  fascia  is  identified  and  incised  to  allow  en- 
trance to  the  carpal  tunnel,  proximal  to  the  transverse 
carpal  ligament.  The  synovium  is  elevated  off  the  under- 
side of  the  gritty-feeling  ligament  and  the  canal  is  then 
sequentially  dilated.  The  one-piece  system  is  then  intro- 
duced into  the  canal  and  the  ligament  is  visualized  and  cut 
under  direct  visualization.  To  avoid  potential  injury  to  the 
nerve,  the  cannula  should  be  directed  along  the  ring  finger 
axis.25  The  antebrachial  fascia  is  then  identified  and  in- 
cised in  an  open  fashion  in  the  proximal  aspect  of  the 
incision. 

The  instrument  was  redesigned  in  1 992  so  that  the  blade 
is  elevated  under  direct  visualization,  whereas  initially  it 
elevated  6 mm  distal  to  the  area  visualized.  Early  compli- 
cations were  usually  associated  with  surgeon  unfamiliar- 
ity with  the  instrumentation,  and  elevating  the  blade 
where  it  could  not  be  seen.  The  modification  of  the 
instrument  allows  direct  visualization  of  the  ligament 
during  its  division,  reducing  the  number  of  complications. 

Also  in  1989,  Dr.  James  Chow,  an  arthroscopist,  re- 
ported a second  method  of  endoscopic  release  using  the 
so-called  “two-portal  method”  (Fig.  2). 2 An  incision  is 
made  in  the  distal  forearm  based  on  the  position  of  the 
pisiform.  The  cannula  is  passed  through  the  carpal  tunnel, 
the  hamate  is  palpated  on  its  ulnar  border,  and  the  probe 
exits  distal  to  the  transverse  carpal  ligament.  The  scope  is 
then  introduced  and  the  carpal  tunnel  is  incised  by  moving 
the  scope  from  the  proximal  to  the  distal  aspects  of  the 
cannula  to  allow  direct  incision  of  the  ligament. 

Rotman  has  found  that  since  the  probe  is  blindly  passed, 
it  can  exit  through  the  transverse  fibers  of  the  ligament 
leaving  intact  fibers  distal  to  the  incision.26  This  may  be 
rectified  by  enlarging  the  incision  in  the  palm  so  that  the 
palmar  arch  can  be  identified,  thus  assuring  that  all  distal 
fibers  of  the  ligament  have  been  completely  incised. 
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Advocates  of  endoscopic  carpal  tunnel  release  suggest 
that  this  technique  has  less  morbidity  than  the  traditional 
open  procedure.15  With  the  smaller  incisions,  or  an  inci- 
sion outside  the  palm,  a painful,  occasionally  dysesthetic 
scar  can  be  avoided.  Furthermore,  small  cutaneous  palmar 
nerve  branches  are  thus  not  transected  during  the  approach 
to  the  transverse  carpal  ligament.  Second,  pillar  pain,  or 
more  specifically  pain  in  the  hypothenar  area,  also  seems 
to  be  reduced  by  the  endoscopic  technique.  This  may  be 
because  the  palmar  aponeurosis  is  not  violated  during  this 
approach,  thus  decreasing  the  damage  to  the  origin  of  the 
hypothenar  intrinsics.  Similarly,  the  origin  of  the  thenar 
intrinsics  includes  part  of  the  transverse  carpal  ligament. 
The  open  palmar  approach  can  divide  part  of  the  origin, 
leading  to  thenar  weakness  postoperatively  which  may  be 
reduced  by  the  endoscopic  route.  Finally,  because  of  the 
decreased  operative  morbidity,  patients  may  return  to 
work  sooner. 

Critics  of  the  procedure  express  concern  over  whether 
the  entire  ligament  is  actually  released  and  whether  the 
long-term  results  will  be  as  good  as  those  of  the  traditional 
open  approach.  Second,  there  is  concern  over  possible 
laceration  to  the  palmar  arch  or  digital  nerves  where  they 


pass  at  the  distal  aspect  of  the  tunnel.  Third,  those  who 
believe  that  routine  release  of  Guyon’s  canal  or  an 
epineurotomy  are  needed  criticize  the  endoscopic  route, 
for  these  cannot  be  performed,  and  additionally  the  me- 
dian nerve  should  never  be  visualized  by  the  endoscope. 
However,  in  patients  with  idiopathic  carpal  tunnel  com- 
pression, visualization  of  the  nerve,  epineurotomy,  and 
exploration  of  Guyon’s  canal  is  not  required. 

Contraindications  to  endoscopic  carpal  tunnel  release 
include  the  presence  of  an  inflammatory  arthritis,  recur- 
rent compression,  the  presence  of  any  masses  or  deposits 
(such  as  amyloid)  in  the  carpal  tunnel  that  require  exci- 
sion, or  median  nerve  compression  in  children  or  adoles- 
cents. 

Clinical  Results 

Chow  Technique. — Fischer  presented  a multicenter  pro- 
spective review  of  641  endoscopic  carpal  tunnel  releases 
using  the  two-portal  technique.3  These  studies  found  that 
patients  not  on  workers’  compensation  were  able  to  return 
to  work  at  an  average  of  23  days;  for  those  receiving 
workers’  compensation,  60  days,  with  a range  of  0-183  in 
the  first  group  and  0-368  in  the  latter  group.  They  also 
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found  that  the  patients  in  the  endoscopic  group  required  a 
very  small  amount  of  analgesics,  averaging  3.84  pills  in 
the  first  48  hours  after  surgery.  Complications  were  rare 
but  included  one  laceration  of  the  FDS  tendon,  one  of  the 
superficial  palmar  arch,  three  ulnar  neurapraxias,  four 
median  neurapraxias,  four  common  digital  nerve 
neurapraxias,  11  recurrences,  and  three  cases  of  reflex 
sympathetic  dystrophy.  Two  and  one-half  percent  of  the 
cases  required  conversion  to  an  open  technique  at  the  time 
of  the  procedure  because  of  inadequate  visualization. 

Seiler  and  Gelberman  reported  the  results  of  a prospec- 
tive randomized  double-blind  trial  on  open  vs  endoscopic 
carpal  tunnel  release,  also  using  the  two-portal  technique.5 
All  patients  had  electrophysiologically  confirmed  carpal 
tunnel  syndrome  and  were  prospectively  randomized. 
Postoperatively  they  found  that  patients  undergoing 
endoscopic  release  returned  to  work  in  half  the  time  of 
those  undergoing  open  release,  14  vs  28  days.  There  was 
less  scar  tenderness,  and  the  ability  to  perform  activities  of 
daily  living  was  statistically  significant.  There  was  no 
difference  in  clinical  outcome  measured  by  interstitial 
pressures  or  two-point  discrimination  in  either  group.  The 


open-release  group  did  have  decreased  operating  room 
time,  and  there  were  increased  costs  associated  with  the 
endoscopic  technique.  The  only  complications  noted  were 
one  case  each  of  ulnar  nerve  paresthesia,  median  nerve 
laceration,  and  wound  hematoma.  There  was  no  statisti- 
cally significant  difference  in  interstitial  pressures,  results 
of  postoperative  EMG/nerve  conduction  studies,  subjec- 
tive relief  of  symptoms,  or  sensibility  testing. 

Palmer  et  al  recently  reported  a prospective  nonran- 
domized  study  on  endoscopic  vs  open  carpal  tunnel 
releases  utilizing  the  two-portal  technique.4  They  reviewed 
111  patients,  7 1 treated  endoscopically  and  40  by  the  open 
technique.  All  patients  had  EMG-documented  carpal  tun- 
nel syndrome  and  had  failed  at  least  a two-month  course 
of  conservative  treatment.  Postoperatively  they  found  an 
equal  improvement  of  nocturnal  symptoms  and 
paresthesias,  though  not  surprisingly  the  paresthesias  per- 
sisted for  a longer  period  of  time  in  those  patients  who 
were  receiving  workers’  compensation.  Grip  strength 
postoperatively  was  significantly  improved  in  the 
endoscopy  group  compared  to  the  open  group  within  four 
weeks  to  six  months.  Also,  a subjective  and  objective 
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rating  of  palmar  tenderness  was  less  in  the  endoscopy 
group  up  to  six  weeks  after  surgery.  Finally,  the  return  to 
work  was  shorter  in  both  the  workers’  compensation  and 
nonworkers’  compensation  groups,  as  in  previous  studies. 
In  the  noncompensated  group,  return  to  work  was  27  days 
vs  40  days,  and  in  the  compensation  group,  36  days  and 
54  days  respectively  in  the  endoscopic  and  open  tech- 
niques. Furthermore,  at  each  stage  except  the  workers’ 
compensation  group  at  two  weeks,  those  patients  with 
endoscopic  release  returned  to  work  sooner. 

Chow  reported  on  the  incidence  of  complications  and 
found  that  the  rate  of  complications  is  directly  propor- 
tional to  the  experience  of  the  surgeon,  and  specifically  his 
or  her  thorough  understanding  of  how  to  use  the  instru- 
mentation and  having  practiced  on  cadavers  before  actu- 
ally working  with  patients.27 

Agee  Procedure. — Between  November  1988  and  No- 
vember 1989,  a 10-center  prospective  randomized  study 
was  undertaken  comparing  the  Agee  technique  with  the 
traditional  open  technique.1  Patients  were  reevaluated  at 
one,  two,  three,  six,  13,  and  26  weeks  postoperatively,  by 
testing  grip  and  pinch  strengths,  and  asking  about  tender- 
ness, pain,  tingling,  numbness,  and  return  to  work.  There 
were  1 22  patients;  97  unilateral,  and  25  bilateral,  therefore 
147  procedures:  82  endoscopic  and  65  open.  All  patients 
had  positive  nerve  conduction  studies  but  normal  EMGs. 
Patients  with  unilateral  carpal  tunnel  syndrome  were 
randomized  into  both  groups,  and  those  with  bilateral 
carpal  tunnel  syndrome  were  operated  on  using  an  open 
technique  on  one  side  and  endoscopic  on  the  other.  Be- 
cause early  in  the  study  patients  who  were  first  treated  by 
the  endoscopic  technique  refused  the  open  technique  on 
the  other  side,  the  open  technique  was  done  first.  Using 
Jamar  dynamometry,  grip  strength  was  significantly  im- 
proved ( P < 0.001)  at  two  and  three  weeks  postopera- 
tively. Similarly,  pinch  strengths  were  also  significantly 
different,  but  the  difference  diminished  by  six  weeks. 
Until  nine  weeks  postoperatively,  there  was  a subjective 
diminution  of  scar  tenderness  as  well  as  radial  and  ulnar- 
type  pillar  pain.  Concerning  the  patients’  subjective  as- 
sessment, both  groups  had  a statistically  significant  equiva- 
lent improvement  of  symptoms  at  all  levels.  This  included 
their  assessment  of  pain,  tingling,  weakness,  night  symp- 
toms, and  dexterity.  Whereas  it  took  only  25  days  for  50% 
of  the  patients  in  the  endoscopic  group  to  return  to  work, 
it  took  46.5  days  for  the  open  release  cohort,  an  87% 
increase.  In  the  workers’  compensation  group,  the  patients 
in  the  endoscopic  group  returned  to  work  at  an  average  of 
16.5  days  compared  to  29  days  for  the  open  technique.  No 
injuries  to  the  neurovascular  structures  were  reported  in 
the  endoscopic  group  whereas  in  the  open  group  there  was 
one  injury  (1.5%)  to  the  deep  branch  of  the  motor  nerve. 
Whereas  there  were  no  recurrences  in  the  open  group, 


there  was  a 2.4%  incidence  of  recurrences  in  the  endoscopic 
group.  Finally,  there  were  two  instances  of  wound  dehis- 
cence in  the  open  group  and  none  in  the  endoscopic  group. 

Mason  and  Peimer28  reviewed  the  results  of  97  patients 
utilizing  the  “Inside  Job”  endoscopic  instrument.  They 
found  equivalent  relief  of  their  preoperative  symptoms, 
diminished  pillar  pain,  and  improved  grip  strength.  Pa- 
tients without  workers’  compensation  returned  to  work 
24%  faster  than  a cohort  group  of  open  carpal  tunnel 
releases,  and  workers’  compensation  patients  returned  in 
60%  less  time,  98  vs  25 1 days  compared  to  the  open  carpal 
tunnel  release  group.  Nine  patients  failed  to  improve  with 
the  procedure.  There  were  no  instances  of  nerve  or  vessel 
laceration  though  there  were  four  cases  of  minor  wound 
infections. 

In  September  1992  the  American  Academy  of  Orthope- 
dic Surgeons  published  their  recommendations  on 
endoscopic  carpal  tunnel  release.29  At  that  time,  they  felt 
that  there  was  insufficient  objective  clinical  information 
for  them  to  make  clear  recommendations  in  support  of 
endoscopic  carpal  tunnel  release.  There  were  concerns 
about  the  potential  risks  associated  with  the  procedure 
which  should  be  weighed  against  the  excellent  results 
from  a simple,  small  open  procedure.  Concerns  were 
expressed  because  of  anatomic  variations  that  are  present 
in  the  median  nerve  proper,  the  motor  branch,  and  the 
communicating  branches  between  the  ulnar  and  median 
nerves.  Furthermore,  cadaveric  studies  have  shown  the 
margin  of  safety  to  be  small  with  the  blade  of  the  endoscopic 
instruments  being  as  close  to  0.5  mm  to  the  digital  nerve, 
superficial  palmar  arch,  and  flexor  tendons.  Because  of 
the  proximity  of  these  vital  structures,  there  is  also  con- 
cern that  the  release  of  the  transverse  carpal  ligament  by 
the  endoscopic  technique  may  be  incomplete.  To  avoid 
damage  to  these  structures  (both  in  cadaveric  studies  and 
in  clinical  practice),  incomplete  releases  of  the  ligament 
can  occur  in  50%  of  cases.  Furthermore,  as  other  publica- 
tions have  stated,  there  is  a significant  learning  curve,  but 
even  with  experience,  digital  nerve  laceration  can  occur; 
in  one  surgeon’s  experience,  a laceration  occurred  in  the 
59th  of  61  cases.30 

The  Academy  was  concerned  that  it  may  be  too  early  to 
conclude  that  the  side  effects  encountered  in  open  release, 
such  as  reflex  sympathetic  dystrophy  and  pillar  pain  or  the 
reported  advantage  in  endoscopic  carpal  tunnel  release  of 
early  return  to  work  and  maintenance  of  strength,  may  be 
too  preliminary  to  favor  the  endoscopic  approach. 

The  conclusion  of  the  study  was  that  “there  are  signifi- 
cant risks  with  endoscopic  carpal  tunnel  release  which 
occur  much  less  often  with  open  procedures,”  and  that 
reported  cost  savings  in  the  workers’  compensation  popu- 
lation by  earlier  return  to  work  may  be  offset  by  the 
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increased  costs  of  the  equipment,  and  therefore  cost  ben- 
efit should  not  be  considered  a benefit  of  the  procedure. 
Finally,  the  techniques  are  still  evolving,  and  more  and 
larger  series  are  needed  to  determine  the  risks  and  ben- 
efits. 

The  long-term  results  of  endoscopic  carpal  tunnel  re- 
lease are  still  unknown  and  will  need  to  be  weighed 
against  the  lower-risk  open  carpal  tunnel  release.  Until 
confirmation  of  better  results  compared  with  open  release 
is  clear,  its  use  should  be  carefully  monitored. 

Over  the  last  five  years,  endoscopy  has  blossomed  in  all 
aspects  of  surgery.  Previously,  it  was  confined  to  the 
urologist  performing  cystoscopy  or  the  orthopedist  per- 
forming knee  arthroscopy.  However,  in  1994  almost  any 
area  of  the  body  can  be  endoscoped,  and  good  prospective 
randomized  trials  are  needed  to  compare  all  the  new 
endoscopic  procedures  with  traditional  open  methods. 
More  prospective  studies  are  underway  to  investigate  the 
long-term  effects  of  endoscopic  carpal  tunnel  release.  The 
technique  is  promising  as  a minimally  invasive  procedure 
for  treatment  of  a common  problem.  However,  the  learn- 
ing curve  is  relatively  long.  The  operating  surgeon  should 
have  a thorough  knowledge  of  the  instrumentation,  have 
attended  a certified  course,  and  should  practice  first  on 
cadavers  and  then  with  a surgeon  experienced  in  the 
technique.  In  well-chosen  patients,  with  proper  indica- 
tions, it  offers  a viable  alternative  in  treating  carpal  tunnel 
syndrome. 

REFERENCES 

1 . Agee  JM,  Tortosa  R,  Barry  D,  et  al:  Endoscopic  release  of  the  carpal 
tunnel:  A randomized,  prospective,  multicenter  study.  Presented  at 
the  American  Society  for  Surgery  of  the  Hand,  45th  Annual 
Meeting,  Toronto,  Canada,  1990. 

2.  Chow  JCY:  Endoscopic  release  of  the  carpal  ligament:  A new 
technique  for  carpal  tunnel  syndrome.  Arthroscopy  1989;  5:19-24. 

3.  Fischer  TJ,  Hastings  H III,  Nagle  DJ,  et  al:  A multicenter  prospective 
review  of  641  endoscopic  carpal  tunnel  releases  using  the  Chow 
technique.  Presented  at  the  American  Society  for  Surgery  of  the 
Hand,  47th  Annual  Meeting,  Phoenix,  Ariz,  1 992. 

4.  Palmer  DH,  Lane-Larsen  CL,  Paulson  JC,  et  al:  Comparison  of 
endoscopic  carpal  tunnel  release  with  open  release.  Presented  at  the 
American  Academy  of  Orthopedic  Surgeons,  60th  Annual  Meeting, 
San  Francisco,  Calif,  1993. 

5.  Seiler  JG  III,  Gelberman  RH,  Weiland  AJ,  et  al:  Operative 
management  of  carpal  tunnel  syndrome:  A comparative  study  of 
open  and  endoscopic  methods  of  transverse  carpal  ligament  release. 
Presented  at  the  American  Society  for  Surgery  of  the  Hand,  47th 
Annual  Meeting,  Phoenix,  Ariz,  1992. 

6.  Gelberman  RH:  Operative  Nerve  Repair  and  Reconstruction,  II. 
Philadelphia,  J.B.  Lippincott,  1991. 

7.  Voitk  AJ,  Mueller  JC,  Farlinger  DE,  et  al:  Carpal  tunnel  syndrome 
in  pregnancy.  Can  Md  Assoc  J 1983;  128:277-81. 

8.  Novak  CB,  Mackinnon  SE,  Brownlee  R,  et  al:  Provocative  sensory 
testing  in  carpal  tunnel  syndrome.  J Hand  Surg  Br  1992;  17B: 
204-8. 


9.  Kuschner  SH,  Ebramzedek  E,  Johnson  D,  et  al:  Tinel’s  sign  and 
Phalen’s  test  in  carpal  tunnel  surgery.  Orthopedics  1992;  15:1297- 
1302. 

10.  Paley  D,  McMurty  RY:  Median  nerve  compression  test  in  carpal 
tunnel  syndrome  diagnosis,  reproduces  signs  and  symptoms  in 
affected  wrist.  Orthop  Rev  1985;  14:7:41-5. 

1 1 . Williams  TM,  MacKinnon  SE,  Novak  CB,  et  al:  Verification  of  the 
pressure  provocative  test  in  carpal  tunnel  syndrome.  Ann  Plast 
Surg  1992;  29:- 1 1 . 

12.  Gelberman  RH,  Szabo  RM,  Williamson  RV,  et  al:  Sensibility 
testing  in  peripheral  nerve  compression  syndromes.  J Bone  Joint 
Surg  Am  1983;  65:632-8. 

13.  Szabo  RM,  Gelberman  RH,  Dimick  MP:  Sensibility  testing  in 
patients  with  carpal  tunnel  syndrome.  J Bone  Joint  Surg  Am  1984; 
66:60-4. 

14.  White  JC,  Hansen  SR,  Johnson  RK:  A comparison  of  EMG 
procedures  in  the  carpal  tunnel  syndrome  with  clinical  EMG 
correlations.  Muscle  Nerve  1988;  11:1177-82. 

15.  Melvin  JL,  Schuchmann  JA,  Lanese  RR:  Diagnostic  specificity  of 
motor  and  sensory  nerve  conduction  variables  in  the  carpal  tunnel 
syndrome.  Arch  Phys  Med  Rehab  1973;  54:2:69-74. 

16.  Spindler  HA,  Dellon  AL:  Nerve  conduction  studies  and  sensibility 
testing  in  carpal  tunnel  syndrome.  J Hand  Surg  1982;  7:260-3. 

17.  Redmond  MD,  Rivner  MH:  False  positive  electrodiagnostic  tests  in 
carpal  tunnel  syndrome.  Muscle  Nerve  1988;  11:511-7. 

18.  Gelberman  RH,  Aronson  D,  Weisman  MH:  Carpal  tunnel  syndrome: 
Results  of  a prospective  trial  of  steroid  injection  and  splinting.  J 
Bone  Joint  Surg  Am  1980;  62:1181-4. 

19.  Goodwill  CJ:  The  carpal  tunnel  syndrome:  Long-term  follow-up 
showing  relation  of  latency  measurements  to  respond  to  treatment. 
Ann  Phys  Med  1965;  8:12-21. 

20.  Green  DP:  Diagnostic  and  therapeutic  value  of  carpal  tunnel 
injection.  J Hand  Surg  Am  1984;  9:850. 

21.  Eaton  RG,  Kaplan  SJ,  Glickel  SZ:  Predictive  factors  in  the  non- 
surgical  treatment  of  carpal  tunnel  syndrome.  J Hand  Surg  Br 
1990;  15B:106-8. 

22.  Mackinnon  SE,  McCabe  S,  Murray  JF,  et  al:  Internal  neurolysis 
fails  to  improve  the  results  of  primary  carpal  tunnel  syndrome.  J 
Hand  Surg  Am  1991;  16A:24-8. 

23.  Levine  DW,  Simmons  BP,  Koris  MJ,  et  al:  A Self-administered 
questionnaire  for  the  assessment  of  severity  of  symptoms  and 
functional  status  in  carpal  tunnel  syndrome.  J Bone  Joint  Surg  Am 
1993;  75A:  1585-90. 

24.  Osterman  M:  The  double  crush  syndrome.  Orthop  Clin  North  Am 
1988;19:150-1. 

25.  Rotman  M,  Mansky  P:  Anatomical  relationships  of  the  transverse 
carpal  ligament  to  surrounding  structures.  Presented  at  the  American 
Society  for  Surgery  of  the  Hand,  46th  Annual  Meeting,  Orlando, 
Fla,  1991. 

26.  Rotman  M:  The  anatomical  study  of  the  two  portal  method  of 
endoscopic  carpal  tunnel  release.  Poster  presented  at  the  American 
Society  for  Surgery  of  the  Hand,  47th  Annual  Meeting,  Phoenix, 
Ariz,  1992. 

27.  Chow  JCY,  Malek  MM,  Nagle  DJ:  Complications  of  endoscopic 
release  of  the  carpal  ligament  using  Chow’s  technique.  Presented 
at  the  American  Society  for  Surgery  of  the  Hand,  47th  Annual 
Meeting,  Phoenix,  Ariz,  1992. 

28.  Peimer  C,  Mason  D:  Endoscopic  carpal  tunnel  release  of  a realistic 
appraisal  (in  press). 

29.  Endoscopic  Carpal  Tunnel  Release  in  Orthopedic  Surgery.  Council 
on  Clinical  Resources,  American  Academy  of  Orthopedic  Surgeons, 
Chicago,  111,  11  September  1992. 

30.  Feinstein  MMS,  Peter  A:  Endoscopic  carpal  tunnel  release  in  a 
community-based  series.  J Hand  Surg  (Submitted). 


394 


CONNECTICUT  MEDICINE,  JULY  1994 


Acute  Psychosis  Due  to  Indomethacin 


OCTAVIO  BESSA,  JR.,  M.D. 


ABSTRACT — Acute  psychosis  is  a rare  central 
nervous  system  side  effect  of  indomethacin  or 
sulindac.  A case  directly  associated  with  its  use  is 
here  presented  with  a brief  review  of  the  literature. 

THE  central  nervous  system  (CNS)  side  effects  of  non- 
steroidal anti-inflammatory  drugs  (NSAIDS)  are  in- 
frequent and  they  may  occur  in  any  age  group,  and  may 
include  mild  cognitive  dysfunction  to  total  deperson- 
alization with  hallucination  and  paranoia.  Ocular  disease, 
convulsion  in  the  newborn,  and  peripheral  neuropathy 
have  also  been  reported.1'3 

The  case  related  here  of  acute  psychosis  developed  after 
three  days’  use  of  indomethacin  at  a daily  dose  of  200  mg. 

A 71 -year-old  female  without  previous  history  of  any 
psychiatric  problem  was  seen  on  5 January  1994  with 
acute  arthritis  of  the  first  metatarsophalangeal  joint  of  the 
right  foot.  She  had  experienced  a similar  episode  10  years 
previously  diagnosed  as  acute  gout.  A colostomy  had  been 
performed  eight  years  earlier  following  surgery  for  carci- 
noma of  the  rectum.  There  has  been  no  recurrence.  Chronic 
atrial  fibrillation  and  hypertension  have  been  controlled 
with  digitalis  and  enalapril  20  mg  day.  On  the  fourth  day 
after  beginning  treatment  with  indomethacin  she  was 
brought  into  the  office  by  a sobbing,  alarmed  husband  and 
son.  The  patient  was  unable  to  recognize  her  surroundings 
or  immediate  relatives.  She  was  distrustful  with  paranoid 
ideas  and  was  hallucinating.  Indomethacin  was  discontin- 
ued, she  was  closely  monitored  at  home  and  no  further 
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therapy  was  given.  She  was  reexamined  48  hours  later  and 
found  to  be  mentally  clear  without  any  trace  of  the  above 
symptoms.  She  could  not  remember  the  preceding  events. 

Comment. — While  gastrointestinal  and  renal  side  ef- 
fects of  NSAIDS  are  well  known,  the  CNS  effects  are 
uncommon.  The  mechanism  by  which  indomethacin  in- 
duces acute  psychosis  remains  obscure.  In  1 982  Tollefson 
and  Garvey  reported  a case  of  acute  psychosis  due  to 
indomethacin  and  suggested  that  prostaglandin  inhibition 
could  play  a role  by  interfering  with  the  postsynaptic 
catecholamine  discharge.4 

Another  more  plausible  explanation,  described  by 
Spittle,  is  the  similarity  of  the  molecular  structure  between 
indomethacin  and  sulindac  to  serotonin  (indolic)  as  the 
factor  responsible  for  acute  psychosis,  for  only  these  two 
drugs  have  been  implicated  in  its  development." 

The  most  common  CNS  side  effect  of  NSAIDs  is 
aseptic  meningitis  as  reviewed  by  Hoppman.6  At  that  time 
he  could  find  reports  of  only  four  cases  of  acute  psychosis. 
Oron,  in  1992,  published  a fifth  case  of  a 47-year-old  male 
who  developed  acute  confusional  state  after  one  dose  of  25 
mg  of  indomethacin  and  an  acute  psychosis  following  the 
second  dose.  He  attributed  the  side  effects  to  the  concomi- 
tant use  of  ciprofloxacin  and  indomethacin. 

Borgkvist  and  Carney  have  advised  caution  in  prescrib- 
ing indomethacin  to  the  elderly;8-9  however,  of  the  four 
cases  reviewed  by  Hoppman,  two  were  under  the  age  of  60 
and  Gotz  reported  a case  of  an  80-year-old  female  who 
manifested  acute  psychosis  after  the  first  dose  of 
indomethacin.  Subsequently  she  was  again  challenged 
with  the  same  dose  25  mg  three  times  daily  for  five  more 
days  without  incident,10  which  has  the  author  to  conclude 
that  the  reaction  was  unrelated  to  indomethacin. 
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Also  of  interest  is  Sato’s  description  of  a syndrome  of 
recurrent  attacks  of  vomiting,  hypertension,  and  psy- 
chotic depression  associated  with  prostaglandin  and  cate- 
cholamine discharge  totally  suppressed  by  indomethacin 1 1 
and  Lloyd’s  description  of  depression  following  the  with- 
drawal of  indomethacin.12 

It  seems  that  some  neurotransmitters  in  the  brain  are 
modulated  in  part  by  prostaglandins  (E  series)1314  and/or 
a false  neurotransmitter  (serotonin-like)  and  its  stimula- 
tion or  suppression  can  lead  to  psychosis  or  depression. 

With  the  more  frequent  use  of  NSAIDs  now  represent- 
ing 4%  of  the  total  prescription  market  in  the  United 
States,15  over-the-counter  availability,  and  recent  new 
introductions  including  parenteral  use,  we  may  expect  a 
rise  in  the  incidence  of  side  effects  of  these  drugs. 

Close  monitoring  becomes  a sine  qua  non  to  prevent 
these  sometimes  alarming  adverse  reactions. 
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Abstracts:  Research  Program 

NEWINGTON  CHILDREN’S  HOSPITAL 


FOREWORD 


The  Research  Program  at  Newington  Children’s  Hospital  is  part  of  the  Institutional  Review  Board’s  effort 
to  carry  out  the  hospital’s  research  mission,  which  is  to  advance  child  health  through  research  and  to 
encourage  and  support  basic,  clinical,  and  health  services  research  of  regional  and  national  significance. 

Nine  oral  presentations  of  pediatric  research,  either  work-in-progress  or  completed  work,  were  given  on 
15  November.  Four  posters,  including  abstracts  of  the  oral  presentations,  were  displayed  during  Research 
Week,  10-17  November.  Members  of  the  Departments  of  Pediatrics  at  Newington  Children’s  Hospital, 
Hartford  Hospital,  and  the  University  of  Connecticut  School  of  Medicine  were  invited  to  submit  abstracts. 
In  addition  to  highlighting  study  methods  and  results,  the  speakers  were  asked  to  spend  a few  minutes 
discussing  the  components  of  their  research  and,  with  the  advantage  of  hindsight,  reviewing  possible 
solutions  to  problems  they  had  encountered  in  the  research  process. 

The  research  covered  a variety  of  topics  which  consisted  of  the  following  evaluations:  the  effects  of 
orthoses  on  gait,  advances  in  pain  control,  advances  in  the  diagnosis  of  infectious  disease,  coping  strategies 
in  families  of  children  with  cerebral  palsy,  adjustment  factors  in  young  adults  with  myelomeningocele, 
effects  of  gait  analysis  on  surgical  decision-making,  use  of  preinjury  IQ  scores  to  predict  recovery  in  IQ 
after  head  trauma,  demographic  and  descriptive  data  of  a device  to  correct  limb-length  discrepancies,  and 
use  of  a new  instrument  to  validate  the  presence  of  a menstrually-related  mood  disorder  in  a patient  with 
autism. 


An  Evaluation  of  the  Posterior  Leaf-spring  Orthosis  Using  Gait  Analysis 

KATHARINE  J.  BELL,  M.S.,  SYLVIA  OUNPUU,  M.S.,  ROY  B.  DAVIS,  PH.D., 

AND  PETER  A.  DeLUCA,  M.D. 

Gait  Analysis  Laboratory,  Department  of  Orthopaedics,  Newington  Children’s  Hospital 


Orthotics  are  common  components  of  the  treatment  of 
children  with  cerebral  palsy  (CP).  An  orthosis  is  designed 
to  provide  support  and  limit  or  assist  joint  motion  in  these 
patients.  One  commonly  used  orthosis  is  the  relatively 
flexible  posterior  leaf-spring  (PLS)  orthosis.  The  primary 
function  of  the  PLS  is  to  prevent  drop  foot  in  swing  and 
thus  provide  improved  prepositioning  of  the  foot  for  initial 
contact.  Heel  contact  may  then  be  followed  by  controlled 


lowering  of  the  forefoot  to  a plantigrade  foot  (first  rocker). 
The  PLS  is  flexible  enough  to  allow  the  tibia  to  advance 
over  the  plantigrade  foot  during  mid-stance  (second  rocker) 
and  allow  plantar  flexion  in  terminal  stance  (third  rocker). 
By  design,  the  PLS  is  not  sufficiently  stiff  to  provide 
mediolateral  stability  at  the  ankle. 

The  name,  posterior  leaf-spring,  implies  that  the  brace 
will  provide  a spring-like  augmentation  of  push-off  as  the 
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“compressed”  brace  returns  to  its  undeformed  shape.  This 
hypothesis  may  be  evaluated  with  the  use  of  joint  kinetics, 
specifically,  ankle-joint  power  in  terminal  stance.  The 
purpose  of  this  study  was  to  evaluate  the  effects  of  the  PLS 
compared  with  barefoot  walking  on  ankle  kinematics  and 
kinetics  during  gait  in  children  with  CP. 

Thirty-one  children  (n=35  sides)  with  a diagnosis  of  CP 
were  evaluated  while  walking  barefoot  and  while  wearing 
a PLS.  Computer-aided  three-dimensional  gait  analysis 
was  used  for  the  collection  of  walking  data  and  calculation 
of  associated  joint  kinematics  and  joint  kinetics.  Multiple 
strides  of  data  were  collected  for  each  condition  and  a 
representative  stride  was  selected  for  analysis.  Patients 
were  asked  to  walk  at  their  typical  pace. 

The  PLS  generally  resulted  in  improved  ankle  modula- 
tion (kinematics)  when  compared  with  barefoot  walking. 
For  example,  the  data  showed  a significant  CP=0.0007) 
increase  in  peak  ankle  dorsiflexion  in  swing  in  the  PLS 
condition  compared  with  the  barefoot  condition.  This 
resulted  in  better  prepositioning  of  the  ankle  for  initial 
contact. 

The  peak  ankle-power  generation  in  terminal  stance 
was  significantly  less  (P=0.0005)  when  wearing  the  PLS 
(1.17±0.38  watts  per  kilogram  [W/kg])  compared  with 
barefoot  walking  (1.44±0.51  W/kg).  Likewise,  total  en- 
ergy generated  was  significantly  less  (P=0.0001)  when 
wearing  the  PLS  compared  with  the  barefoot  condition. 
The  total  energy  absorbed  significantly  increased 


CP=0.0004)  when  wearing  the  PLS  compared  with  the 
barefoot  condition.  Therefore,  the  deflection  of  the  PLS 
during  second  rocker  is  consuming  energy  and  not  return- 
ing it  to  augment  push-off. 

The  results  indicate  that  the  PLS  improves  the  position 
of  the  ankle  in  swing  and  allows  power-generating  capa- 
bilities of  the  ankle  in  terminal  stance  as  documented  by 
the  ankle-joint  power.  The  PLS,  however,  reduces 
power-generating  capabilities  of  the  ankle  compared  with 
barefoot  walking. 
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Analyst,  Gait  analysis  laboratory  (Ms  Bell),  Department  of 
Orthopaedics.  Kinesiologist,  Gait  analysis  laboratory  (Ms  Ounpuu), 
Department  of  Orthopaedics,  instructor,  Department  of  Orthopaedics, 
University  of  Connecticut  School  of  Medicine,  co-director,  Gait  analysis 
laboratory,  Department  of  Orthopaedics  (Dr.  Davis);  director, 
Department  of  Rehabilitation  Engineering;  associate  professor  of 
orthopaedic  surgery,  University  of  Connecticut  School  of  Medicine; 
associate  professor  of  engineering,  Department  of  Engineering,  Trinity 
College.  Co-director,  Gait  analysis  laboratory  (Dr.  DeLuca),  Newington 
Children’s  Hospital;  associate  professor  of  orthopaedic  surgery, 
University  of  Connecticut  School  of  Medicine;  assistant  professor  of 
orthopaedic  surgery,  Yale  University  School  of  Medicine. 


Alterations  in  Cerebral  Palsy  Surgical  Decision  Making 
Based  on  Three-Diemsional  Gait  Analysis 

PETER  A.  DeLUCA,  M.D.,  SYLVIA  OUNPUU,  M.S.,  SALLY  ROSE,  P.T., 
ROBERT  SIRKIN,  M.D.,  AND  ROY  B.  DAVIS,  PH.D., 

Gait  Analysis  Laboratory,  Department  of  Orthopaedics,  Newington  Children’s  Hospital 


The  purpose  of  this  study  was  to  evaluate  surgical 
recommendations  based  on  three-dimensional  (3-D)  gait 
analysis  compared  with  clinical  examination  and  video 
taping  alone. 

This  was  a prospective  study  of  1 06  patients  ( 1 92  sides) 
with  the  diagnosis  of  cerebral  palsy  (CP)  who  underwent 
gait  analysis  from  1990  to  1993  in  preparation  for  surgery. 
Types  of  cerebral  palsy  were  diplegia  (55  patients),  quad- 
riplegia  (26),  hemiplegia  (20),  and  triplegia  (5). 

Each  patient  was  reviewed  by  one  of  two  pediatric 


orthopaedic  surgeons  with  either  a kinesiologist  or  physi- 
cal therapist.  Each  reviewer  had  had  at  least  five  years 
experience  in  gait  laboratory  assessment  of  CP  patients. 
Initial  review  was  limited  to  the  physical  examination  and 
biplane  videotape.  Surgical  recommendations  were  then 
made  and  recorded.  The  kinematic,  kinetic,  and  elec- 
tromyographic data  were  then  added  to  the  review  and  the 
final  treatment  recommendations  were  recorded.  The 
changes  in  surgical  decisions  for  soft  tissue  and  bony 
procedures  were  assessed  (see  table). 
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Changes  in  surgical  decisions  were  made  for  every 
procedure  recorded  which  ranged  from  3%  of  the  time  for 
the  adductors  to  17%  of  the  time  for  the  rectus  femoris. 
The  addition  of  procedures  such  as  the  psoas  tenotomy, 
adductor  tenotomy,  and  bony  surgeries  was  rare;  reduc- 
tions in  these  procedures  were  more  frequent.  The  addi- 
tion of  the  gastrocnemius  lengthening,  hamstring  length- 
ening, and  rectus  femoris  transfer  surgery  was  more 
common.  We  feel  that  this  relatively  small  number  of 
changes  in  the  procedures  reflects  the  substantial  experi- 
ence of  the  reviewers  with  gait  analysis  data  interpretation 
and  their  recommendations  of  multiple-level,  simulta- 
neous surgeries  in  CP.  Even  with  this  experience,  how- 
ever, 3-D  gait  analysis  was  seen  to  modify  decisions  in  all 


three  planes  of  motion  and  in  all  muscles  typically  treated. 


Co-director,  Gait  analysis  laboratory  (Dr.  DeLuca),  Newington 
Children’s  Hospital;  associate  professor  of  orthopaedic  surgery, 
University  of  Connecticut;  assistant  professor  of  orthopaedic  surgery, 
Yale  University,  School  of  Medicine.  Kinesiologist,  Gait  analysis 
laboratory  (Ms  Ounpuu),  Department  of  Orthopaedics;  instructor. 
Department  of  Orthopaedics,  University  of  Connecticut  School  of 
Medicine.  Physical  therapist,  Gait  analysis  laboratory  (Ms  Rose), 
Departments  of  Orthopaedics  and  Rehabilitation  Services.  Senior 
attending,  Department  of  Orthopaedics  (Dr.  Sirkin),  Newington 
Children’s  Hospital;  associate  professor  of  orthopaedic  surgery. 
University  of  Connecticut  School  of  Medicine.  Co-director,  Gait  analysis 
laboratory.  Department  of  Orthopaedics  (Dr.  Davis);  Director, 
Department  of  Rehabilitation  Engineering;  associate  professor  of 
orthopaedic  surgery,  University  of  Connecticut  School  of  Medicine; 
associate  professor  of  engineering,  Department  of  Engineering,  Trinity 
College. 


No  Change 

Change 

Procedure 

No  Surg. 

Surg. 

Total 

More 

Less 

Total 

Gastrocnemius  lengthening 

115 

55 

170/88% 

14/7% 

8/4% 

22/11% 

Hamstring  lengthening 

65 

97 

162/84% 

9/5% 

21/11% 

30/16% 

Rectus  femoris  transfer 

73 

86 

159/83% 

21/11% 

12/6% 

33/17% 

Iliopsoas  tenotomy 

168 

15 

183/95% 

2/1% 

7/4% 

9/5% 

Adductor  tenotomy 

180 

6 

186/97% 

1/1% 

5/3% 

6/3% 

Femoral  osteotomy 

119 

49 

168/88% 

4/2% 

20/10% 

24/12% 

Tibial  osteotomy 

163 

13 

176/92% 

5/3% 

11/6% 

16/8% 

Stress,  Coping,  and  Perceptions  of  Child  Adjustment 
in  Parents  of  Preschoolers  with  Cerebral  Palsy 

CATHERINE  E.  WANAMAKER,  PH.D.  AND  DAVID  GLENWICK,  PH.D. 


This  study  explored  the  relationships  among  the  vari- 
ables of  stress,  coping,  and  perceptions  of  child  behavior 
in  parents  of  preschoolers  with  cerebral  palsy.  Parents 
who  completed  a series  of  tests*  to  measure  these  vari- 
ables were  62  mothers  and  22  fathers  of  nonretarded 
children  with  cerebral  palsy.  The  children’s  ages  ranged 
from  36  to  83  months  (SD  =14  months).  For  fathers,  high 
levels  of  depression  were  associated  with  low  levels  of 
parenting  satisfaction  and  high  levels  of  child  maladjust- 
ment. For  mothers,  social  support  reduced  distress  while 
parent  competence  both  minimized  distress  and  improved 


perceptions  of  the  child’s  adjustment.  Child  behavior  and 
parenting  competence  had  mutually  negative  effects  on 
each  other. 

*Tests  used: 

Parent  and  Child  Domains  of  the  Parenting  Stress  Index 
Beck  Depression  Inventory 

Parenting  Sense  of  Competence  Satisfaction  and  Efficacy  factors 
Social  Support  Questionnaire-6  Satisfaction  and  Number  scales, 
Eyberg  Child  Behavior  Inventory. 

Research  Assistant.  Connecticut  Department  of  Mental  Health  (Dr. 
Wanamaker)  and  the  A.  J.  Pappanikou  Center,  University  of  Connecticut. 
Director  of  Clinical  Training,  Fordham  University  (Dr.  Glenwick). 
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Identifying  Recovery  of  IQ  Following  Head  Trauma  Using  Preinjury  Scores 


GREGORY  JAVORNISKY,  PH.D. 

Clinical  Neuropsychologist,  Neuropsychology  Section,  Newington  Children’s  Hospital 


Pre-injury  IQ  scores  were  identified  for  55  children  and 
adolescents  who  later  sustained  a head  injury.  Of  these,  32 
have  had  two  neuropsychological  evaluations  which  took 
place  an  average  of  four  months  and  16  months  following 
the  injury.  This  study  correlated  neurological  characteris- 
tics of  head  injury  with  the  changes  in  IQ  scores  from  the 
preinjury  to  the  second  postinjury  evaluation.  The  num- 
ber of  days  to  recover  the  ability  to  follow  simple  com- 
mands and  the  level  of  motor  functioning  at  discharge 
from  acute  care  were  significantly  related  to  the  changes 
in  IQ  score  after  injury.  These  two  variables  were  used  to 
generate  regression  equations  to  predict  decreases  in  IQ 
score  following  head  trauma  according  to  IQ  scores  ob- 
tained after  an  average  of  1 6 months  following  injury.  The 
regression  equation  predicting  change  in  the  Full  Scale  IQ 
score  accounts  for  more  than  50%  of  the  variance  using  the 
two  variables  (R2  = .54).  This  equation  can  help  deter- 
mine loss  of  intellectual  functioning  after  head  trauma 


based  on  neurological  characteristics  of  the  trauma.  Add- 
ing the  score  from  the  regression  equation  to  the  Full  Scale 
IQ  score  from  the  Wechsler  Scales  administered  at  about 
16  months  after  injury  can  help  to  determine  the  change  in 
the  patient’s  preinjury  Full  Scale  IQ  score  without  know- 
ing the  actual  preinjury  Full  Scale  IQ  score.  The  equation 
can  help  determine  the  extent  of  recovery  from  head  injury 
and  the  expectations  for  further  recovery  of  intellectual 
functioning. 

The  regression  equation  is: 

Difference  in  Full  Scale  IQ  score  = 

-1  + -.33  x days  to  follow  commands 
+ 

-8  x level  of  motor  functioning 
Level  of  motor  functioning  has  three  values: 

0 = normal  function, 

1 = motor  weakness, 

3 = hemiparesis. 


Polymerase  Chain  Reaction  Diagnosis  of  Babesia  microti  Infection  in  Humans 


PETER  KRAUSE,  M.D.,  VIJAY  SIKAND,  M.D.,  LAURINE  BOW,  PH.D., 

DIANE  CHRISTIANSON,  R.N.,  B.S.,  MATTHEW  CARTTER,  M.D.,  JENIFER  MAGERA, 

AND  DAVID  H.  PERSING,  M.D.,  PH.D. 

Hartford  Hospital,  University  of  Connecticut  School  of  Medicine,  Connecticut  Department  of  Health, 

and  Mayo  Clinic,  Rochester,  Minnesota 


The  diagnosis  of  human  Babesia  microti  infection  can 
be  difficult,  especially  in  subacute  cases.  The  diagnosis  is 
made  by  compatible  epidemiologic  and  clinical  findings, 
the  presence  of  organisms  on  blood  smear,  a four-fold  rise 
in  antibody  titer,  and,  in  selected  cases,  the  demonstration 
of  parasitemia  following  inoculation  into  hamsters.  In 
patients  with  persistent  symptoms  weeks  to  months  after 
acute  infection,  the  parasitemia  is  decreased  and  organ- 
isms cannot  be  visualized  on  smears  of  peripheral  blood. 
Furthermore,  antibody  testing  is  not  useful  for  monitoring 
therapy,  and  hamster  inoculation,  although  sensitive,  is 
cumbersome  and  expensive. 

The  recent  development  of  B.  microti  polymerase  chain 
reaction  (PCR)  for  detection  of  B.  microti  prompted  us  to 


compare  PCR  and  hamster  inoculation  for  diagnosis  of 
B.  microti  infection  in  18  patients  with  babesiosis  one  to 
six  months  after  acute  infection.  In  14  patients  there  was 
a simultaneous  clearing  of  parasitemia  as  determined  by 
hamster  inoculation  and  PCR.  In  four  (22%)  patients  PCR 
remained  positive  while  blood  smear  and  hamster  inocu- 
lation were  negative.  PCR  remained  positive  in  one  pa- 
tient for  over  six  months  after  acute  infection.  We  con- 
clude that  B.  microti- PCR  represents  an  attractive 
alternative  to  hamster  inoculation  for  diagnosis  and  moni- 
toring of  human  B.  microti  infection.  Further  studies  will 
be  necessary  to  determine  the  clinical  significance  of 
persistent  B.  microti  specific  nucleic  acid  in  the  blood  of 
patients  with  babesiosis. 
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Personality  and  Family  Environment  Factors  as  Predictors  of  Adjustment 

in  Young  Adults  with  Spina  Bifida 

JAMES  LOOMIS,  PH.D.  AND  JAMES  MONAHAN,  PH.D. 

Department  of  Psychology,  Newington  Children’s  Hospital 


Objective/Design:  This  correlational  study  examined 
the  relationship  of  family  environment  and  personality  to 
psychosocial  adjustment  in  young  adults  with  spina  bifida. 

Participants:  Thirty-three  young  adults  with  spina 
bifida  (ages  18-45, 13  males  and  20  females)  comprised  a 
volunteer  sample  with  lesion  levels  from  thoracic  to 
sacral;  all  had  hydrocephalus.  Mean  IQ  (WAIS-R)  of  the 
sample  was  87. 

Measurements:  Subjects  were  administered  a battery 
of  self-report  instruments:  Offer  Self-Image  Question- 
naire, Interpersonal  Style  Inventory,  Family  Environment 
Scale.  Adjustment  in  young  adulthood  was  assessed  with 
the  Vineland  Adaptive  Behavior  Scales  and  by  an  inter- 
view addressing  employment,  driving,  residential  status, 
and  social  activities. 


Main  Results:  Multiple  regression  and  correlation 
analyses  indicated  that  after  controlling  for  IQ  and  lesion 
level,  personality  and  family  environment  factors  ac- 
counted for  significant  amounts  of  variance  in  the  mea- 
sures of  adjustment.  Personality  measures  were  positively 
associated  with  socialization  competence  (as  measured  by 
the  Vineland  Adaptive  Behavior  Scales).  Indices  of 
family  emphasis  on  achievement  were  positively  related 
to  employment,  daily  living  skills,  and  communication 
skills. 

Conclusions:  Personality  and  family  factors  need  to  be 
included  in  efforts  to  prepare  children  with  spina  bifida  for 
adulthood.  Adjustment  is  especially  facilitated  by  the 
family  fostering  achievement. 

Director.  Outpatient  Psychological  Services  (Dr.  Loomis).  Director. 
Department  of  Psychology  (Dr.  Monahan). 


Menstrually  Related  Mood  Disorder  in  Autistic  and  Mentally  Retarded  Adolescents: 
A Case  Study  of  Its  Empirical  Validation  and  Treatment 

BARBARA  TYLENDA,  PH.D.  AND  ROWLAND  P.  BARRETT,  PH.D. 

Department  of  Psychology,  Emma  Pendleton  Bradley  Hospital,  East  Providence,  Rhode  Island 


The  purpose  of  this  study  was  to  validate  empirically 
the  presence  of  a menstrually  related  mood  disorder  using 
a new  instrument  designed  to  monitor  affective  disorders 
in  the  developmentally  disabled  population.  The  subject 
was  a 17-year-old  autistic  female  with  moderate  mental 
retardation  being  cared  for  on  an  inpatient  developmental 
disabilities  unit  at  a children’s  psychiatric  hospital.  Over 
a continuous  85-week  period,  the  patient’s  menstrual 
cycle  was  monitored  and  her  emotional  and  behavioral 
status  evaluated  two  times  each  day,  assessing  two  eight- 
hour  periods.  The  emotional  and  behavioral  assessment 
was  conducted  by  two  raters  employing  the  Emotional 
Disorders  Rating  Scale.  Following  14  weeks  of  baseline, 
successive  treatment  with  Norinyl-1,  treatment  with 
depo-provera,  and  treatment  with  depo-provera  in  combi- 


nation with  lithium  were  carried  out.  Baseline  data  indi- 
cated that  the  patient’s  mood  was  not  only  recurrent  but 
clearly  associated  with  her  menstrual  cycle.  Successive 
treatments  indicated  that  depo-provera  plus  lithium  was 
effective  in  stabilizing  the  patient's  condition  compared 
with  previous  conditions  of  no  treatment  and  earlier  inter- 
ventions of  Norinyl-1  and  depo-provera  alone.  The  sig- 
nificance of  this  research  is  that  it  empirically  documents 
this  disorder  in  a developmentally  disabled  individual  and 
offers  an  effective  treatment  approach. 

Newington  Children's  Hospital.  Senior  staff  psychologist:  director 
of  research  (Dr.  Tylenda),  Newington  Children's  Hospital.  Department 
of  Psychology.  Director,  developmental  disabilities  service  (Dr.  Barrett); 
Director  of  Psychology.  Emma  Pendleton  Bradley  Hospital,  East 
Providence,  Rhode  Island:  associate  professor  of  psychology,  Brown 
University  Program  in  Medicine. 
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Limb-Length  Disrecpancies: 

Emerging  Use  of  *he  Ilizarov  Fixator  in  a Pediatric  Population 

BARBARA  RZEPSKI,  PH.D.,  BETH  ANNE  BULL,  M.A.,  AND  JOANNE  ASCIONE,  M.S.,  R.N. 
Departments  of  Psychology  and  Nursing,  Newington  Children’s  Hospital 


The  Ilizarov  fixator  is  similar  to  a brace  with  metal  rings 
that  go  around  a limb.  Small  wires  attached  to  the  rings  go 
through  bones  to  provide  support.  Patients  wear  the 
device  for  several  months  until  the  desired  amount  of 
lengthening,  straightening,  or  realignment  of  bone  is 
achieved.  They  are  encouraged  to  walk  and  assume  other 
normal  activities  because  weight  bearing  stimulates  os- 
teogenesis and  provides  independence. 

The  emerging  use  of  this  device  in  the  pediatric  popu- 
lation has  not  been  well  documented.  Medical  records  of 
27  patients  (29  fixator  applications)  were  reviewed  to 
gather  demographic  and  descriptive  data.  The  possible 
relationships  of  percent  of  bone  length  gained  to  time  in 


the  fixator,  and  obesity  and  parental  marital  status  to 
number  and  severity  of  complications  were  assessed. 
Almost  all  children  achieved  the  desired  bone  length  and 
correction  of  angular  and  rotational  deformities. 
Ninety-three  percent  experienced  complications,  although 
41 .4%  had  no  complications  other  than  pin-site  infection, 
which  was  rated  lowest  in  severity.  There  were  no  signifi- 
cant relationships  among  the  variables  tested. 


Coordinator,  pediatric  psychology  (Dr.  Rzepski),  Department  of 
Psychology.  Psychology  intern,  1992-93  (Ms  Bull),  Department  of 
Psychology.  Clinical  nurse  specialist,  pediatric  orthopaedics  (Ms 
Ascione),  Department  of  Nursing. 


Postoperative  Pain  Following  Outpatient  Pediatric  Urologic  Surgery: 

A Comparison  of  Anesthetic  Techniques 

THOMAS  LONDERGAN,  M.D.,  HOWARD  HOCHMAN  M.D.,  AND  NEAL  GOLDBERGER,  M.D 

Department  of  Surgery,  Division  of  Urology,  University  of  Connecticut  School  of  Medicine; 
Department  of  Pediatric  Surgery,  Newington  Children’s  Hospital; 

Department  of  Anesthesiology,  Newington  Children’s  Hospital 


Postoperative  pain  control  without  sedation  is  impor- 
tant in  outpatient  pediatric  urologic  cases.  Caudal  anesthe- 
sia and  local  nerve  blocks  have  both  been  shown  to  be 
effective  in  achieving  this  goal. 

We  performed  a randomized  prospective  study  de- 
signed to  evaluate  and  compare  the  effectiveness  of  caudal 
and  local  nerve  blocks  in  preventing  postoperative  pain 
(long-term  and  short-term)  in  patients  undergoing  pediat- 
ric urologic  procedures  at  Newington  Children’s  Hospi- 
tal. Seventy-seven  patients  between  the  ages  of  1 1 months 
and  1 1 years  who  were  scheduled  to  undergo  circumci- 
sion, minor  hypospadias  repair,  hernia  repair,  hydrocele 
repair,  or  orchidopexy  were  enrolled  in  the  study.  Patients 
were  randomly  assigned  to  one  of  three  groups:  general 
anesthesia  alone  (control  group),  general  anesthesia  and 


local  nerve  block,  or  general  anesthesia  and  caudal  block. 
All  patients  were  then  evaluated  in  the  recovery  room  and 
day-surgery  unit  for  pain  and  discomfort  using  a standard 
scoring  system.  Intravenous  morphine  was  given  accord- 
ing to  the  pain  score.  Data  collected  included  the  number 
of  times  the  patient  received  morphine  and  the  total  dosage 
(mg/kg)  given  in  the  immediate  postoperative  period. 
Also  we  used  questionnaires  to  measure  pain  and  discom- 
fort at  24  hours  and  one  week  after  surgery. 

Statistical  analysis  using  a paired  f-test  showed  a sig- 
nificant decrease  in  the  frequency  and  dosage  of  medica- 
tion given  in  the  immediate  postoperative  period  in  the 
caudal  group  and  the  local  nerve-block  group  compared 
with  the  controls  ( P = 0.001  and  0.01 1,  respectively).  At 
24  hours  postoperatively,  the  caudal  group  had  signifi- 
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cantly  lower  pain  scores  than  the  control  group  (P  = 0.007) 
and  the  local  nerve  block  group  (P  = 0.024).  At  one  week, 
the  only  difference  was  a lower  pain  score  in  the  caudal 
group  compared  with  the  control  group  (P  = 0.041). 

This  study  demonstrates  that  for  outpatient  pediatric 
urologic  procedures  both  caudal  and  local  nerve  block 
significantly  reduce  both  the  frequency  and  total  dosage  of 
pain  medication  in  the  immediate  postoperative  period 


and  it  indicates  that  caudal  block  may  decrease  pain  for  up 
to  one  week  following  surgery. 


Chief  resident  in  urology,  Department  of  Surgery,  (Dr.  Londergan), 
University  of  Connecticut  School  of  Medicine.  Chief  of  pediatric 
urology,  Newington  Children’s  Hospital  (Dr.  Hochman)  and  assistant 
clinical  professor  of  urology;  University  of  Connecticut  School  of 
Medicine.  Attending  anesthesiologist  (Dr.  Goldberger),  Newington 
Children’s  Hospital  and  Hartford  Hospital  anesthesiologist. 


An  Evaluation  of  Orthoses  on  Gait  in  Children  with  Low-level  Myelomeningocele 

SYLVIA  OUNPUU,  M.S.,  ROY  B.  DAVIS,  PH.D.,  KATHARINE  BELL,  M.S., 

JOHN  V.  BANTA,  M.D.,  AND  PETER  A.  DeLUCA,  M.D. 

Gait  Analysis  Laboratory,  Department  of  Orthopaedics,  Newington  Children’s  Hospital 


The  purpose  of  this  study  was  to  evaluate  the  effects  of 
orthoses  on  gait  in  children  with  low-level  (L5-S2) 
myelomeningocele  (ML)  using  three-dimensional  gait 
analysis.  Eighteen  children  with  ML  were  evaluated  when 
walking  barefoot  (BF)  and  with  their  prescribed  ankle- 
foot  orthoses  (AFO,  n=22  sides)  and/or  knee- ankle-foot 
orthoses  (KAFO,  n=  12  sides).  Multiple  strides  with  force- 
plate  data  (when  possible)  were  collected  and  analyzed  in 
both  the  barefoot  and  brace  conditions.  Joint  kinematics 
and  kinetics  of  the  ankle,  knee,  hip,  and  pelvis  (kinematics 
only)  were  evaluated  in  all  three  planes  of  motion. 

Specific  gait  patterns  during  barefoot  walking  in- 
cluded crouched  gait,  excessive  ankle  dorsiflexion  and 
anterior  pelvic  tilt,  pelvic  hike  in  swing,  and  excessive 
pelvic  range  of  motion  in  all  three  planes.  External  foot 
progression  and  progressive  internal  rotation  of  the  hip  in 
stance  and  external  rotation  in  swing  were  also  noted. 
Statistically  significant  improvements  in  step  (40  cm  = 
BF  and  49  cm  = KAFO,  P<.0005)  and  stride  length  and 
velocity  (74  cm/s  = BF  and  97  cm/s  = KAFO,  P<.0169) 
were  noted  in  the  brace  versus  barefoot  conditions.  Statis- 
tically significant  improvements  were  found  in  the  sagittal 
plane  kinematics  and  kinetics  at  the  ankle  with  decreased 
dorsiflexion  (23°  = BF  and  13°  = AFO,  PcO.001),  and 
improved  plantar  flexor  movements  in  stance  (0.66  New- 
ton-meter per  kilogram  [N-m/kg]  = BF  and  0.87  N-m/kg 
= AFO,  P<0.0049)  when  wearing  the  orthoses.  The  in- 
creased ankle  plantar  flexor  movement  when  wearing  the 
orthoses  is  a result  of  the  ability  to  weight  bear  on  the  distal 
aspect  of  the  foot  as  documented  by  the  center  of  pressure. 

Joint  kinetics  in  the  coronal  plane  at  the  knee  were  also 
evaluated  to  understand  better  the  stresses  placed  on  the 


knee  during  barefoot  walking.  The  coronal  plane  move- 
ments at  the  knee  indicated  that  four  of  the  20  patients 
exhibited  an  excessive  adductor  muscle  movement  or 
“valgus  thrust”  during  stance.  This  was  not  consistent 
with  the  apparent  “visual”  valgus  thrust  noted  during  gait 
by  observation  at  the  knee  during  loading  response  in  the 
majority  of  patients  tested.  Further  examination  of  the 
complex  simultaneous  rotations  of  the  pelvis,  hip,  knee, 
and  ankle  during  gait  demonstrated  how  the  apparent 
valgus  thrust  (observed  in  visual  observation  of  gait)  was 
an  incorrect  interpretation  in  certain  circumstances. 

It  was  concluded  that  gait  analysis  is  an  excellent  tool 
for  the  evaluation  and  treatment  of  gait  abnormalities  in 
children  with  ML.  Gait  analysis  can  also  provide  addi- 
tional information  regarding  bracing  requirements  includ- 
ing answers  to  questions  about  the  need  for  medial  support 
at  the  knee.  In  the  future,  we  hope  to  determine  if  patients 
with  a real  valgus  thrust  at  the  knee  obtain  support  on  the 
medial  aspect  of  the  knee  when  wearing  a KAFO.  In  these 
cases  gait  analysis  would  require  direct  instrumentation  of 
the  KAFO. 


Kinesiologist,  Gait  analysis  laboratory  (Ms  Ounpuu),  Department  of 
Orthopaedics;  instructor,  Department  of  Orthopaedics,  University  of 
Connecticut  School  of  Medicine;  co-director.  Gait  analysis  laboratory, 
Department  of  Orthopaedics  (Dr.  Davis);  director.  Department  of 
Rehabilitation  Engineering;  associate  professor  of  orthopaedic  surgery. 
University  of  Connecticut  School  of  Medicine;  associate  professor  of 
engineering,  Department  of  Engineering,  Trinity  College.  Analyst,  Gait 
analysis  laboratory  (Ms  Bell),  Department  of  Orthopaedics.  Director, 
Department  of  Orthopaedics  (Dr.  Banta),  Newington  Children’s  Hospital, 
professor  of  orthopaedic  surgery.  University  of  Connecticut  School  of 
Medicine.  Co-director,  Gait  analysis  laboratory  (Dr.  DeLuca),  Newington 
Children’s  Hospital;  associate  professor  of  orthopaedic  surgery, 
University  of  Connecticut.School  of  Medicine,  assistant  professor  of 
orthopaedic  surgery,  Yale  University  School  of  Medicine. 
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An  Interdisciplinary  Approach  to  Pediatric  Pain  Management 


JENNIFER  L.  NICHOLS,  B.S.N.  AND  SALLY  NELSON  STRANGE,  B.S.N. 


Research  shows  that  pain  assessment  and  management 
in  the  pediatric  population  continue  to  be  problematic 
because  of  the  complex,  multifaceted  nature  of  the  pain 
experience  in  children.  Also  inherent  in  this  problem  is 
that  few  studies  have  addressed  definitive  plans  to  remedy 
the  factors  that  have  chronically  led  to  undermedication. 
This  quality  assurance  study  investigated  the  factors  that 
affect  nurses’  pain  management  decisions  in  the  pediatric 
intensive  care  unit  (PICU).  The  findings  of  the  study 
inspired  the  challenge  of  improving  pediatric  pain  man- 
agement, and  this  was  implemented  into  practice  by  edu- 
cating staff  and  developing  an  interdisciplinary  pediatric 
pain  team. 

A model  by  Ferrell,  Eberts,  McCaffery,  and  Grant  and 
Bandura’s  self-efficacy  model  served  as  the  theoretical 
framework  for  the  study.12  It  is  proposed  that  an  educa- 
tional program  in  the  workplace  may  effectively  enhance 
knowledge  development  in  the  area  of  pediatric  pain 
management  and  foster  change  in  decision-making  prac- 
tices. An  in-service  education  program  was  developed  to 
prepare  both  novice  and  experienced  nurses  about  the 
effect  of  painful  experiences  on  a pediatric  patient’s 
recovery  from  critical  illness.  In  particular,  this  in-service 
program  explored  how  objective  decision-making  strate- 
gies can  assist  nurses  in  making  appropriate  pain  manage- 
ment decisions  that  will  alleviate  undermedication  and  the 
untoward  effects  of  unrelieved  pain. 

A self-selected  convenience  sample  of  registered  nurses 
(n  = 11)  working  in  a pediatric  intensive  care  unit  in  a 
large  urban  hospital  in  the  Northeast  completed  the  Pedi- 
atric and  Neonatal  ICU  Nurse’ s Pain  Relief  Questionnaire 
before  and  after  the  educational  program.3  Answers 
regarding  demographic  data,  pediatric  pain  management 
beliefs,  assessment  and  documentation  practices,  and 


decision-making  regarding  medication  administration  were 
compared.  A baseline  chart  review  assessed  current  prac- 
tice, and  a postprogram  review  was  done  to  observe  for 
practice  changes. 

The  results  of  this  study  supported  the  findings  of 
similar  studies  regarding  the  factors  that  nurses  use  in  pain 
assessment,  their  beliefs  about  assessment  and  manage- 
ment, and  their  medication  choices.  Most  important,  the 
findings  suggest  the  need  for  better  pain  control  and  that 
education  can  foster  changes  in  attitudes  and  practice  in 
the  area  of  pain  assessment  and  management  in  children. 

In  addition,  the  need  for  better  pain  control  was  estab- 
lished from  the  findings.  An  interdisciplinary  approach 
was  implemented  to  assist  in  accomplishing  this.  By 
creating  a diverse  knowledge  base,  providing  the  educa- 
tion, and  preparing  standards  of  care,  the  team  approach 
enables  pediatric  nurses  to  make  more  objective  and 
accurate  decisions  in  the  treatment  of  pediatric  pain. 

Ongoing  chart  audit  reviews  determine  the  effective- 
ness of  this  approach.  With  increased  staff  awareness  to 
the  problems  in  pediatric  pain  assessment  and  manage- 
ment comes  better  pain  control  and  ultimately  patient 
satisfaction. 
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EPITOMES  OF  PROGRESS 


Important  Advances  in  Clinical  Medicine 

Occupational  Medicine 


The  Council  on  Scientific  Affairs  of  the  California  Medical  Association  presents  the  following  inventory  of  items  of 
progress  in  occupational  medicine.  Each  item,  in  the  judgment  of  a panel  of  knowledgeable  physicians,  has  recently 
become  reasonably  firmly  established,  both  as  to  scientific  fact  and  important  clinical  significance.  The  items  are 
presented  in  simple  epitome,  and  an  authoritative  reference,  both  to  the  item  itself  and  to  the  subject  as  a whole,  is 
generally  given  for  those  who  may  be  unfamiliar  with  a particular  item.  The  purpose  is  to  assist  busy  practitioners, 
students,  researchers,  and  scholars  to  stay  abreast  of  these  items  of  progress  in  occupational  medicine  that  have 
recently  achieved  a substantial  degree  of  authoritative  acceptance,  whether  in  their  own  field  of  special  interest  or 
another. 

The  items  of  progress  listed  below  were  selected  by  the  Advisory  Panel  to  the  Section  on  Occupational  Medicine  of 
the  California  Medical  Association,  and  the  summaries  were  prepared  under  its  direction. 


Environmental  Tobacco  Smoke  Hazards  and 
Benefits  of  Work-Site  Nonsmoking  Programs 

CONSIDERABLE  evidence  exists  that  exposure  to 
environmental  tobacco  smoke  (ETS)  is  harmful  to  the 
health  of  nonsmokers.  The  United  States  Environmental 
Protection  Agency  (EPA)  recently  classified  ETS  as  a 
class  A carcinogen,  meaning  that  it  has  been  shown  to 
cause  cancer  in  humans. 

Environmental  tobacco  smoke  consists  primarily  of 
cigarette  smoke  that  is  generated  while  a cigarette  is 
smoldering,  plus  a smaller  amount  of  mainstream  smoke 
that  smokers  exhale.  From  a burning  cigarette,  75%  or 
more  of  the  combustion  products  enter  the  air.  The  con- 
stituents of  ETS  are  qualitatively  similar  to  those  of 
mainstream  smoke,  but  many  constituents — particularly 
ammonia,  formaldehyde,  and  nitrosamines — are  present 
in  much  higher  relative  concentrations  in  ETS  than  in 
mainstream  smoke. 

On  average,  nonsmokers  with  exposure  to  ETS  absorb 
a dose  of  nicotine  equivalent  to  actively  smoking  a sixth 
to  a third  of  a cigarette  per  day.  Although  this  may  seem 
like  a small  amount,  such  an  exposure  can  be  substantial 
over  time.  For  example,  it  is  estimated  that  a nonsmoking 
flight  attendant  who  works  international  flights  where 

Reprinted  with  permission  from  The  Western  Journal  of  Medicine, 
June  1994. 


smoking  is  allowed  absorbs  the  equivalent  of  1,000  to 
2,000  cigarettes  over  the  course  of  a career.  Some  people, 
particularly  small  children  in  poorly  ventilated  homes  and 
workers  in  bars  or  restaurants,  may  have  higher  than 
average  levels  of  exposure.  Exposures  to  ETS  at  home  and 
at  work  appear  to  be  additive. 

The  means  of  reducing  smoking’ s adverse  occupational 
effects  are  increasingly  well  established.  When  work-sites 
are  smoke-free,  workers  have  lower  levels  of  heavy  or 
continuing  smoking  and  higher  levels  of  smoking  cessa- 
tion. Many  (37%)  large  California  corporations  subsidize 
smoking  cessation  services  (beyond  health  insurance). 
The  wisdom  of  these  services  is  becoming  accepted,  with 
the  demonstration  that  even  a modest  participation  in 
work-site  smoking  cessation  programs  (or  employee  time 
without  nicotine  patches)  reduced  absenteeism.  Nicotine 
patches  have  developed  an  excellent  safety  record,  and 
patch  supply  problems  have  been  overcome. 

Respiratory  tract  illness  is  more  common  in  children 
who  have  exposure  to  environmental  tobacco  smoke. 
Infants  with  exposure  to  ETS  have  an  increased  risk  of 
hospital  admission  for  respiratory  tract  infection  in  the 
first  year  of  life,  with  a greater  risk  directly  linked  to  the 
number  of  cigarettes  that  the  infant’s  mother  smokes.  The 
EPA  estimates  that  150,000  to  300,000  cases  of  lower 
respiratory  tract  infections  in  infants  and  children  before 
18  years  of  age  occur  that  are  attributable  to  ETS. 
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Other  childhood  health  hazards  include  an  increasing 
prevalence  of  wheezing  and  middle  ear  effusions,  the 
latter  possibly  related  to  upper  airway  infection  or  the 
aggravation  of  atopic  illness.  Airway  hyperresponsiveness, 
as  determined  by  responses  to  inhaled  methacholine,  has 
recently  been  shown  to  be  more  common  in  children  of 
parents  who  smoke  than  in  children  whose  parents  do  not 
smoke.  The  EPA  has  estimated  that  200,000  to  1,000,000 
children  with  asthma  have  their  condition  worsened  by 
exposure  to  ETS.  Estimated  by  increases  in  the  forced 
expiratory  volume  with  increasing  age,  growth  in  lung 
function  is  reduced  in  children  whose  parents  smoke 
(although  the  clinical  relevance  of  this  finding  is  unclear). 
Sudden  infant  death  has  been  shown  in  several  studies  to 
be  more  likely  to  occur  in  children  of  persons  who  smoke. 

More  than  30  epidemiologic  studies  have  examined  the 
risk  of  lung  cancer  in  nonsmokers  whose  spouses  smoke. 
Most  of  these  studies  report  an  increased  risk  of  lung 
cancer  associated  with  exposure  to  ETS,  including  several 
studies  showing  a risk  that  is  proportional  to  the  number 
of  cigarettes  that  the  spouse  smoked.  After  various  correc- 
tions for  confounders,  the  overall  relative  risk  for  lung 
cancer  from  ETS  in  nonsmokers  is  estimated  to  about  1 .2, 
accounting  for  an  estimated  3,000  lung  cancer  deaths 
annually  in  the  United  States  in  nonsmokers. 

Several  epidemiologic  studies  have  found  an  associa- 
tion between  ETS  exposure  and  an  increased  risk  of 
myocardial  infarction  in  nonsmokers  with  spouses  who 
smoke.  On  average,  ETS  exposure  has  been  associated 
with  a 30%  increased  risk  of  coronary  heart  disease,  which 
has  been  estimated  to  cause  as  many  as  37,000  premature 
deaths  in  the  United  States  annually. 

Several  studies  have  reported  substantial  reductions  in 
pulmonary  function  in  adult  nonsmokers  with  exposure  to 
ETS  at  home,  at  work,  or  both.  The  clinical  import  of  these 
findings  is  uncertain.  Although  research  is  conflicting, 
asthma  in  adults  has  been  reported  to  be  aggravated  by 
ETS.  When  exposed  to  ETS,  nonsmokers  often  complain 
of  eye  irritation,  nasal  congestion,  headaches,  and  cough- 
ing. Although  these  symptoms  are  prevalent  in  nonsmok- 
ers with  exposure  to  ETS,  they  are  more  severe  in  people 
who  have  a history  of  allergies. 

An  appreciation  of  the  hazards  of  environmental  to- 
bacco smoke  is  important  to  practicing  physicians  for 
several  reasons.  It  provides  a basis  for  advising  parents  not 
to  smoke  when  there  are  children  in  the  home.  It  provides 
a basis  for  insisting  that  child-care  facilities  be  smoke- 
free.  It  provides  a basis  for  recommending  smoking  re- 
strictions in  work  sites  and  other  public  places.  These 
restrictions  at  home  or  at  work  sites  often  result  in  smokers 
quitting  smoking. 

Neal  L.  Benowitz,  M.D. 

San  Francisco,  California 


Bruce  Leistikow,  M.D. 
Davis,  California 
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Chemical  Inhalation  Injury  and  Its  Sequelae 

FEW  events  concern  the  public  as  extensively  as  a mass 
outbreak  of  a toxic  chemical  illness.  The  recent  re- 
lease of  sulfuric  acid  into  the  environment  in  Richmond, 
California,  sent  more  than  20,000  persons  seeking  acute 
medical  care.  Despite  the  relatively  self-limited  nature  of 
most  of  the  symptoms  reported,  this  “hazardous  material 
incident”  overwhelmed  the  local  health  care  system  and  is 
sure  to  result  in  a lengthy  legal  liability  process.  This  was 
only  the  most  dramatic  in  a series  of  releases  that  seem  to 
cloud  the  environmental  health  horizon,  such  as  the  me- 
thyl isocyanate  tragedy  in  Bhopal,  India.  The  metam 
sodium  contamination  after  a train  derailment  in  Dunsmuir, 
California,  reminded  us  that  large-scale  exposures  to 
relatively  exotic  chemicals,  about  which  little  reliable 
toxicologic  data  are  available,  can  occur  close  to  home. 

Irritant-inhalation  injury  is  relatively  common  and  can 
occur  in  a variety  of  circumstances.  For  example,  poison 
control  centers  nationwide  receive  about  60,000  chemical 
inhalation  case  referrals  annually,  of  which  a third  to  a half 
are  due  to  irritants.  The  most  common  single  chemical 
cause  of  irritant  illness  appears  to  be  chlorine.  Chlorine 
exposure  scenarios  include  transportation  release,  occu- 
pational exposure,  the  misuse  of  household  cleaning  prod- 
ucts, and  pool  chemical  mishaps.  This  variety  of  circum- 
stances underscores  the  strong  link  between  occupational 
and  environmental  medicine  in  preventing  and  treating 
chemical  inhalation  injuries. 

In  recent  years,  growing  attention  has  been  given  to  the 
possible  long-term  sequelae  of  irritant-inhalation  injury. 
Typically  an  intense,  high-level  exposure  causes  clear-cut 
respiratory  symptoms,  such  as  cough,  wheeze,  or  dyspnea, 
beginning  immediately  or  shortly  after  the  irritant  is 
inhaled.  The  symptoms  usually  lead  to  medical  evaluation 
immediately,  frequently  with  an  empiric  prescription  of 
an  inhaled  bronchodilator.  In  general,  these  exposures 
rarely  result  in  even  a brief  hospital  admission;  most  cases 
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resolve  over  hours  to  days.  Nonetheless,  a subset  of 
patients  (it  appears  to  be  less  than  10%)  continues  to 
complain  of  persistent  respiratory  symptoms  and  to  show 
increased  nonspecific  airway  responsiveness  on  chal- 
lenge testing.  This  phenomenon  has  been  given  different 
names,  including  “reactive  airways  dysfunction  syndrome” 
and,  alternatively,  “irritant-induced  asthma.”  The  latter 
term  may  be  preferable  for  more  general  use  because  it 
includes  cases  where  the  irritant  exposure  is  subacute  or 
long-term,  rather  than  being  limited  to  short-term  expo- 
sures alone. 

Research  is  limited  on  the  mediating  factors  that  may 
predict  who  will  go  on  to  have  persistent  symptoms  and 
increased  airway  responsiveness  after  irritant  exposure. 
Cigarette  smoking  may  play  a role.  Our  understanding  of 
ongoing  symptoms  is  further  complicated  by  the  psychic 
distress  that  often  follows  mass  inhalation  exposures,  with 
some  patients  meeting  the  diagnostic  criteria  of  posttrau- 
matic  stress  syndrome. 

Paul  D.  Blanc,  M.D. 

San  Francisco,  California 
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Rehabilitation  of  Occupational  Low-Back  Pain — 
Avoiding  Unnecessary  Disability 

LOW-BACK  pain  is  the  most  common  cause  of  dis- 
ability in  workers  younger  than  45  years  and  the 
second  most  common  cause  in  those  45  to  65  years  old.  It 
is  also  the  most  expensive  occupational  injury,  with  the 
10%  of  patients  off  work  the  longest  accounting  for  80% 
of  all  costs.  Few  treatments  with  proven  effectiveness 
exist  for  lower  back  pain.  Passive  modalities  based  on  rest 
and  pain  relief — medications,  bed  rest,  and  soft-tissue 
treatments — may  discourage  recovery  and,  if  used  for 
extended  periods,  prolong  time  lost  from  work.  As  with 
any  injury,  if  lost  time  exceeds  six  months,  the  possibility 
of  the  patient  returning  to  work  becomes  remote.  Compli- 
cating occupational  back  injuries  are  a disability-oriented 
compensation  system  and  many  emotional  factors — job 
dissatisfaction,  feelings  of  entitlement  for  compensation, 
life  distress,  depression,  and  dysfunctional  behaviors  such 
as  addiction.  To  avoid  unnecessary  disability,  physicians 
should  treat  patients  with  occupational  low-back  pain 


with  an  active  program  of  physical  reconditioning  and 
education.  In  addition,  emotional  factors  that  interfere 
with  a return  to  work  must  be  uncovered  and  addressed  in 
the  treatment  plan. 

Programs  for  athletes,  whose  goal  is  a rapid  return  to 
sports  participation,  encourage  mobility,  flexibility,  and 
strength.  Strength  and  range  of  motion  determine  when  an 
athlete  may  return  to  competition,  and  the  same  principles 
are  applied  to  patients  with  occupational  low-back  inju- 
ries. Injured  workers  treated  like  injured  athletes,  with 
emphasis  on  recovering  function  rather  than  only  elimi- 
nating pain,  have  a greater  sense  of  involvement  in  their 
care,  improved  motivation,  greater  relief  of  symptoms, 
and  better  rates  of  returning  to  work.  Workers  informed 
about  their  diagnoses,  involved  in  a physical  recondition- 
ing program,  and  taught  techniques  for  preventing  reinjury 
and  pain  control  are  more  satisfied  and  more  apt  to  comply 
with  rehabilitation.  A 1991  study  summarized  the  success 
of  aggressive  physical  rehabilitation  programs  in  reliev- 
ing pain,  returning  injured  workers  to  work,  and  prevent- 
ing low-back  injuries. 

The  history  and  physical  examination  can  help  identify 
the  minority  of  patients  with  urgent  neurologic  compro- 
mise, malignancy,  infection,  or  systemic  disease  who  may 
require  electrodiagnostic  or  imaging  studies  and  referral 
for  surgical  evaluation.  Most  patients  with  occupational 
lower  back  pain  will  not  need  radiologic  studies  or  surgi- 
cal evaluation,  but  will  need  initial  pain  relief  to  control 
symptoms  and  promote  activity.  Excellent  results  have 
been  achieved  with  a short  course  of  opioid  or  nonsteroi- 
dal anti-inflammatory  medications  and  with  two  days  or 
less  of  bed  rest.  A program  of  conditioning  and  endurance 
exercise — walking,  biking,  swimming — begins  after  the 
first  office  visit.  A simple  regimen  is  devised  to  allow  the 
patient  to  increase  function  progressively.  Individual  ex- 
ercise programs  are  tailored  to  each  patient  by  a physician 
or  physical  therapist  or  taught  to  groups  of  patients  in  a 
“back  school”  format. 

Communication  among  the  physician,  patient,  employer, 
therapist,  and  insurer  allows  for  individual  case  manage- 
ment and  a return-to-work  plan.  Patients  and  supervisors 
are  encouraged  to  design  acceptable  modified  duty.  The 
benefits  of  social  support,  accomplishment,  and  income 
maintenance  that  accrue  when  a patient  returns  to  the  work 
site  in  a modified  capacity  assist  in  the  return  to  full  duty. 
Discussing  the  workers’  compensation  system  with  pa- 
tients helps  them  to  set  realistic  expectations  regarding 
compensation  and  the  process  of  retraining.  Energy  spent 
by  patients  on  symptom  embellishment  can  be  channeled 
into  more  productive  explorations  of  career  options  and 
life  changes. 
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Factors  that  might  interfere  with  recovery,  such  as  job 
dissatisfaction  and  life  distress,  also  need  to  be  consid- 
ered. Evaluation  by  a counselor  or  psychologist  can  un- 
cover issues  of  illiteracy,  depression,  addiction,  or  dys- 
functional behavior.  Recommendations  are  then  made  for 
dealing  with  the  emotional  issues  along  with  the  physical 
symptoms.  Workers  may  need  psychotherapy,  remedial 
education,  marital  counseling,  or  treatment  of  alcohol  and 
drug-related  issues.  A supportive,  nonadversarial  attitude 
from  the  primary  care  physician  is  essential.  Education 
and  emotional  support  may  help  an  otherwise  poorly 
motivated  patient  to  begin  functional  recovery. 

Back  pain  from  work-related  injuries  need  not  result  in 
back  pain  disability.  Treatment  based  on  a sports  medicine 
model  of  progressive  function  is  effective  in  returning 
injured  workers  to  their  preinjury  condition.  Medical 
treatment  alone,  however,  is  often  insufficient.  Evaluating 
patients’  difficulties  at  work  and  at  home  may  provide  the 
key  to  therapeutic  success.  Physical  reconditioning,  plus 
patient  education,  communication  with  the  workplace, 
and  emotional  support  for  workers  all  contribute  to  im- 
proved results  and  decreased  disability. 

Jerome  Chester,  M.D. 

Santa  Clara,  California 
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Separating  Noise-induced  from 
Age-related  Hearing  Loss 

AFTER  a long  career  of  excessive  noise  exposure, 
workers  will  have  hearing  loss  from  at  least  two 
causes:  occupational  noise  and  aging.  Epidemiologic  stud- 
ies have  usually  assumed  that  decibel  losses  were  addi- 
tive, calculating  a noise-induced  permanent  threshold 
shift  by  subtracting  control-group  thresholds  (aging  alone) 
from  exposed-group  thresholds  (aging  plus  noise).  Stud- 
ies involving  subjects  with  exposure  to  noise  early  or  late 
in  their  careers  have  tended  to  support  the  theory  that 
noise-induced  and  age-related  losses  are  additive. 

The  International  Organization  for  Standardization  has 
recently  published  a standard,  ISO- 1 999,  that  summarizes 
the  epidemiologic  data  relating  hearing  loss  to  aging  and 


noise.  For  a specified  sex  and  audiometric  frequency,  this 
standard  models  an  age-related  permanent  threshold  shift 
as  an  accelerating  (quadratic)  function  of  age.  Given 
frequency  and  noise  exposure  level,  the  noise-induced 
shift  is  represented  by  a decelerating  (logarithmic)  func- 
tion of  duration.  Selected  percentiles  (10th,  50th,  90th)  at 
ten-year  intervals  are  tabled,  but  formulas  are  provided  for 
calculating  other  distribution  and  time  points. 

The  ISO- 1 999  document  provides  a method  for  predict- 
ing the  distribution  of  hearing  levels  in  a population  of 
noise-exposed  workers  of  known  age,  sex,  exposure  level, 
and  exposure  duration:  the  age-related  permanent  thresh- 
old shift  and  noise-induced  shift  are  added,  with  a variable 
adjustment  (when  age-related  and  noise-induced  shifts  are 
both  large,  the  expected  overall  hearing  level  is  less  than 
their  simple  sum).  Speech-frequency  noise-induced  shift 
is  strongly  related  to  exposure  level:  after  40  years  at  85  dB 
on  the  A scale  (dB  A),  the  median  expected  noise-induced 
shift  is  only  about  2 dB  compared  with  a 20-dB  noise- 
induced  shift  for  40  years  at  1 00  dB  A.  For  example,  for  65- 
year-old  men,  the  median  expected  age-related  shift  (about 
14  dB)  exceeds  the  40-year  median  expected  noise-in- 
duced shift  for  exposure  levels  below  97  dBA. 

These  models  can  also  be  used  for  a retrospective 
analysis  of  hearing  loss  claims.  If  exposure  levels  are 
known  or  can  be  estimated  and  if  a diagnosis  of  hearing 
loss  due  to  aging  and  noise  is  clinically  justified,  the  most 
likely  relative  contributions  of  aging  and  noise  are  easily 
calculated,  even  if  only  a single  recent  audiogram  is 
available.  A valid  series  of  audiograms  that  spans  a worker’ s 
career  documents  the  growth  of  hearing  loss  over  time.  An 
accelerating  curve  suggests  a predominance  of  aging 
changes,  while  a decelerating  curve  suggests  noise  was 
the  more  important  factor.  Methods  of  allocation  (or 
apportionment)  are  also  available  to  deal  with  workers 
with  asymmetric  or  unusual  audiograms,  as  well  as  chang- 
ing exposure  levels  and  multiple  causes  of  hearing  loss. 
Although  considerable  professional  judgment  may  be 
required  to  select  the  appropriate  methods  of  analysis, 
ISO- 1999  provides  an  internationally  useful  framework 
for  both  prospective  and  retrospective  analyses  of  occupa- 
tional hearing  loss,  especially  for  separating  noise-in- 
duced from  age-related  changes. 

Robert  A.  Dobie,  M.D. 

San  Antonio,  Texas 
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Evaluating  and  Preventing  Illness  Associated  with 
Indoor  Air  Pollution 

HEALTH  effects  associated  with  exposure  to  indoor 
air  pollutants  are  diverse,  ranging  from  acute  irrita- 
tion of  the  eyes  and  upper  respiratory  tract  and 
bronchoconstriction  to  chronic  inflammation,  fibrosis, 
and  cancer.  A physician’s  challenge  is  to  recognize  the 
possible  connection  between  many  nonspecific  symp- 
toms and  exposures  to  one  or  more  pollutants  and  to 
provide  appropriate  management. 

Although  lung  cancer  from  exposure  to  asbestos  and 
radon  is  of  great  public  health  concern,  the  clinical  rel- 
evance of  these  exposures  is  small  compared  with  the 
morbidity  associated  with  other  indoor  air  pollutants.  The 
major  sources  and  types  of  indoor  air  pollution  include 
combustion  emissions,  noncombustion  emissions,  and 
biologic  agents. 

Sources  of  combustion  emissions  include  tobacco  smok- 
ing, cooking  and  heating  with  gas-fueled  appliances,  and 
wood  burning.  The  principal  emissions  of  combustion, 
carbon  monoxide,  nitrogen  dioxide,  and  particles,  are 
associated  with  adverse  health  effects.  The  health  effects 
of  carbon  monoxide  have  been  extensively  described  and 
range  from  impaired  exercise  capacity  among  patients 
with  heart  and  lung  disease  at  low  levels  of  carboxy- 
hemoglobin  (2%  to  6%)  to  coma  and  death  (above  40% 
carboxyhemoglobin).  Nitrogen  dioxide  at  concentrations 
found  in  US  homes  has  been  implicated  as  a cause  of  an 
increased  incidence  of  lower  respiratory  tract  infections 
and  decreased  lung  growth  in  children.  Particles  have 
been  associated  with  irritation  and  inflammation  of  the 
eyes  and  respiratory  tract.  Noncombustion  emissions  in- 
clude formaldehyde  and  other  volatile  organic  compounds 
from  carpet,  particle  board,  cleaning  products,  solvents, 
paints,  and  pesticides.  Exposure  to  these  compounds  may 
cause  eye  and  upper  respiratory  tract  irritation  and  may 
also  result  in  systemic  symptoms,  including  headache, 
dizziness,  fatigue,  and  malaise. 

Numerous  sources  of  biologic  aerosols  such  as  spores, 
bacteria,  and  organic  particles  from  insects  and  animals 
may  be  present  in  indoor  settings,  particularly  in  the  home. 
Moisture  from  the  use  of  humidifiers  and  water  damage 
may  create  conditions  conducive  to  mold  and  fungi  growth, 
and  animals  kept  indoors  may  lead  to  the  accumulation  of 
dander.  Exposure  to  these  biologic  agents  may  lead  to 


upper  and  lower  respiratory  tract  infection,  hypersensitiv- 
ity pneumonitis,  and  the  development  and  exacerbation  of 
asthma. 

The  term  “building-related  illness”  refers  to  specific 
disorders  caused  by  any  of  the  agents  previously  de- 
scribed. In  contrast,  the  “sick-building  syndrome”  per- 
tains to  a high  prevalence  of  nonspecific  symptoms  among 
building  occupants  in  the  absence  of  an  identifiable  source 
or  elevated  levels  of  pollutants.  Features  of  the  sick- 
building  syndrome  include  lethargy,  headache,  difficulty 
concentrating,  and  irritation  of  the  eyes,  nose,  and  throat. 
While  the  cause  of  a building-related  illness  must  be 
determined  before  a solution  can  be  implemented,  estab- 
lishing the  exact  cause  of  sick-building  syndrome  is  usu- 
ally not  possible.  Interventions  for  this  syndrome  are  often 
complex  and  include  removing  and  controlling  possible 
sources,  increasing  building  ventilation,  and  cleaning 
ventilation  systems. 

A carefully  obtained  history  that  includes  an  assess- 
ment of  home  and  work  environments  and  questions  to 
assess  the  relationship  of  symptoms  to  time  spent  in  home 
and  work  settings  may  provide  the  link  between  a patient’ s 
problems  and  indoor  pollutants.  Removing  the  pollutant 
source  is  the  preferred  method  to  reduce  exposure  and 
prevent  symptoms  and  disease.  Although  other  strategies 
to  limit  exposure,  such  as  increased  ventilation  and  the  use 
of  air  cleaners,  are  available,  they  may  have  limited 
effectiveness  and  may  be  costly.  Adjusting  medication 
regimens  and  using  masks  (respirators)  have  not  been 
adequately  investigated  and  cannot  be  recommended  at 
present. 

William  E.  Lambert,  Ph.D. 

David  B.  Coultas,  M.D. 

Albuquerque,  New  Mexico 
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Bioaerosols 

SINCE  the  recognition  of  pneumonia  among  legion- 
naires attending  a convention  in  1976,  there  has  been 
increasing  interest  in  diseases  associated  with  indoor 
exposure  to  microbial  agents,  commonly  referred  to  as 
bioaerosols. 
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Bioaerosols  are  airborne  particles,  large  molecules,  or 
volatile  compounds  that  are  living  or  released  from  a 
living  organism.  Airborne  bacteria,  fungi,  and  viruses  are 
well-recognized  bioaerosols,  but  arthropods,  birds,  and 
mammals  also  produce  effluents — such  as  mite  feces,  skin 
scales,  and  cat  saliva — that  constitute  bioaerosols  as  well. 

Three  conditions  are  required  to  produce  bioaerosols:  a 
reservoir  (either  environmental  or  human),  amplification, 
and  dissemination  (aerosolization).  For  example, 
Legionella  pneumophila  organisms  reside  in  soil,  water, 
and  streams;  can  amplify  in  cooling  towers,  whirlpools, 
shower  heads,  and  humidifiers;  and  may  disseminate  in 
aerosols  or  effluents  to  cause  pneumonia. 

Infections  and  hypersensitivity  illnesses  are  the  major 
diseases  associated  with  bioaerosol  exposures  in  build- 
ings. The  L pneumophila  bacterium  is  associated  with 
both  a lethal  pneumonia  and  with  Pontiac  fever,  an 
influenzalike  illness  with  a high  attack  rate  (90%  to  1 00%) 
and  short  incubation  period  (36  hours).  Viral  pathogens 
are  disseminated  from  human  reservoirs,  and  the  risk  for 
adenovirus  infection  may  be  increased  in  “tight”  build- 
ings. Unusual  infectious  organisms,  such  as  rickettsiae, 
can  disseminate  in  specialized  environments  such  as  hos- 
pitals and  laboratories. 

The  spectrum  of  hypersensitivity  diseases  associated 
with  bioaerosol  exposures  includes  rhinitis,  asthma,  and 
hypersensitivity  pneumonitis.  Bioaerosols  containing  fun- 
gal organisms  (such  as  Alternaria  and  Aspergillus  spe- 
cies), arthropod  contaminants  in  house  dust,  plant  pollens, 
and  mammalian  danders  and  proteins  can  cause  allergic 
rhinitis  and  asthma.  Eosinophilia,  elevated  immunoglo- 
bulin E antibody  levels,  and  immediate  skin-prick-test 
reactivity  to  the  specific  aeroallergens  are  often  found  in 
bioaerosol-induced  cases  of  asthma  and  rhinitis.  Hyper- 
sensitivity pneumonitis  resulting  from  exposure  to 
bioaerosol-contaminated  buildings  is  typically  manifested 
by  nonspecific  symptoms,  such  as  cough,  chest  tightness, 
dyspnea,  malaise,  and  fever.  Recognition  requires  a high 
index  of  clinical  suspicion  and,  often,  early  bronchoscopy 
to  detect  lymphocytic  alveolitis  and  granulomatous  inter- 
stitial lung  disease. 

Quantitative  bioaerosol  sampling  may  be  indicated 
where  building-related  outbreaks  of  infection  or  hyper- 
sensitivity disease  are  identified.  Sampling  should  be 
done  by  an  industrial  hygienist  who  is  aware  of  machine 
calibration,  sampling  time,  and  the  need  for  appropriate 
(typically  outdoor)  controls.  Specimens  should  be  ana- 
lyzed by  laboratories  experienced  in  environmental  mi- 
crobiology. Bioaerosol  sampling  interpretation  is  limited 
by  a lack  of  information  on  dose-response  relations,  inad- 


equate knowledge  of  acceptable  bioaerosol  levels,  and 
variability  in  measurement  methods.  Negative  results  do 
not  assure  that  no  problem  exists. 

An  unusual  exposure  is  considered  one  in  which  the 
bioaerosol  concentrations  are  at  least  an  order  of  magni- 
tude higher  than  those  in  the  control  environment,  or  one 
in  which  the  types  of  organisms  or  other  bioaerosols  in  the 
occupied  space  are  different  from  those  in  the  control 
environment.  The  finding  of  elevated  levels  or  an  unusual 
organism  in  an  indoor  environment,  however,  does  not 
necessarily  prove  a causal  relation  between  the  exposure 
and  symptoms. 

The  control  of  bioaerosol  exposures  in  indoor  environ- 
ments may  involve  preventing  the  entry  of  outdoor  con- 
taminants (such  as  keeping  windows  and  doors  closed), 
preventing  amplification  on  indoor  substrates  (such  as 
cleaning  or  eliminating  standing  water  reservoirs  that 
support  microbial  growth  such  as  humidifiers,  dehumidi- 
fiers, drip  pans,  and  standing  water  in  plant  trays),  and 
removing  contaminant  sources  (such  as  water-damaged 
carpets,  furniture,  or  ventilation  duct  filters).  Preventive 
maintenance  to  avoid  conditions  that  promote  microbial 
growth  is  probably  the  most  important  method  for  control- 
ling bioaerosols  in  buildings. 

Cecile  Rose,  M.D.,  M.P.H. 

Denver,  Colorado 
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Tuberculosis  and  the  Need  for  Respiratory 
Protection  for  Health-care  Workers 

WORKERS  with  exposure  to  airborne  toxins  must 
use  respirators  or  other  forms  of  respiratory  protec- 
tion required  by  the  Occupational  Safety  and  Health 
Administration  (OSHA).  The  recent  increase  in  the  inci- 
dence of  drug-resistant  tuberculosis,  partly  associated 
with  the  spread  of  the  human  immunodeficiency  virus,  has 
led  to  concern  that  health-care  workers  in  high-risk  set- 
tings are  not  adequately  protected  from  work-related 
exposure  to  tuberculosis. 

Since  1988,  several  hundred  health-care  workers  are 
estimated  to  have  acquired  tuberculosis  from  workplace 
exposure.  Of  particular  concern  is  that  at  least  16  health- 
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care  workers  have  been  infected  with  drug-resistant  tuber- 
culosis in  outbreaks  at  seven  hospitals  and  one  prison. 
Control  measures  to  reduce  the  risk  of  work-acquired 
tuberculosis  include  patient  isolation,  negative-pressure 
rooms,  medical  surveillance  of  health-care  workers  with 
possible  exposure,  and  a respiratory  protection  program. 
Without  such  measures,  the  extensive  spread  of  tubercu- 
losis, including  the  drug-resistant  form,  among  health- 
care workers  is  a real  possibility. 

A number  of  studies  have  shown  that  surgical  masks  are 
ineffective  as  a precaution  against  airborne  infection. 
These  masks  are  designed  to  protect  patients,  not  health- 
care workers.  Surgical  masks  cannot  effectively  filter  the 
1-  to  5-mm  droplet  nuclei  that  form  when  larger  tubercu- 
losis-containing droplets  evaporate,  nor  can  they  provide 
an  effective  face  seal.  Only  properly  fitted  respirators  with 
high-efficiency  filters  comply  with  guidelines  from  the 
National  Institute  of  Occupational  Safety  and  Health, 
OSHA,  and  the  Centers  for  Disease  Control  and  Preven- 
tion (CDC)  for  protection  from  tuberculosis.  Placing  sur- 
gical masks  on  patients  is  recommended  only  as  a tempo- 
rary measure  when  patients  are  outside  isolation  rooms. 
Although  the  volume  of  exhaled  aerosols  is  reduced  some- 
what when  patients  wear  masks,  outward  leakage  will  still 
occur. 

The  Occupational  Safety  and  Health  Administration 
announced  that  in  1994  it  would  issue  citations  to  employ- 
ers who  lacked  a tuberculosis  control  program  for  health- 
care workers  with  exposure  to  patients  with  suspected  or 
confirmed  tuberculosis  or  who  performed  or  assisted  with 
a “high  hazard  procedure,”  including  nebulizer  treat- 
ments, bronchoscopy,  sputum  induction,  suctioning,  and 
autopsies. 

Draft  guidelines  issued  by  the  CDC  in  October  1993 
called  for  the  use  of  respirators  that  would  provide  filtra- 
tion of  at  least  95%  of  particles  1 mm  in  size  (about  the  size 
of  a droplet  containing  bacteria)  and  that  could  be  fitted  to 
obtain  a face  seal  of  no  more  than  10%  leakage.  In  other 
words,  respirators  would  have  to  have  a protection  factor 
of  10  or  greater.  This  exceeds  the  protection  available 
from  dust  mask-type  respirators.  The  Occupational  Safety 
and  Health  Administration  currently  requires  high-effi- 
ciency  particulate  aerosol  (HEPA)  filtered  respirators  for 
protection  against  tuberculosis.  Most  HEPA  respirators 
are  twin-cartridge  elastomeric  face-piece  industrial  mod- 
els, although  a few  disposable  HEPA  respirators  are  now 
available.  A powered  air-purifying  respirator  may  be  used 
to  provide  protection  without  the  need  for  fit  testing  or 
when  a health-care  worker  has  facial  hair  that  would 
interfere  with  seal. 

Engineering  controls  are  the  preferred  means  of  hazard 
control.  Negative-pressure  isolation  rooms  and  treatment 
booths,  HEPA-filtered  ventilation  systems,  and,  possibly, 


germicidal  irradiation  are  appropriate  engineering  safe- 
guards for  tuberculosis  control.  Administrative  controls, 
such  as  reducing  the  number  of  persons  who  enter  isola- 
tion rooms,  may  be  useful  in  reducing  the  number  of 
possibly  exposed  workers  who  require  respiratory  protec- 
tion. The  Occupational  Safety  and  Health  Administration 
also  recommends  medical  surveillance  of  hospital  em- 
ployees by  means  of  tuberculosis  skin  testing  on  employ- 
ment and  at  least  annually  thereafter.  Health  care  employ- 
ers also  must  become  familiar  with  the  administration  and 
technology  of  respiratory  protection.  Written  respiratory 
protection  programs,  fit  testing,  respirator  selection  proto- 
cols, medical  determinations,  and  training  are  required 
whenever  respirators  are  used.  Opposition  from  the  hospi- 
tal community  and  health-care  workers  themselves  must 
be  overcome.  A 1992  attempt  by  the  New  York  OSHA 
regional  office  to  require  a respiratory  protection  program 
in  hospitals  met  with  deep-seated  resistance  and  a barrage 
of  complaints.  How  successful  hospitals  will  be  in  imple- 
menting respiratory  protection  programs  for  large  num- 
bers of  workers  remains  to  be  seen. 

Anthony  Suruda,  M.D.,  M.P.H. 

David  Wallace,  M.S.P.H.,  C.I.H. 

Royce  Moser  Jr,  M.D.,  M.P.H. 

Salt  Lake  City,  Utah 
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Hepatitis  B Immunization 

ABOUT  300,000  persons  in  the  United  States  become 
infected  with  the  hepatitis  B virus  (HB  V),  and  about 
3,000  persons  die  each  year  of  fulminant  hepatitis,  cirrho- 
sis, and  hepatocellular  carcinoma  related  to  HBV  infec- 
tion. 

Plasma-derived  hepatitis  B vaccine  (Heptavax-B)  has 
been  licensed  in  the  United  States  since  1981  and  recom- 
binant vaccines  (Engerix  B,  Recombivax  HB)  since  1986. 
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Hepatitis  B vaccines  are  standardized  for  potency,  and 
thimerosal  is  used  as  a preservative.  Both  plasma  vaccine 
(which  is  sterilized  in  three  steps,  all  of  which  inactivate 
the  human  immunodeficiency  virus  and  all  classes  of 
viruses)  and  recombinant  vaccines  are  safe  and  immuno- 
genic (greater  than  90%  protective  antibody  response). 
Plasma-derived  vaccine  is  indicated  only  for  hemodialysis 
patients  and  other  immunocompromised  hosts  and  per- 
sons with  yeast  allergy.  The  recommended  series  in  three 
doses  is  administered  intramuscularly  in  the  deltoid  muscle 
(adults  and  children)  or  anterolateral  thigh  (infants  and 
neonates)  at  zero,  one,  and  six  months.  Poor  immune 
responses  to  the  vaccine  in  adults  have  been  documented 
when  administered  in  the  buttock. 

Postvaccination  testing  and  revaccination  are  not  rou- 
tinely recommended,  but  a knowledge  of  the  antibody 
status  may  be  helpful  for  health-care  workers  at  risk  for 
injuries  from  sharp  instruments.  Postvaccination  testing 
should  be  done  between  one  and  six  months  after  finishing 
the  series.  Despite  observed  drops  in  antibody  levels  over 
time,  data  to  date  suggest  vaccinees  remain  protected 
against  hepatitis  B disease.  Whether  revaccination  is  nec- 
essary after  an  extended  period  awaits  further  longitudinal 
data.  The  need  for  booster  doses  in  health-care  workers 
after  exposure  and  in  hemodialysis  patients  should  be 
based  on  antibody  testing. 

Universal  infant  immunization  with  hepatitis  B vaccine 
was  recommended  in  1991  by  the  Immunization  Practices 
Advisory  Committee  of  the  US  Public  Health  Service  and 
in  1992  by  the  American  Academy  of  Pediatrics  and 
American  Academy  of  Family  Physicians.  Universal  in- 
fant immunization  is  a component  of  an  overall  strategy  by 
the  US  Public  Health  Service  to  eliminate  hepatitis  B 
transmission,  which  includes  screening  all  pregnant  women 
and  vaccinating  adolescents  and  adults  in  high-risk  groups. 

Universal  infant  immunization  has  been  shown  to  be 
cost-effective  and  cheaper  than  well-accepted  interven- 
tions such  as  smoking  cessation  and  pneumococcal  vac- 
cine. Although  the  risk  for  hepatitis  B for  children  in 
uninfected  households  does  not  rise  until  adolescence, 
routine  childhood  immunization  offers  the  advantage  of 
an  established  vaccination  delivery  system  and  somewhat 
cheaper  vaccine  costs.  Targeting  high-risk  adults  for  hepa- 
titis B vaccination  remains  a priority,  although  about  a 
third  of  adults  with  acute  hepatitis  B have  no  identified 
risk  factor. 

Seroprevalence  studies  indicate  that  health-care  work- 
ers, depending  on  the  frequency  of  blood  contact,  are  six 
to  60  times  more  likely  to  be  infected  with  HBV  than 
persons  in  the  general  population.  The  Occupational  Safety 


and  Health  Administration  issued  new  regulations  in  1992 
requiring  that  free  hepatitis  B immunization  be  offered  to 
health-care  workers  with  possible  contact  with  blood  or 
blood-contaminated  body  fluids.  Each  facility  should  des- 
ignate a responsible  person  to  ensure  that  information  and 
training  on  the  prevention  of  bloodborne  pathogens  in  the 
workplace,  including  the  indications  for  hepatitis  B vac- 
cine, are  provided  annually  with  appropriate  documenta- 
tion to  workers  at  risk. 

Other  groups  at  high  risk  for  HBV  infection  include 
clients  and  staff  of  institutions  for  the  developmentally 
disabled,  hemodialysis  patients,  sexually  active  homo- 
sexual men,  users  of  illicit  injectable  drugs,  persons  re- 
ceiving clotting  factor  concentrates,  household  and  sexual 
contacts  of  HBV  carriers,  long-term  inmates  of  correc- 
tional facilities,  and  sexually  active  heterosexual  persons. 

Hepatitis  B infection  is  endemic  among  Alaska  Na- 
tives, Pacific  Islanders,  and  in  many  countries  of  Asia  and 
Africa.  Long-term  international  travelers  to  these  areas 
are  also  candidates  for  hepatitis  B vaccination. 

For  prophylaxis  after  exposure  such  as  in  infants  bom 
to  women  with  the  hepatitis  B surface  antigen  (HBsAg) 
and  persons  with  needle-stick  exposure  to  HBsAg-posi- 
tive  blood— the  administration  of  both  hepatitis  B im- 
mune globulin  and  vaccine  is  indicated.  Package  inserts 
should  be  consulted  for  variations  in  dosage  and  immuni- 
zation schedules  for  different  licensed  products  for  pro- 
phylaxis before  and  after  exposure. 

The  number  of  cases  of  hepatitis  B has  declined  in  the 
United  States  since  1985,  but  the  incidence  rate  of  acute 
hepatitis  B is  only  now  dropping  below  the  rates  of  the  late 
1 970s.  Sustained  efforts  at  a wider  application  of  hepatitis 
B vaccine  are  needed. 

Simplifying  the  immunization  schedule  and  an  oral 
vaccine  using  recombinant  technology  would  be  welcome 
advances. 

Stephen  H.  Waterman,  M.D.,  M.H.P. 

San  Diego,  California 
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Wanted !!! 

Skilled  Medical  Volunteers 
MD,  RN,  PA,  EMT 


The  largest  athletic  event  in  1995  is  coming  to  New  Haven,  CT!  The  1995  International 
Special  Olympics  will  bring  over  6,500  athletes  and  17,  000  coaches,  family  members, 
and  friends  from  120  countries.  In  addition,  the  Special  Olympics  will  bring  500,000 
spectators. 

We  need  a minimum  of  45,  000  volunteers  from  June  30  through  July  9,  1995. 

Please  sign  up  today. 

For  Information  Call  203-789-4003 
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A LOW-RISK  APPROACH 


TO  TAX-FREE  INCOME 


Ei 


YIELDS 

7.25% 

Tax-equivalent 
36%  tax  rate 

4.64% 

Current  yield  as 
of  5/22/94 


T.  ROWE  PRICE  TAX-FREE  INSURED 
INTERMEDIATE  ROND  FUND.  This  is  the  only  no-load 
intermediate-term  fund  that  offers  high  tax-free  income, 
extra  credit  protection,  and  moderate  market  risk  from  a 
portfolio  of  insured  municipal  securities. 

Extra  credit  protection  with  high  tax-free  income. 

As  a tax-free  investment,  this  Fund  offers  the  highly  taxed 
investor  one  of  the  few  remaining  ways  to  shelter  income  and  earn 
high  yields.  In  today's  uncertain  economic  environment,  this  Fund  can 
provide  added  security  in  two  ways: 

• The  medium-term,  5 -10  year  average  weighted  maturity  of  the 
Fund  lets  you  earn  higher  yields  than  short-term  bonds  with  lower 
volatility  than  long-term  bonds. 

• Insured  AAA-rated  bonds  have  minimal  credit  risk  and  carry  the 
highest  bond  rating,  insuring  timely  payment  of  principal  and  interest.* 

Put  our  tax-free  expertise  to  work  for  you.  The  Fund's  managers 
adhere  to  a proven  strategy  of  active  portfolio  management  to 
enhance  returns  and  manage  risk.  We  currently  have  1 8 tax-free 
funds  with  more  than  $5  billion  in  municipal  assets  for  investors 
nationwide. 

Call  for  our  free  report.  The  Basics  Of  Tax-Free  Investing  can 
help  you  learn  more  about  the  benefits  of  tax-free  investing.  $2,500 
minimum.  Free  checkwriting.  No  sales  charges. 


Call  24  hours  for  a free  report 
The  Basics  Oi  Tax-Free  Investing 

1-800-541-8312 


Invest  With  Confidence 

T.RoweRiee 


High 

Tax-Free  Income 

Free  from  federal 
taxes. 


Credit  Protection 

Fund  only  invests  in 
municipal  securities 
that  are  insured. 


Experienced 

Management 

Over  $5  bilhon  in 
municipal  assets. 


No  Sales  Charges 

No  fees  to  invest  or 
withdraw, 
no  12b-l  fees. 


4.5%  and  7.4%  are  the  1-year  and  since  inception  (11/30/92)  average  annual  total  returns,  respectively,  for  the  period  ending  3/31/94.  *Securities  in  the  Fund  are  guaranteed  as 
to  die  timely  payment  of  principal  and  interest,  but  the  insurance  does  not  guarantee  the  market  value  of  the  bonds  in  the  portfolio.  A security’s  rating  is  based  on  the  insurer’s  AAA  rating, 
and  no  representation  is  made  as  to  any  insurer’s  ability  to  meet  its  commitments.  The  Fund  itself  is  not  insured  nor  is  the  value  of  the  shares  guaranteed.  Fund’s  share  price  and  yield  will 
vary  as  interest  rates  change.  Figures  include  changes  in  principal  value,  reinvested  dividends,  and  capital  gain  distributions.  Total  returns  represent  past  performance,  and  cannot  guar- 
antee future  results.  Investment  return  and  principal  value  will  vary,  and  shares  may  be  worth  more  or  less  at  redemption  than  at  original  purchase.  Some  income  may  be  subject  to  state 
and  local  taxes  and  the  federal  alternative  minimum  tax.  Rast  and  present  expense  limitations  have  increased  the  Fund’s  yield  and  total  return.  Request  a prospectus  with  more  complete 
information,  including  management  fees  and  other  charges  and  expenses.  Read  it  carefully  before  you  invest  or  send  money.  T.  Rowe  Price  Investment  Services,  Inc.,  Distributor  Tno23ii5 


EMERGING  INFECTIOUS  DISEASES 


Laboratory  Screening  for 
Escherichia  coli  0157:H7 — Connecticut,  1993 


Escherichia  coli  0157:H7,  first  recognized  as  a patho- 
gen in  humans  in  1982, 1 is  a common  cause  of  bloody 
diarrhea  and  a leading  cause  of  acute  renal  failure  in 
children.  In  June  1993,  the  Council  of  State  and  Territorial 
Epidemiologists  (CSTE)  recommended  that  clinical  labo- 
ratories screen  at  least  all  bloody  stools  for  E.  coli  0157:  H7 
using  sorbitol-MacConkey  medium.2  Following  the  CSTE 
issuance,  in  late  June  the  Connecticut  Department  of 
Public  Health  and  Addiction  Services  (DPHAS)  mailed 
the  same  recommendation  to  all  clinical  laboratories  in  the 
state  and  encouraged  laboratories  to  send  suspected  E.  coli 
0157:H7  strains  to  the  DPHAS  laboratory  for  confirma- 
tion. To  assess  the  impact  of  the  DPHAS  recommenda- 
tions and  to  characterize  the  screening  practices  for  E.  coli 
0157:H7,  in  November  1993  DPHAS  surveyed  laborato- 
ries in  Connecticut.  This  report  presents  the  findings  of  the 
survey. 

DPHAS  mailed  questionnaires  to  all  139  licensed  clini- 
cal laboratories  in  Connecticut;  laboratories  that  did  not 
respond  to  the  mailed  questionnaire  were  contacted  by 
telephone.  The  response  rate  for  the  survey  was  100%. 

Of  the  139  laboratories,  44  (32%)  performed  on-site 
testing  of  stool  specimens  received  directly  from  health- 
care providers  or  referred  from  other  laboratories.  Of 
these  44  laboratories,  19  (43%)  screened  all  stool  speci- 
mens for  E.  co//0157:H7, 21  (48%)  screened  only  bloody 
stools,  and  four  (9%)  screened  only  at  physician  request. 

Of  the  44  laboratories  that  performed  on-site  testing  of 
stool  specimens,  the  number  that  cultured  all  stools  or  all 
bloody  stools  for  E.  coli  0157:H7  increased  from  11 
(25%)  in  June  1 993  to  40  (9 1 %)  in  November  1 993 . Of  the 
29  laboratories  that  changed  their  policy  to  culture  all 


Reprinted  from  Morbidity  and  Mortality  Weekly  Report,  March 
1994,  vol,  43,  no.  10. 


stools  or  all  bloody  stools  for  E.  coli  0157:H7,  21  (72%) 
reported  beginning  in  response  to  the  DPHAS  notifica- 
tion, four  (14%)  as  a result  of  publicity  associated  with  the 
E.  coli  outbreaks  in  the  western  United  States  in  early 
1993,  two  (7%)  following  the  general  meeting  of  the 
American  Society  of  Microbiology  in  May  1993  where 
information  on  E.  coli  0157:H7  screening  was  presented, 
and  two  (7%)  for  a combination  of  these  and  other  reasons. 

Reported  by:  P.A.  Mshar,  M.L.  Carrier,  M.D.,  J.L.  Hadler, 
M.D.,  State  Epidemiologist,  Connecticut  Department  of  Public 
Health  and  Addiction  Services.  Foodbome  and  Diarrheal  Dis- 
eases Branch,  Division  of  Bacterial  and  Mycotic  Diseases, 
National  Center  for  Infectious  Diseases;  Division  of  Field 
Epidemiology,  Epidemiology  Program  Office,  CDC. 

Editorial  Note:  E.  coli  0157:H7  is  not  usually  detected 
by  the  methods  used  to  isolate  and  identify  other  bacterial 
enteric  pathogens. 1 Sorbitol-MacConkey  medium  and  0157 
antiserum,  which  are  both  readily  available,  should  be 
used  to  identify  the  organism.1  Most  outbreaks  of  illness 
caused  by  E.  coli  0157:H7  have  been  detected  because  of 
clusters  of  hemolytic  uremic  syndrome,  thrombotic 
thrombocytopenic  purpura,  or  severe  diarrheal  illness.1,3’4 
In  the  absence  of  routine  screening  of  diarrheal  stool 
specimens  for  E.  coli  0157:H7,  neither  small  outbreaks 
nor  isolated  cases  in  persons  without  severe  illness  are 
likely  to  be  detected.  Routine  screening  of  stool  speci- 
mens for  E.  coli  0157:H7  may  reduce  the  likelihood  of 
unnecessary  diagnostic  procedures  and  treatments  while 
permitting  detection  of  outbreaks,  timely  initiation  of 
public  health  intervention,  and  refined  characterization  of 
the  epidemiology  of  this  problem. 

The  findings  in  this  report  suggest  that,  in  Connecticut, 
routine  screening  for  E.  coli  0157:H7  resulted  in  an 
increase  in  the  number  of  reported  cases  and  contributed 
to  the  recognition  of  the  first  outbreak  of  E.  coli  0157:H7 
infections  in  the  state.  Reporting  of  E.  coli  0157:H7 
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isolates  by  laboratories  to  DPHAS  has  been  required 
since  1990.  No  cases  were  reported  in  1990,  one  in 
1991,19  in  1992,  and  50  in  1993,  with  a marked  increase 
in  reporting  beginning  in  June  1993.  In  September  1993, 
an  outbreak  of  0157  infections  was  detected  following  the 
isolation  of  the  organism  from  four  persons  on  the  same 
day;  the  hospital  laboratory  involved  had  initiated  a policy 
in  June  1993  to  screen  all  bloody  stools  for  E.  coli 
0157:H7. 

The  proportion  of  clinical  laboratories  in  the  United 
States  that  routinely  screen  at  least  bloody  stools  for  E. 
coli  0157:H7  is  not  well  described.  A recent  survey  in  the 
San  Francisco  Bay  area  found  that  only  eight  (20%)  of  41 
laboratories  performed  such  screening  (CDC,  unpublished 
data,  1994).  Nationally,  as  of  October  1993,  17  (34%) 
states  required  that  E.  coli  0157:H7  isolates  be  reported  to 
state  health  departments;  20  additional  states  are  estab- 
lishing such  requirements  (G.  Birkhead,  New  York  State 
Health  Department,  personal  communication,  March  14, 
1994).  The  findings  in  this  report  suggest  that  a substantial 
proportion  of  laboratories  would  perform  these  screenings 
if  encouraged  by  state  health  departments. 


A CDC-developed  video,  “E.  coli  0157:H7 — What  the 
Clinical  Microbiologist  Should  Know,”  provides  a guide 
to  the  isolation  and  identification  of  E.  coli  0157:H7.  This 
video  is  available  from  the  Association  of  State  and 
Territorial  Public  Health  Laboratory  Directors,  1211  Con- 
necticut Avenue,  NW,  Suite  608,  Washington,  DC  20036; 
fax  (202)  887-5098. 
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CALL  FOR  PAPERS 

Members  of  the  Connecticut  State  Medical  Society 
reading  papers  before  other  organizations  are 
requested  to  submit  their  papers  to  the  JOURNAL 
for  consideration  by  the  Board  of  Editors  for 
publication.  Authors  preparing  manuscripts  for 
submission  to  Connecticut  Medicine  should 
consult  Information  for  Authors.  This  material 
may  be  obtained  from  most  issues  of  Connecticut 
Medicine  or  from  the  Journal  office.  Adherence 
to  the  instructions  will  prevent  delays  both  in 
acceptance  and  in  publication. 

Any  papers  set  up  using  a computer  should  be 
submitted  on  a diskette  along  with  the  hardcopy. 

Please  send  them  to: 

Robert  U.  Massey,  M.D. 

Connecticut  Medicine 
160  St.  Ronan  Street 
New  Haven,  CT  06511 
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Barry  L.  Zaret,  M.D. 
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Robert  J.  Myerburg,  M.D. 
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Yale  University  School  of  Medicine,  310  Cedar 
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THE  MEDICAL  LETTER 


Advice  for  Travelers 

ON  DRUGS  AND  THERAPEUTICS 


PATIENTS  planning  to  travel  to  other  countries  often 
ask  physicians  for  advice  about  immunizations  and 
prevention  of  diarrhea  and  malaria.  Legal  requirements 
for  entry  and  epidemiological  conditions  in  different  coun- 
tries vary  from  time  to  time,  often  unpredictably , but  some 
reasonable  recommendations  can  be  made.  More  detailed 
information  is  available  in  Health  Information  for  Inter- 
national Travel,  published  annually  by  the  Centers  for 
Disease  Control  and  Prevention  (CDC),  which  can  be 
obtained  from  the  Superintendent  of  Documents,  US 
Government  Printing  Office,  Washington,  DC  20402. 
Up-to-date  automated  information  is  available  from  the 
CDC  by  telephone  (404)  332-4559)  or  fax  (404)  332- 
4565). 

TRAVELERS’  DIARRHEA — The  most  common 
cause  of  travelers’  diarrhea,  usually  a self-limited  illness 
lasting  several  days,  is  infection  with  enterotoxigenic  E. 
coli.  Campylobacter,  Shigella,  Salmonella,  viruses,  and 
parasites  are  less  common  causes  of  this  disorder.  Travel- 
ers to  areas  where  hygiene  is  poor  should  be  advised  to 
avoid  foods  that  are  not  steaming  hot,  raw  vegetables,  fruit 
they  have  not  peeled  themselves,  and  tap  water,  including 
ice. 

Prophylaxis — Medical  Letter  consultants  generally  do 
not  prescribe  drugs  prophylactically,  but  rather  instruct 
the  patient  to  begin  treatment  promptly  when  symptoms 
occur.  When  prophylaxis  is  indicated,  ciprofloxacin 
(Cipro),  500  mg  once  daily,  ofloxacin  (Floxin),  300  mg 
once  daily,  or  norfloxacin  (Noroxin),  400  mg  once  daily, 
is  recommended  (HL  DuPont  and  CD  Ericsson,  N Engl  J 
Med,  1993;  328:1 821).  Pepto-Bismol,  an  over-the-counter 


Reprinted  with  permission  from  The  Medical  Letter.  Vol.  36,  13  May 
1994. 


formulation  of  bismuth  subsalicylate,  can  also  prevent 
diarrhea  in  travelers  who  take  two  tablets  four  times  daily 
with  meals  and  at  bedtime.  Pepto-Bismol  turns  the  tongue 
and  stool  black  and  sometimes  can  cause  mild  tinnitus. 
Patients  who  are  allergic  to  salicylates  or  are  taking 
therapeutic  doses  of  salicylates  or  anticoagulants  should 
not  take  Pepto-Bismol,  and  no  one  should  take  it  for  more 
than  three  weeks.  Bismuth  subsalicylate  may  decrease  the 
bioavailability  of  doxycycline  ( Vibramycin,  and  others), 
which  is  sometimes  used  for  malaria  prophylaxis. 

Treatment — Oral  rehydration  solutions,  available  in 
pharmacies  and  grocery  stores  in  many  countries,  can  help 
maintain  fluid  balance  (CD  Ericsson  and  HL  DuPont,  Clin 
Infect  Dis,  1993;  16:616).  Loperamide  hydrochloride 
(Imodium),  a synthetic  opioid  (4-mg  loading  dose,  then  2 
mg  orally  after  each  loose  stool,  to  a maximum  of  16  mg 
per  day)  can  relieve  symptoms.  If  diarrhea  is  moderate  or 
severe,  ciprofloxacin  (500  mg  b.i.d.),  norfloxacin  (400  mg 
b.i.d.),  or  ofloxacin  (300  mg  b.i.d.)  is  recommended  until 
symptoms  resolve,  for  up  to  three  days  (GS  Murphy  et  al, 
Ann  Intern  Med,  1993;  118:582).  Trimethoprim- 
sulfamethoxazole  (Bactrim,  Septra,  and  others),  160/800 
mg  b.i.d.,  is  an  alternative,  but  resistance  to  this  drug  has 
become  common  in  many  areas  (HL  DuPont,  Drugs, 
1993;  45:910). 

IMMUNIZATION — Cholera — The  risk  of  cholera 
to  tourists  is  very  low;  the  currently  licensed  parenteral 
vaccine,  which  is  prepared  from  killed  bacteria,  has  lim- 
ited effectiveness,  often  causes  reactions,  and  is  generally 
not  recommended  for  travelers  ( Medical  Letter,  1991; 
33:107). 

Hepatitis  A — To  prevent  hepatitis  A,  immune  globulin 
may  be  advisable  for  susceptible  travelers  going  to  areas 
where  hygiene  is  poor,  particularly  those  going  outside  the 
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usual  tourist  routes.  It  should  be  given  close  to  the  time  of 
departure  in  a dose  for  adults  of  2 ml  intramuscularly  for 
a stay  of  less  than  three  months,  and  5 ml  for  a longer  stay, 
repeated  every  five  months.  The  dose  for  children  is  0.02 
ml/kg  for  a stay  of  less  than  three  months,  and  0.06  ml/kg 
for  a longer  period.  Immune  globulin  made  in  the  USA 
will  not  transmit  HIV  ( Morbid  Mortal  Weekly  Rep,  39, 
RR-2: 1,  9 Feb  1990).  An  inactivated  whole  virus  vaccine 
against  hepatitis  A (SKB  HAVrix)  may  soon  be  available 
here  (FE  Andre  et  al,  Vaccine,  10  suppl  1 :S  1 60,  1992).  A 
controlled  trial  of  a similar  vaccine  demonstrated  a high 
degree  of  effectiveness  (A  Werzberger  et  al,  NEngl  JMed, 
1992;  327:453). 

Hepatitis  B — Vaccination  against  hepatitis  B is  not 
ordinarily  recommended  for  foreign  travel,  except  for 
medical  personnel  whose  work  could  require  handling  of 
body  fluids,  or  for  people  who  expect  to  have  sexual 
contacts,  receive  medical  or  dental  care,  or  stay  for  more 
than  six  months  in  areas  such  as  Southeast  Asia  or  sub- 
Saharan  Africa,  where  hepatitis  B is  highly  endemic. 
Hepatitis  B vaccine  is  less  effective  when  injected  into  the 
gluteal  area,  where  it  may  not  reach  muscle;  it  should  be 
injected  into  the  deltoid  in  a series  of  three  doses  over  two 
to  (preferably)  six  months. 

Japanese  Encephalitis — V accination  against  Japanese 
encephalitis,  a frequently  fatal  mosquito-borne  disease 
that  occurs  in  rural  Asia,  should  be  considered  for  travel- 
ers who  anticipate  spending  a month  or  longer  in  rural 
rice-growing  areas  where  they  will  be  heavily  exposed  to 
mosquitoes.  Countries  where  the  disease  may  be  a prob- 
lem include  Bangladesh,  Cambodia,  China,  India, 
Indonesia,  Korea,  Laos,  Malaysia,  Myanmar  (Burma), 
Nepal,  Pakistan,  the  Philippines,  Singapore,  Sri  Lanka, 
Taiwan,  Thailand,  Vietnam,  and  eastern  areas  of  Russia. 
The  disease  now  occurs  only  rarely  on  the  main  islands  of 
Japan  or  in  Hong  Kong.  The  attack  rate  in  travelers  is  very 
low;  in  the  past  10  years,  fewer  than  10  cases,  most  of  them 
in  military  personnel,  have  been  documented  in  US  citi- 
zens. A formalin-inactivated,  purified  mouse-brain-de- 
rived  vaccine  that  has  been  shown  to  protect  against  the 
disease  is  now  available  in  the  USA  (JE-Vax-  Connaught). 
Allergic  reactions,  including  urticaria  and  angioedema, 
have  been  reported  ( Morbid  Mortal  Weekly  Rep,  42,  RR- 
1:12,  1993).  When  indicated,  a primary  series  of  three 
doses,  given  over  two  to  (preferably)  four  weeks,  is 
recommended. 

Measles — People  born  after  1956  who  have  not  re- 
ceived two  doses  of  measles  vaccine  (after  their  first 
birthday)  and  do  not  have  a physician-documented  history 
of  infection  or  laboratory  evidence  of  immunity  should 
receive  a single  dose  of  measles  (or  measles-mumps- 
rubella)  vaccine  before  traveling  anywhere,  but  at  least 
two  weeks  before  or  three  months  after  immune  globulin. 


Meningococcal  Disease — Meningococcal  vaccine  is 
recommended  only  for  tourists  traveling  to  areas  where 
epidemics  are  occurring.  Epidemics  occur  frequently  in 
sub-Saharan  Africa  from  December  to  June,  and  also  in 
northern  India  and  Nepal.  Saudi  Arabia  requires  a certifi- 
cate of  immunization  for  pilgrims  to  Mecca.  A single-dose 
vial  of  quadrivalent  meningococcal  polysaccharide  vac- 
cine against  N.  meningitidis  serogroups  A,  C,  Y,  and 
W135  is  available  from  Connaught  Laboratories  (MS 
Wolfe,  Infect  Dis  Clin  Pract,  1992;  1:409). 

Polio — Adult  travelers  to  tropical  or  developing  coun- 
tries who  have  not  previously  been  immunized  against 
polio  should  receive  a primary  series  of  enhanced  inacti- 
vated polio  vaccine  (elPV).  If  protection  is  needed  within 
four  weeks,  a single  dose  of  elPV  or  tri valent  (live)  oral 
polio  vaccine  (OPV)  is  recommended,  but  OPV  rarely  can 
cause  vaccine-induced  polio  (one  case  per  million  first 
doses  distributed),  particularly  in  previously  unimmunized 
adults.  Previously  unimmunized  children  should  receive  a 
primary  series  of  OPV.  Travelers  who  have  previously 
completed  a primary  series  should  receive  a booster  dose 
of  OPV  or  elPV. 

Rabies — Pre-exposure  immunization  against  rabies  is 
recommended  for  travelers  with  an  occupational  risk  of 
exposure  or  those  traveling  for  extended  periods  in  en- 
demic areas.  People  at  high  risk  of  being  exposed  should 
receive  three  injections  of  rabies  vaccine  over  three  or  four 
weeks  {Medical  Letter,  1990;  32:  117)  . 

Tetanus  and  Diphtheria — Whether  traveling  or  not, 
everyone  should  receive  a tetanus-diphtheria  toxoid  (Td) 
booster  injection  every  10  years.  For  travelers,  the  Td 
booster  is  especially  important  for  those  going  to  develop- 
ing countries  and  to  Russia  and  the  Ukraine,  where  a large 
outbreak  of  diphtheria  has  been  occurring  in  recent  years 
{Morbid  Mortal  Weekly  Rep,  42:840,  5 Nov  1993). 

Typhoid — In  the  past,  parenteral  typhoid  vaccine  pre- 
pared from  killed  bacteria  was  recommended  for  travel  to 
rural  areas  of  tropical  countries,  where  typhoid  tends  to  be 
endemic,  or  to  any  area  where  an  outbreak  was  occurring. 
The  parenteral  vaccine  is  not  fully  protective,  however, 
and  often  causes  one  to  two  days  of  pain  at  the  site  of 
injection,  sometimes  accompanied  by  fever,  malaise,  and 
headache.  A live  oral  vaccine  (VivotifBerna  Swiss  Serum 
and  Vaccine  Institute),  reported  to  be  equally  effective, 
protective  longer,  and  better  tolerated  (ed.  Lancet,  1992; 
340:341),  is  now  available  in  the  USA  from  Berna  Prod- 
ucts (1-800-533-5899).  The  traveler  takes  one  enteric- 
coated  capsule  every  other  day  for  a total  of  four  capsules, 
beginning  at  least  two  weeks  before  departure.  A new 
purified  capsular  polysaccharide  vaccine  (Typhim  Vi- 
Connaught  Pasteur  Merieux)  is  also  effective  and  requires 
only  a single  parenteral  dose  (WS  Arnold  et  al,  J Infect, 
1992;  25:63). 
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Yellow  fever — Yellow  fever  vaccine,  an  attenuated 
live  virus  vaccine  prepared  in  eggs,  is  recommended  for 
travel  to  rural  areas  in  the  yellow  fever  endemic  zones, 
which  include  most  of  tropical  South  America  and  most  of 
Africabetween  15°Nand  15°S.  An  outbreak  of  the  disease 
was  recently  reported  in  Kenya  (US  Public  Health  Service 
Advisory  Memorandum  No.  104,  24  March  1993).  The 
vaccine  is  available  in  the  USA  only  in  centers  designated 
by  state  health  departments.  Boosters  are  given  every  10 
years.  Some  countries  in  Africa  require  a certificate  of 
yellow  fever  vaccination  from  all  entering  travelers;  other 
countries  in  Africa,  South  America,  and  Asia  require 
evidence  of  vaccination  from  travelers  coming  from  in- 
fected or  endemic  areas. 

Other  recommendations — More  than  one  vaccine  can 
be  given  at  the  same  time.  Antibiotics  should  be  avoided, 
if  possible,  for  one  week  before  and  three  weeks  after  oral 
typhoid  vaccine.  Immunocompromised  or  pregnant  pa- 
tients generally  should  not  receive  live  virus  vaccines,  but 
measles  vaccine  is  recommended  for  HIV-infected  pa- 
tients (. Morbid  Mortal  Weekly  Rep,  43,  RR-1:21,  28  Jan 
1994). 

MALARIA — Countries  with  a risk  of  malaria  are  listed 
in  the  table  that  follows;  additional  information  is  avail- 
able from  the  CDC  at  (404)  332-4555.  Some  countries 
with  both  urban  and  rural  malaria  may  not  have  any 
malaria  in  major  cities  most  frequently  visited  by  tourists. 
Kenya,  for  example,  has  no  malaria  in  Nairobi,  and  Brazil 


has  none  in  Rio  de  Janeiro.  Bombay,  on  the  other  hand,  has 
recently  had  some  epidemics. 

Recommendations  for  prevention  of  malaria  were  pub- 
lished in  the  Medical  Letter  article  on  Drugs  for  Parasitic 
Infections, volume 35, page  111,  10 Dec  1993. Mefloquine 
(Lariam),  250  mg  once  a week,  is  the  drug  of  choice  for 
travel  to  areas  with  chloroquine-resistant  malaria,  except 
the  Thai-Cambodian  and  Thai-Burmese  border  areas, 
where  mefloquine  resistance  is  common  and  doxycycline, 
100  mg  daily,  is  preferred.  Chloroquine  resistance  has 
been  reported  in  all  areas  where  malaria  occurs,  except  for 
Central  America  west  of  the  Panama  Canal  Zone,  Mexico, 
Haiti,  the  Dominican  Republic,  and  parts  of  the  Mideast 
(including  Egypt,  Syria,  and  Iraq).  In  chloroquine-sensi- 
tive  areas,  chloroquine  (Aralen,  and  others)  300  mg  base 
once  a week,  is  the  drug  of  choice.  In  all  malarious  areas, 
use  of  room  sprays,  mosquito  nets,  window  screens, 
clothing  with  long  sleeves  and  long  pants,  and  insect 
repellents  containing  up  to  35%  diethyltoluamide  (deet)  is 
recommended,  especially  during  evening  and  night  hours. 
Deet  can,  however,  cause  severe  reactions,  particularly  in 
higher  concentrations  or  with  prolonged  or  excessive  use 
in  children.  Spraying  clothing  with  permethrin 
(Permanone)  and  using  permethrin-impregnated  mos- 
quito nets  are  also  helpful.  Since  none  of  these  measures 
is  100%  effective,  travelers  to  malarious  areas  should  be 
advised  to  seek  prompt  medical  attention  for  febrile  illness 
while  traveling  or  for  up  to  a year  afterwards. 


Countries  with  a Risk  of  Malaria* 


AFRICA 

Madagascar 

Zambia 

**Bhutan 

Angola 

Malawi 

Zimbabwe 

Cambodia 

Benin 

Mali 

AMERICAS 

**China,  People's  Republic 

Botswana 

Mauritania 

**  Argentina 

India 

Burkina  Faso 

**Mauritius 

**Belize 

Indonesia 

Burundi 

Mayotte 

**Bolivia 

**lran 

Cameroon 

(French  territorial 

Brazil 

Iraq 

Central  African  Republic 

collectivity) 

**Colombia 

Lao  People’s  Democratic  Republic 

Chad 

Mozambique 

**Costa  Rica 

Malaysia 

Comoros 

Namibia 

**Dominican  Republic 

**Myanmar 

Congo 

Niger 

Ecuador 

**Nepal 

Cote  d’Ivoire 

Nigeria 

**EI  Salvador 

Oman 

Djibouti 

Rwanda 

French  Guiana 

Pakistan 

**Egypt 

Sao  Tome  and  Principe 

**Guatemala 

**Philippines 

Equatorial 

Senegal 

**Guyana 

Saudi  Arabia 

Guinea 

Sierra  Leone 

Haiti 

Sri  Lanka 

Ethiopia 

Somalia 

**  Honduras 

**Syrian  Arab  Republic 

Gabon 

**South  Africa 

**Mexico 

Tajikistan 

Gambia 

Sudan 

Nicaragua 

**Thailand 

Ghana 

Swaziland 

**Panama 

Turkey 

Guinea 

Tanzania,  United  Republic 

**  Paraguay 

United  Arab  Emirates 

Guinea-Bissau 

Togo 

**Peru 

**Vietnam 

Kenya 

Uganda 

**Suriname 

Yemen 

Liberia 

Zaire 

**Venezuela 

ASIA 

OCEANIA 

Papua  New  Guinea 

* Adapted  from  Health  Information  for  International  Travel,  1993. 

Afghanistan 

Solomon  Islands 

Only  includes  countries  for  which  prophylaxis  is  recommended. 
**No  malaria  in  urban  areas. 

Azerbaijan 

Bangladesh 

Vanuatu 
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“F  illing  out  insurance  forms  gives  my  patients 
a pain  in  the  neck.” 

— Dr.  Patrick  J.  Carolan,  Orthopedics,  Bridgeport,  CT 


“Good  medical  care  was  once  as  easy  as  seeing  your  doctor. 
Complications  set  in.  Forms  to  fill  out.  Deductibles.  Hidden  costs.  Partial 
coverage.  Non-medical  intrusions  into  the  patient-physician  relationship.” 

“Doctors  decided  to  do  something  about  it.  Through  our  State  Medical 
Society,  we  first  created  CSMS-IPA,  Connecticut's  only  statewide  I PA. 
Then  we  launched  M.D.  Health  Plan,  based  on  a simple  principle:  The  best 
medicine  for  patients  is  practiced  by  physicians — not  insurance  companies, 
not  benefit  managers,  not  cost  analysts.” 

“It  worked!  Now  the  fastest  growing  health  plan  in  Connecticut  and  the 
choice  of  over  115,000  patients,  our  company  is  100%  owned  and  100% 
directed  by  practicing  physician.  Why  not?” 

Patrick  Carolan,  M.D. 


6 DEVINE  STREET  • NORTH  HAVEN,  CT  06473  • (203)  776-5759  • 1-800-345-9272 


Two  Poems 


The  Cruel  “Kindness” 


Let  Me  Go! 


Poor  thing,  she  doesn’t  know, 

Ssh,  she’ll  hear  you! 

Oh? 

The  Doctor  didn’t  explain. 

He  merely  said; 

Healing  takes  time,  if  you  have  patience. 
Just  stay  in  bed. 

Speak  to  me  of  death! 

I tire  of  surreptitious  whispers 
In  bated  breath! 

How  can  you  think 
To  keep  my  death  from  me? 

I do  not  shrink 

From  lifes  uncharted  sea! 

I know  that  I am  dying, 

But  so  are  you! 

All  living  is  goodbying; 

We  differ,  yes. 

But  only  in  one  way — 

My  time  is  less 

So  speak  to  me  of  death,  today! 


I'm  tired  Lord — 

And  they  won’t  let  me  go; 
They  try  to  keep  me  here, 
With  every  means  they  know. 
I hurt  Lord, 

And  yet  they  still  insist 
Against  my  helpless  will, 
That  I exist. 

The ’re  wrong  Lord! 

Life  isn’t  merely  breath; 
Why  can’t  they  understand, 
The  pain  of  living  death? 

I’m  not  depressed  Lord, 

Or  senile  or  insane; 

I’m  old,  and  sick. 

And  mired  in  hopeless  pain. 
I’m  tired  Lord, 

I want  to  go,  how  long, 
Before  they  understand. 

To  hold  me  here — is  wrong! 


Shirley“Sam"  McBride 
East  Hartford 
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1994  PDR 
Guide  to  Drug 
Interactions, 
Side  Effects, 
Indications™ 


(Medical  Economics  Data,  $46.95, 
ISBN  1-56363-067-2) 


The  most  comprehensive  and  reli- 
able publication  of  its  kind — cross 
referenced  to  your  1 994  PDR ! You  get 
the  most  up-to-date  listings  in  three 
vital  areas: 


■ Interactions:  For  a quick  check  of  potential  complications,  this  easy-to-access  section  lists 
problematic  drug  combinations — with  all  brands  and  generic  categories  that  could  be  involved.  It 
even  covers  sometimes  hard-to-pin-down  food  interactions. 

■ Side  effects:  When  a situation  indicates  a possible  adverse  drug  reaction,  simply  look  up  the 
specific  sign,  symptom  or  abnormality.  You’ll  see  if  any  prescribed  medicines  may  be  the  source  of 
the  problem  with  percentage  of  incidence  where  supplied  to  help  pinpoint  the  most  likely  cause. 

■ Indications:  Flere  are  descriptions  of  the  clinical  situations  you  may  face  and  lists  of  all  drugs 
indicated.  It  helps  identify  the  alternatives  whenever  a prescribing  conflict  occurs,  and  targets 
antibiotics  by  pathogen  and  system. 

Also  included  in  the  Guide  is  a listing  of  Certified  Poison  Control  Centers,  arranged  by  state,  as 
well  as  key  U.S.  Food  and  Drug  Administration  professional  and  consumer  information  contacts. 
Medical  Economics  Data  is  a leading  provider  of  health-care  information  products  and  services, 
including  customized  and  proprietary  products  for  professionals,  institutions  and  other  who  use, 
deliver,  administer,  market  or  evaluate  health-care  products  and  services. 


CALL  TOLL-FREE  1-800-678-5689 
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Guest  Editorial 


There  Is  a Role  for  Both 
Primary  and  Specialty  Physicians 

In  April  Dr.  Frederick  Sachs  wrote  a Guest  Editorial, 
“Health-Care  Reform — Will  it  Play  in  Peoria?”  He  im- 
plied that  increasing  the  proportion  of  primary-care  phy- 
sicians to  specialists  in  America  would  prove  unacceptible 
to  our  patients  and  “reduce  the  quality  of  the  medical 
services  we  provide.”  I do  not  agree. 

A major  goal  of  health-system  reform  is  to  provide  all 
Americans  access  to  high  quality  medical  care.  Efforts  at 
reform  are  aimed  at  providing  that  care  at  reasonable  cost. 
At  the  present  time  health-care  costs  are  rising  at  an 
alarming  rate  because  of  a number  of  factors.  Placing  an 
emphasis  on  primary  care  and  encouraging  physicians  to 
enter  these  fields  is  one  attempt  to  control  costs.  Several 
articles  have  demonstrated  that  primary-care  physicians 
can  provide  care  equivalent  to  their  specialist  colleagues 
at  significantly  less  cost.13  The  goal  is  not  to  eliminate  the 
specialist,  as  Dr.  Sachs  implies,  but  rather  to  shift  the 
balance  back  toward  primary  care  rather  than  the  system 
we  have  now  in  which  specialists  predominate. 

I disagree  with  Dr.  Sachs  that  societal  behavior  will 
hinder  this  shift  towards  primary  care.  I believe  that 
Americans  are  looking  for  primary-care  physicians,  not 
only  in  rural  areas  as  he  contends,  but  all  over  this  country. 
Americans  are  seeking  physicians  who  will  act  as  their 
advocates  and  work  with  them  to  coordinate  their  health 
needs  as  a whole  person,  not  as  a sum  of  their  organ 
systems. 

To  use  Dr.  Sachs’  automobile  analogy,  I think  that 
many  Americans  are  tired  of  trying  to  self-diagnose  what 
is  wrong  with  their  cars.  Those  of  us  not  familiar  with 
automobile  mechanics  only  know  that  something  isn’t 
running  right,  or  that  there  is  a certain  sound  that  shouldn’  t 
be  there.  We  don’t  know  if  it  is  the  drive  shaft,  the  muffler, 
or  some  other  part.  Therefore  we  seek  out  the  car  mechanic 
we  have  used  for  years  and  ask  him  to  diagnose  the 
problem  and  repair  it  if  the  problem  is  within  his  area  of 
expertise  (as  it  almost  always  is).  It  would  be  very  frustrat- 
ing and  expensive  to  go  to  the  various  specialty  shops 
looking  for  the  source  of  the  problem.  This  same  general 
mechanic  may  also  know  the  intricacies  and  quirks  of  that 
car  and  can  give  sound  advice  about  what  is  worth  fixing 
and  what  is  not  because  he  knows  that  car  as  a functioning 
machine,  not  as  a muffler  or  an  engine  or  a suspension. 


I agree  that  our  legal  system  as  it  presently  stands  is  an 
impediment  to  health-system  reform.  However,  we  physi- 
cians should  not  allow  the  system  to  dictate  how  we 
provide  medical  care.  Tests,  procedures,  and  referrals 
should  be  done  because  they  are  needed  and  important  in 
the  care  of  our  patients,  not  out  of  fear  of  litigation.  Our 
legal  system  needs  to  be  reformed  such  that  there  are  limits 
to  liability,  limits  on  insurance  premiums,  and  restriction 
of  nuisance  suits.  All  physicians,  regardless  of  specialty, 
need  to  convey  to  their  congressional  representatives  the 
importance  and  absolute  necessity  of  these  changes. 

There  is  no  question  that  in  certain  circumstances  “spe- 
cialty” care  results  in  improved  outcome  over  “generalist” 
care  in  a hospital  setting.  Specialized  transplantation  cen- 
ters, burn  units,  etc.  have  their  place.  However,  to  assume 
that  all  hospitalized  care  is  best  provided  in  a “center”  is 
an  over  simplification.  A recent  article  studied  the  out- 
come of  acute  myocardial  infarction  patients  treated  in 
centers  with  angiogram  capability  vs  hospitals  without 
that  immediate  service.  The  results  indicated  that  patients 
in  centers  were  more  likely  to  undergo  the  procedure,  but 
there  was  no  evidence  that  it  improved  outcome.4  It  cer- 
tainly did  increase  costs. 

Primary-care  physicians  are  not  trying  to  “avoid  spe- 
cialty involvement”  as  Dr.  Sachs  suggests.  We  understand 
the  importance  of,  and  appreciate  the  expertise  of,  our 
specialist  colleagues.  We  understand  that  we  would  not  be 
able  to  provide  optimal  care  for  our  patients  without  them, 
however  that  does  not  mean  we  abdicate  our  legitimate 
and  important  role  in  patient  care.  HCFA  is  well  aware  of 
the  value  of  primary  physicians  as  case  managers  as  it 
looks  toward  the  addition  of  CPT  codes  for  the  role  we 
play  in  the  care  of  hospitalized  patients.  Specialty  physi- 
cians should  embrace  the  role  of  the  primary  physician 
who  often  has  a long-term  relationship  with  a patient  and 
family,  acts  as  liaison  between  the  specialist  and  the 
patient,  and  often,  because  of  that  relationship,  can  pre- 
vent legal  action  in  cases  with  less  than  optimal  outcomes. 

I submit  that  health-system  reform  with  a role  for  both 
primary  and  specialty  physicians  will  “play  in  Peoria”  and 
all  over  the  United  States,  as  it  already  does  in  many  parts 
of  the  world.  Primary  physicians  are  not  trying  to  “take 
over”  and  “eliminate”  specialists.  However,  we  do  feel 
that  a correction  of  the  imbalance  of  specialty  to  primary 
physicians  needs  to  occur,  both  in  numbers  and  in  parity 
of  reimbursement.  This  is  long  overdue.  These  changes 
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must  be  addressed  if  we  are  to  have  a high-quality,  cost- 
effective,  caring  and  personal  health-care  system  that  is 
the  best  in  the  world.  More  importantly,  all  physicians, 
whether  primary  or  specialty,  rural  or  urban,  large  center 
or  small  community  hospital  based,  need  to  work  together 
as  health  system  reform  takes  place.  Division  within  our 
ranks  will  only  spell  disaster  for  those  of  us  who  practice 
medicine  and  for  the  patients  we  serve.  We  all  need  to  take 
an  active  role  as  Congress  works  on  a reform  package  that 
is  sure  to  affect  significantly  the  way  we  provide  the 
nation’s  health  care. 

Charlene  C.  Li,  M.D. 

President  Elect 
Connecticut  Academy  of  Family  Physicians 

Windsor 
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Our  Own  Worst  Enemies 

As  the  pace  of  health-care  reform  quickens,  the  medical 
profession  is  under  increasing  pressure  to  develop  alterna- 
tive systems  for  the  delivery  of  medical  care.  Theoreti- 
cally, the  most  attractive  solution  would  be  one  in  which 
doctors  develop  a physician-controlled  organization  that 
enters  into  contractual  relationships  with  third  party  pay- 
ers and  hospitals.  Conceptually  physician-owned  and  phy- 
sician-managed organizations  best  represent  the  goals  of 
the  medical  community.  In  the  ideal  world,  physicians, 
working  together,  can  provide  their  patients  with  the  best 
possible  care,  free  from  the  intrusion  of  external  organiza- 
tions whose  concern  about  the  “bottom  line”  may  ad- 
versely effect  the  care  provided  by  physicians. 

Unfortunately,  the  track  record  of  physician-owned 
organizations  in  Connecticut  has  not  been  an  exemplary 
one. 

In  1 975,  the  Greater  Bridgeport  IPA  helped  to  establish 
Physicians  Health  Services  (PHS).  Given  its  origins,  it 
was  believed  that  PHS  would  help  the  participating  doc- 


tors provide  high-quality  care  because  the  physician- 
founders  would  be  able  to  establish  the  rules  by  which  the 
organization  would  operate.  However,  as  time  evolved, 
relations  between  the  executive  structure  of  PHS  and  the 
Greater  Bridgeport  IPA  deteriorated,  culminating  in  the 
celebrated  law  suit  of  1993  in  which  PHS  successfully 
sued  the  Greater  Bridgeport  IPA  under  antitrust  statutes. 

In  1979,  the  New  Haven  County  IPA  created  Health 
Care  Inc.  Once  again,  this  was  a physician-controlled 
organization  and  the  same  assumption  was  made  that  if 
physicians  founded  and  controlled  an  organization,  the 
organization  would  best  represent  the  physician-founders. 
Unfortunately,  after  nearly  going  bankrupt,  Health  Care 
Inc  was  sold  to  Blue  Cross  in  1988.  This  health  mainte- 
nance organization,  established  by  physicians,  is  now  part 
of  the  largest  insurer  in  the  State  of  Connecticut. 

The  causes  that  produced  the  above  scenarios  are  easy 
to  ascertain.  To  begin  with,  most  physicians  are  not 
schooled  in  the  world  of  business  and  finance.  Whenever 
they  develop  an  entity  that  must  deal  with  sophisticated 
and  time-consuming  financial  matters,  it  is  necessary  for 
them  to  obtain  the  advice  and  expertise  of  consultants  and 
managers.  These  managers  have  their  own  language  and 
culture,  and  in  time  the  organization  is  filled  with  such 
individuals.  In  addition,  physician  participation  in  organi- 
zations is  often  limited  to  financial  support  and  sporadic 
attendance  at  annual  meetings.  The  claim  that  “I  couldn’t 
be  at  the  meeting  because  I was  busy  seeing  my  patients” 
is  repeated  at  hospitals  throughout  the  state.  Each  hospital 
staff  is  blessed  with  a handful  of  physician  activists  amid 
a vastly  larger  number  of  physicians  whose  participation 
in  medical  affairs  is  minimal  or  nonexistent.  It  is  no 
wonder  that  after  a period  of  time,  the  physician-founded 
organization  appears  identical  to  any  other  “lay”  organi- 
zation delivering  similar  services. 

Given  these  facts,  it  is  easy  to  see  why  hospitals  and 
insurance  companies  have  assumed  the  position  they  now 
occupy.  If  physicians  cannot  get  their  “act  together,”  the 
state’s  hospitals  and  insurance  carriers  can.  Physicians 
must  thus  decide  whether  actively  to  involve  themselves 
in  organizational  activities  or  else  turn  management  ac- 
tivities over  to  administrative  personnel.  If  they  choose  to 
become  activists,  the  commitment  must  be  for  the  long 
term;  if  they  choose  to  turn  over  control,  they  must  decide 
whether  to  entrust  their  fortunes  to  the  hospitals  in  which 
they  practice  or  to  the  insurance  carrier  of  their  choice.  I 
feel  that  the  choice  is  a simple  one.  The  chief  executive 
officer  of  an  insurance  company  uses  the  “bottom  line”  as 
a guide  to  determining  the  direction  the  organization  is  to 
take,  and  it  is  not  often  that  the  bottom  line  will  be 
enhanced  by  providing  more  patient  care.  On  the  other 
hand,  the  chief  executive  officer  of  a hospital  recognizes 
that  the  hospital  bottom  line  is  improved  by  providing 
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patients  with  comprehensive,  cost-effective  patient  ser- 
vices. The  mission  of  the  hospital  is  to  provide  care,  not  to 
avoid  it.  It  would  seem  to  me  that  although  relations 
between  physicians  and  hospitals  have  not  always  been 
the  most  harmonious,  in  this  new  era  physicians  have 
more  in  common  with  hospitals  than  they  do  with  insur- 


ance companies. 

One  thing  is  certain.  We  cannot  continue  with  the 
present  system  which  includes  relative  inactivity  on  our 
part  and  distrust  of  all  others  in  the  health-care  field. 

Frederick  L.  Sachs.  M.D. 

New  Haven 


Pregnancy  Research  Project  Begins  at 
Lyme  Disease  Foundation 

A new  study  designed  to  describe  the  clinical  and  laboratory  aspects  of  gestational  Lyme  Borreliosis  is 
scheduled  to  begin  this  month.  The  Lyme  Disease  Foundation.  Inc.,  a voluntary  health  organization 
dedicated  to  making  Lyme  disease  a non-risk,  will  coordinate  the  program. 

The  two  year  prospective  study  will  be  conducted  through  a partnership  among  the  Lyme  Disease 
Foundation,  North  American  Laboratory  groups  in  New  Britain.  Connecticut  and  St.  Elizabeth's  Hospital 
in  Beaumont,  Texas. 

Gynecologists  and  obstetricians  currently  caring  for  pregnant  women  who  have  contacted  Lyme  disease 
before  or  during  pregnancy  are  urged  to  enroll  their  patients  in  this  study. 

Participants  from  Lyme  disease  endemic  states  are  preferred.  Those  states  are  California.  Connecticut. 
Delaware.  Mary  land.  Massachusetts.  Minnesota.  New  Jersey.  New  York.  Pennsylvania.  Rhode  Island,  and 
Wisconsin. 

OB/GYN  doctors  wishing  more  information  should  call  or  write  the  program  director.  Martina  Ziska. 
M.D.,  at  the  Lyme  Disease  Foundation.  One  Financial  Plaza.  Hartford  CT  06103-2610:  (203)  525-2000: 
fax  (203)  525-8425. 
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INQUIRE  TODAY 


ENDORSED  BY 

THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 

• OFFICE  OVERHEAD  AND  DISABILITY 
INSURANCE  PACKAGE 
[Rates  based  on  a 30  day  waiting  period 
for  ages  30-39] 

$1,500.00  weekly  disability  indemnity 
semi-annual  premium  is  $528.15* 
$20,000.00  monthly  overhead  indemnity 
semi-annual  premium  is  $561.00 

‘Optional  Residual  and  COLA  benefits  available 


• Term  Life  Insurance 

• Employee  Benefit  Package 


AYR  INSURANCE  AGENCY 

DIVISION  OF 

LESTER  L.  BURDICK,  INC. 


105  SANFORD  STREET 


HAMDEN,  CT  06514 


288-4302 


COMMENTARY 


Reflections  on  Medicine:  History 

HARRY  H.  MARK.  M.D. 


ONE  of  the  wonderful  features  of  our  brain  is  its  ability 
to  forget.  This  httle  appreciated  and  httle  talked 
about  function  seems  positively  essential  to  normal  life, 
for  the  sum  total  of  sensor}'  perceptions  that  constantly 
bombard  the  brain — from  the  eye.  ear.  or  nose — would  in 
no  time  at  all  overwhelm  its  retentive  capacity  and  render 
it  useless  to  orchestrate  our  behavior. 

What  saves  us  from  such  chaos  is  the  selectivity  of  our 
memory,  allowing  us  to  forget  some  things  and  remember 
others — remember  for  a short  time  or  for  life.  And  as 
common  forensic  experience  teaches,  this  selective  for- 
getting or  remembering  varies  widely  from  person  to 
person,  depending  on  experiences  from  the  past  and  ex- 
pectations for  the  future  that  are  brought  to  the  present 
situation. 

The  difficult}'  in  forgetting  some  loss,  for  instance,  or  to 
stop  dwelling  on  adversity  or  succumbing  to  endless  grief 
often  leads  to  melancholy.  The  clinical  anxiety'  and  de- 
pression that  ensue  may  ultimately  even  result  in  loss  of 
life  by  suicide . In  other  cases,  bearing  a continuous  grudge 
and  perpetual  longing  for  revenge  can  lead  to  stress,  anger, 
and  ultimately  to  loss  of  life  by  murder.  The  healing  power 
of  the  passage  of  time  in  lifting  the  burden  of  loss  or  injury 
often  lies  in  the  ability  to  forget. 

Society,  composed  as  it  is  of  individual  human  beings, 
seems  to  function  naturally  along  similar  lines.  Its  collec- 
tive memory  stored  in  archives,  law  books,  and  traditions 
provides  the  foundation  for  present  behavior  and  aspira- 
tions for  the  future.  Without  it  we  would  need  to  invent  the 
wheel  anew  every  day.  References  appended  to  scholarly 
articles  are  another  example  of  building  upon  past  knowl- 
edge; even  the  most  startling  and  revolutionary  discovery 
does  not  arise  de  novo. 


HARRY  H.  MARK.  M.D..  F.A.C.S..  Member.  American  Association 
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And  yet.  to  emphasize  history  and  linger  in  the  past 
carries  its  price.  It  is  a fact  that  one  cannot  move  from  one 
point  to  another  without  first  leaving  the  starting  point 
behind.  Departure  from  the  status  quo.  according  to  New- 
ton. requires  energy,  and  entails  risks.  One  may  therefore 
prefer  to  awaken  the  fond  memories  of  "the  good  old 
times"  and  descend  into  the  abandoned  mine  digging  for 
new  gold.  Interest  in  history  grows  as  a matter  of  course 
with  advancing  years,  for  then  the  level  of  energy  and 
imagination  needed  to  move  forward  diminishes,  and 
above  all.  the  future  is  limited  and  possibly  dangerous. 
When  I first  came  into  the  field  of  medical  history  some  35 
years  ago.  the  advanced  age  of  its  mostly  amateur  practi- 
tioners was  striking. 

Inability  to  forget  may  well  be  at  the  root  of  a lot  of  evil 
in  our  time.  Hitler  exhorted  the  Germans  not  to  forget 
Versailles.  The  Serbs  would  not  forget  their  humiliation  at 
the  hands  of  the  Turks  some  300  years  ago.  Paintings  of 
those  events  are  said  to  hang  in  many  Serbs"  homes,  so  that 
history  could  indeed  be  blamed  for  part  of  the  murderous 
balkanization.  Or,  will  the  Irish  be  better  off  forgetting 
their  humiliation  at  the  hands  of  the  British  ? Some  tribes 
and  societies  still  adhere  to  the  covenant  of  "an  eye  for  an 
eye”;  cultural  traditions  call  for  revenge  as  a matter  of 
honor,  and  family  feuds  may  lead  to  endless  bloodshed. 
All  in  the  name  of  history — lest  one  forgets  some  per- 
ceived injury  or  injustice  of  the  past. 

George  Santayana  said  that  those  who  cannot  remem- 
ber the  past  are  condemned  to  repeat  it.  The  fascinating  or 
troublesome  state  of  human  affairs  is  such  though,  that 
they  are  conducted  with  two-sided  coinage.  It  could  there- 
fore be  equally  true  that  those  heavily  laden  with  past 
history7  never  reach  up  to  enjoy  the  bright  vistas  from  the 
top.  Heraclitus  said  over  two  millennia  ago  that  you 
cannot  step  twice  into  the  same  river,  and  given  the 
unidirectional  flow  of  time  history  can  never  exactly 
repeat  itself.  It  may  be  well  occasionally  to  forget  it. 
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To  Someone 
Who  Stutters, 
It’s  Easier  Done 
Than  Said. 

The  fear  of  speaking  keeps  many  people 
from  being  heard.  If  you  stutter  or  know  someone 
who  does,  write  or  call  for  our  free  informative 
brochures  on  prevention  and  treatment  of 
stuttering. 


1 

Stuttering 

FOUNDATION 

of  America 

■ 

FORMERLY  SPEECH  FOUNDATION  OF  AMERICA 

A Nori'Profit  Organization 
Since  1947 — 

Helping  Those  Who  Stutter 

P.O.  Box  11749 
Memphis,  TN  381 11-0749 

1-800-992-9392 
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COMMENTARY 


Clinton  Plan  Is  of  No  Use  Here 

EDWARD  R.  ANNIS,  M.D. 


NO  politician  would  dare  suggest  that  a bureaucracy 
be  empowered  to  choose  for  all  Americans  what  it 
considers  to  be  proper  food,  clothing,  or  shelter.  Most  of 
the  258  million  people  who  live  in  this  country  make 
decisions  about  these  commodities  without  interference 
from  the  government. 

Our  grocery  stores  display  a cornucopia  of  meats,  fruits, 
and  vegetables  that  satisfy  the  needs  of  our  diverse  popu- 
lation. Some  choices  are  high  in  fat,  cholesterol,  or  other 
unhealthy  ingredients.  However,  little  imagination  is  re- 
quired to  envision  the  outcry  if  a government  bureau- 
cracy— under  the  guise  of  protecting  the  health  of  Ameri- 
cans— tried  to  tell  people  which  food  items  they  were 
permitted  to  purchase. 

The  less  fortunate  can  use  food  stamps  to  buy  any  food 
items  they  wish.  How  would  these  people  react  if  bureau- 
crats were  given  the  power  to  tell  them  where  to  buy  their 
food  and  how  much  to  pay  for  it?  President  Clinton’s 
health-care  plan  would  impose  such  restrictions  in  the 
medical  marketplace,  and  those  who  refused  to  comply 
with  his  administration’ s proposed  regulations  would  face 
civil  and  criminal  sanctions. 


Reprinted  from  Private  Practice,  April  1994. 
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The  Clinton  proposal  would  establish  government  con- 
trols over  medical  care,  determining  where  it  could  be 
obtained,  by  whom  it  could  be  provided,  and  how  much  it 
could  cost.  The  plan  specifically  prohibits  individuals 
from  spending  their  own  money  to  obtain  other  medical 
services. 

A national  health  board  appointed  by  the  president 
would  set  a global  budget  for  all  health-care  costs,  both 
public  and  private.  The  Clintons  deny  this  would  lead  to 
rationing,  but  if  that  is  true,  why  should  they  include  in 
their  plan  draconian  sanctions  for  anyone  exercising  free 
choice  and  attempting  to  purchase  sendees  from  outside 
sources? 

When  New  York  state  instituted  community  rating  for 
insurance  premiums,  the  cost  of  insurance  tripled  for  some 
young  people.  Nevertheless,  the  Clinton  plan  would  man- 
date community  rating,  forcing  everyone  to  pay  for  the 
hazardous  life-styles  of  a few.  Why  should  nonsmokers 
have  to  pay  for  the  ravages  of  tobacco?  Why  should  non- 
drinkers have  to  pay  to  treat  alcoholics?  Why  should 
health-conscious  young  single  men  and  women  be  forced 
to  give  up  their  wages  for  maternity  care  and  for  the 
rehabilitation  of  victims  of  drug  and  alcohol  abuse?  Why 
should  dedicated  Mormons,  Christian  Scientists, 
Seventhday  Adventist,  and  others  who  believe  in  exem- 
plary7 health  habits  be  forced  to  pay  for  insurance  coverage 
they  don't  need  or  want?  Why  should  everyone  be  taxed 
to  pay  for  AIDS,  our  only  politically  protected  disease? 

The  Clinton  plan  is  an  assault  on  freedom  characteristic 
of  communist  and  socialist  regimes.  It  has  no  place  in  the 
United  States  of  America. 
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For  Relief  of  Administrative 
Headaches  & Hassles. 


Are  you  tired  of  the  endless  paper  trail  brought  on  by  claims  administration? 
ProMed  Systems  can  remedy  your  situation  with  the  help  of  your  office’s 
personal  computer. 


ProMed  offers  a variety  of  low-cost  office  systems  that  can  save  you  both  time 
and  money: 


And,  you  can  gain  access  to  more  than  1 20  payors  across  the  country  through 
the  Connecticut  Health  Information  Network  (CT/HIN),  the  latest  addition  to 
ProMed’s  service  capabilities. 


For  your  prescription  to  a more  efficient  office,  call  today  at  1-800-922-3385. 


PfoMoH 

SYSTEMS  INCORPORATED 

ProMed  Systems,  Inc. 
221  Whitney  Avenue 
New  Haven,  CT  0651 1 
1-800-922-3385 
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50  Years  Ago 

From  The  Connecticut  State  Medical  Journal 

July  1944 


Editorials 


Physicians  and  Collective  Bargaining 

The  following  editorial  submitted  by  a member  of  the  Society 
represents  an  interesting  and  thoughtful  viewpoint  on  one  of  the 
controversial  problems  now  facing  medicine. 

PHYSICIANS  in  all  time  have  given  their  services  to 
the  needy  without  thought  of  recompense.  It  is  part  of 
their  unwritten  code  to  take  care  of  the  poor  and  it  sets 
them  apart  from  almost  every  other  class  of  men.  There  are 
limitations  of  course  but  it  is  rare  that  a way  cannot  be 
found  to  minister  to  the  man  with  an  empty  purse  and 
medicine  will  not  hasten  the  day  when  that  way  is  changed. 

Now  comes  a strange  new  device  to  provide  medical 
care,  not  for  the  poor,  but  for  the  man  who  can  and  wants 
to  pay  his  own  way.  It  is  the  “Service  Contract”  written  on 
a prepayment  basis  and  it  is  peculiar  for  two  reasons.  First, 
it  is  collective  bargaining  with  the  employer  setting  the 
wage,  which  anyone  will  admit  is  odd  in  these  days  of 
strikes  and  increasing  demands  from  workers.  Physicians 
are  workers  too,  and  they  have  rights  of  pay  as  other 
workers  do.  Second,  the  principle  is  unique  in  that  it  places 
the  same  value  on  the  services  of  the  tyro  and  the  skilled 
and  experienced  worker. 

Two  analogies  may  be  drawn  that  are  not  wide  of  the 
mark.  In  the  first  instance  it  is  as  though  a builder  said  to 
a master  carpenter:  “We  are  building  a house  for  a man 
whose  income  is  only  twenty-five  hundred  dollars  a year 


Reprinted  from  the  Connecticut  State  Medicial  Journal,  July  1944. 


and  we  can  pay  you  but  fifty  cents  an  hour.  I know  your 
wage  should  be  one  dollar  and  twenty-five  cents  but  when 
we  build  for  people  in  this  income  group  we  can  only  pay 
you  fifty  cents  in  order  to  keep  the  cost  of  the  house  down.” 
What  would  the  master  carpenter  think  of  that?  That  is  not 
the  kind  of  collective  bargaining  he  knows  about.  Prob- 
ably he  would  strike  to  get  another  job  working  on  houses 
for  the  income  group  where  his  regular  wage  was-  paid.  It 
is  true  that  physicians  frequently  adjust  their  fees  to  fit  the 
means  of  the  patient  but  they  do  it  voluntarily  and  it  is  not 
a condition  imposed  on  them  by  the  employer,  which  is 
quite  a different  affair. 

The  second  case,  the  manufacturer  calls  in  his  skilled 
and  experienced  tool  makers  and  announces:  “We  are 
making  an  automobile  for  people  whose  incomes  are 
below  twenty-five  hundred  dollars  a year  and  we  are  going 
to  pay  you  the  same  wages  as  we  pay  apprentices  and 
apprentices  are  going  to  be  tool  makers  too.  Everybody 
will  get  the  same  pay,  your  years  of  experience  and  results 
do  not  count  for  anything.”  Will  the  tool  makers  listen  to 
that  kind  of  collective  bargaining?  It  is  admitted  that 
physicians  are  licensed  by  the  State  and  in  the  eyes  of  the 
law  all  are  of  equal  competence,  but  who  will  argue  that 
there  are  not  those  whose  services  are  more  valuable 
because  of  their  training  and  experience? 

The  service  contract  in  prepaid  medical  insurance  is 
collective  bargaining  with  the  wages  fixed  by  the  em- 
ployer on  a take  it  or  leave  it  basis  and  sets  rigid  values  on 
technical  services  without  consideration  for  competence 
and  skill.  Medical  care  is  not  a package  that  can  be  spewed 
from  a machine  neatly  wrapped  for  delivery  at  cut  rates. 
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The  University  at  the  Crossroads 

Under  this  title  in  a recent  number  of  the  Bulletin  of  the 
History  of  Medicine  Dr.  Henry  E.  Sigerist  writes  with  deep 
concern  for  the  future  of  our  universities.  It  is  disturbing, 
he  points  out,  that  universities  are  anxiously  avoiding 
touching  on  any  subject  that  seems  in  the  least  controver- 
sial and  cites  as  one  example  the  social  and  economic  side 
of  Medicine.  His  comment  on  this  aspect  of  our  profession 
should  be  of  great  interest  to  all  physicians  and  especially 
to  those  whose  thinking  has  been  directed  along  these 
lines.  Dr.  Sigerist’ s emphasis  of  the  role  which  the  univer- 
sities of  our  country  can  play  in  solving  many  of  our  social 
and  economic  problems  is  fine  constructive  thinking.  The 
following  excerpt  from  his  essay  is  particularly  pertinent: 

“One  of  the  most  acute  medical  and  social  problems 
today  is  that  of  the  distribution  of  medical  care  and  of  the 
organization  of  medical  services.  Everyone  knows  by  now 
that  great  changes  have  occurred  during  the  last  fifty  years 
in  medicine  as  well  as  in  society.  As  a result  of  the  great 
development  of  science,  medicine  has  become  highly 
technical,  highly  specialized  and  very  effective,  but  at  the 
same  time  the  cost  of  medical  care  has  increased  more 
rapidly  than  the  purchasing  power  of  the  population. 
Society,  on  the  other  hand,  as  a result  of  industrialization, 
has  become  highly  differentiated,  highly  specialized  also, 
a society  of  wage  earners  who  depend  for  a living  on  the 
labor  market  and  have  no  security  of  income.  It  seems 
pretty  obvious  that  a new  medical  science  called  upon  to 
serve  a new  type  of  society  requires  new  forms  of  medical 
service.  Social  adjustments  must  be  made  to  meet  the 
conditions  created  by  the  new  technology. 

“The  question  of  security  in  matters  of  health  is  but  one 
aspect  of  the  great  problem  of  social  security  which  has 
become  the  major  domestic  war  aim  in  all  Western  coun- 
tries. It  is  not  a radical  but  a conservative  issue,  because  it 
accepts  the  existing  order  and  conserves  it  by  providing  a 
corrective  mechanism  without  which  it  would  collapse 
sooner  or  later.  The  alternative  to  social  security  legisla- 
tion is  social  unrest  and  even  revolution. 

“The  provision  of  complete  and  first-rate  medical  ser- 
vices to  the  entire  population  in  town  and  country  obvi- 
ously presents  a difficult  problem,  one  that  requires  a great 
deal  of  research  before  final  legislative  action  can  be 
taken.  It  is  complicated  research  that  calls  for  the  com- 
bined efforts  of  physicians,  public  health  experts,  sociolo- 
gists and  economists.  Indeed,  the  most  ingenious  eco- 
nomic plan  is  worthless  if  it  is  used  to  finance  a poor  type 
of  medical  service,  and  the  best  devised  medical  plan  must 
by  necessity  collapse  if  it  is  not  financed  properly. 

“The  universities,  equipped  as  they  are  with  all  facili- 
ties for  research,  with  outstanding  medical  and  public 
health  men,  economists,  sociologists,  political  scientists 


on  their  faculties  would  have  been  the  logical  centers  to 
engage  in  the  research  that  the  country  so  urgently  needed. 
And  yet,  with  very  few  exceptions,  they  refused  to  touch 
the  problem.  Why?  Because  it  was  a controversial  subject, 
one  that  seemed  to  affect  vested  interests,  one  about  which 
conservative  and  liberal  opinion  disagreed.  The  research 
that  had  to  be  done  was  therefore  left  to  private  groups  and 
to  government  agencies. 

“The  universities,  having  failed  to  engage  in  research  in 
the  sociology  and  economics  of  medicine,  were  obviously 
unprepared  to  provide  instruction  in  the  field  and  this  at  a 
moment  when  students  were  crying  for  it.  The  fact  that 
health  insurance  and  similar  issues  are  discussed  in  medi- 
cal circles  in  such  an  amateurish  and  emotional  way  is 
owing  to  lack  of  education.  Unprepared  by  the  university, 
the  doctor  finds  himself  at  the  mercy  of  propaganda 
agencies.  We  should  expect  that  the  university  would 
learn  from  these  shortcomings  and  would  endeavor  to 
train  a young  medical  generation  prepared  to  meet  or  at 
least  to  understand  the  social  problems  of  medicine.  But 
where  there  is  no  research  there  cannot  be  academic 
instruction.  Some  schools  announced  a course  that  was 
given  by  an  instructor  who  happened  to  be  interested  in  the 
subject  and  willing  to  read  a few  books.  But  it  was  second- 
hand instruction  of  little  value.  In  other  schools  the  stu- 
dents organized  their  own  study  groups  and  since  the 
faculty  was  unable  to  help  them,  they  worked  hard  trying 
to  find  the  facts  without  guidance  through  their  own 
efforts.” 

Synthetic  Quinine 

The  following  editorial  written  by  Dr.  WilliamT.  Salter, 
Professor  of  Pharmacology,  Yale  University  School  of 
Medicine,  was  prepared  at  the  request  of  the  JOURNAL. 

Ever  since  1638,  when  the  wife  of  Don  Luis  Geronimo 
Fernandez  Cabrera  Bobadilla  y Mendoz,  hereditary  Alcalde 
of  Segovia  and  Count  of  Chinchon,  contracted  malaria  in 
Lima,  the  magic  principle  in  the  bark  of  the  quinaquina 
tree  has  been  making  history.  The  Countess  of  Chinchon 
died  soon  after  her  “miraculous  cure,”  but  the  chinchona 
alkaloids  which  travelled  back  to  Spain  in  her  baggage  led 
to  the  establishment  of  a worldwide  trade,  beginning  in 
Seville.  Distributed  by  the  Jesuit  fathers  to  rich  and  poor, 
the  Peruvian  bark  or  powder  of  the  Countess  became 
known  as  the  Jesuit’s  Powder.  In  England  Sir  Robert 
Talbor,  the  notorious  physician  to  Charles  the  Second, 
used  it  to  treat  various  fevers,  despite  the  frowns  of 
members  of  the  College  of  Physicians.  Sir  Robert  even 
“cured”  the  dauphin  of  France  with  a secret  remedy 
consisting  principally  of  Peruvian  bark,  for  which  service 
he  collected  heavily.  It  was  not  until  1820  that  the  young 
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French  chemists  Pelletier  and  Caventou  isolated  the  active 
principle  in  the  form  of  a bitter  gum  purified  from  extracts 
of  the  bark.  To  this  alkaloid  they  gave  the  name  quinine. 

Quinine  was  effective,  but  it  was  so  expensive  that  in 
185C  the  French  Society  of  Pharmacy  offered  a prize  of 
4,000  francs  to  the  chemist  who  should  discover  a method 
of  preparing  it  artificially.  Although,  6 years  later  William 
Henry  Perkin  in  England  accidentally  started  the  aniline 
dye  industry  in  his  futile  attempt  to  synthesize  quinine,  the 
actual  synthesis  of  it  remained  to  be  achieved  only  in  1944 
by  two  young  Harvard  Chemists,  Robert  Bums  Woodward 
and  William  von  Eggers  Doering,  acting  as  consultants  to 
the  Polaroid  Corporation  of  Cambridge,  Massachusetts. 

They  have  produced  not  only  quinine,  but  also  its 
dextrorotatory  isomer  quinidine,  starting  with  simple  and 
inexpensive  chemicals.  In  addition  to  the  total  synthesis  of 
these  two  medicinals,  Woodward  and  Doering  (the  latter 
now  a member  of  Columbia’s  faculty)  established  a pro- 
cedure by  which  many  derivatives  of  quinine  may  be  made 
synthetically  These  are  the  scientifically  important  fea- 
tures of  their  brilliant  work,  summarized  in  the  May  issue 
of  the  JOURNAL  of  the  American  Chemical  Society. 

The  new  product  is  identical  with  natural  quinine  and 
indistinguishable  from  it.  Because  it  is  quinine,  it  has  all 
the  pharmacological  properties  of  the  natural  alkaloid. 
Starting  from  benzaldehyde,  the  chief  constituent  of  oil  of 
bitter  almonds,  Woodward  and  Doering  built  up  the  com- 
plex arrangement  of  carbon,  nitrogen,  hydrogen  and  oxy- 
gen atoms  which  characterizes  the  anatomy  of  the  quinine 
molecule.  The  laboratory  process  is  complicated  and 
expensive  because  many  intermediary  stages  intervene 
before  the  final  molecule  attains  its  complex  superstruc- 
ture. How  the  cinchona  tree  achieves  this  synthesis  is 
unknown. 

In  what  respects  will  this  research  influence  the  progress 
of  medicine?  This  question  can  not  be  answered  at  present, 
because  it  involves  complicated  problems  in  political 
economy,  power  politics  and  pharmaceutical  manufactur- 
ing costs.  Ever  since  the  18th  century  the  high  cost  of 


quinine  had  been  maintained  by  monopoly.  Various  at- 
tempts were  made  to  wrest  this  from  the  Spaniards.  For 
example,  the  Dutch  botanist  Justus  Hasskarl  managed  to 
transport  seeds  to  Java,  where  he  was  put  in  charge  of  the 
new  cinchona  plantations  and  made  a Knight  of  the  Neth- 
erlands Lion.  Alas!  It  turned  out  that  he  had  brought  the 
wrong  species  of  cinchona,  devoid  of  quinine. 

Finally  an  English  exporter  in  Peru,  Charles  Ledger,  in 
1865  obtained  some  stolen  cinchona  seeds  from  Bolivia 
and  eventually  the  Dutch  bought  one  pound  of  them  for  a 
few  dollars.  From  these  seeds  came  the  great  plantations 
of  Cinchona  ledgeriana  which  constituted  90%  of  the 
world’s  supply  before  the  Japanese  took  over  the  Nether- 
lands East  Indies. 

Following  the  proposal  of  the  correct  structural  formula 
in  1908,  many  attempts  to  beat  the  monopoly  have  been 
made  by  chemists.  The  most  successful  was  probably  that 
of  the  German  scientist  Rabe,  who  in  1931  reported  the 
total  synthesis  of  hydroquinine.  This  alkaloid  differs  from 
quinine  only  in  having  two  extra  hydrogen  atoms.  Further- 
more, it  is  a more  potent  antimalarial  than  quinine  under 
certain  circumstances.  Why  did  it  not  supersede  quinine? 
Because  the  manufacturing  costs  were  too  high  to  com- 
pete with  the  natural  product. 

Much  the  same  economic  hurdle  will  bar  the  wide- 
spread use  of  the  new  process,  unless  chemical  shortcuts 
can  be  devised.  If  the  Dutch  plantations  are  destroyed,  or 
if  the  war  is  prolonged  unduly,  it  might  turn  out  that 
American  mass-production  methods  will  be  called  upon 
to  produce  the  alkaloid  at  a reasonable  price,  or  under  dire 
emergency,  at  any  price.  The  only  certainty  is  that  with 
hydroquinine,  quinine,  quinidine,  and  several  of  their 
derivatives  now  available  in  synthetic  form,  the  world 
need  no  longer  lack  these  antimalarial  alkaloids. 

The  irony  of  the  situation  is  that,  with  synthetic  quinine 
finally  available  after  a century  of  waiting,  many  clinical 
investigators  have  recently  decided  that  atabrine  is  prefer- 
able for  the  routine  therapy  and  suppression  of  malaria. 
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1994  PDR 
FOR 

NONPRESCRIPTION 

DRUGS® 

More  and  more  over-the  counter 
drugs  and  preparations  are  entering 
the  market  every  year.  This  easy-to- 
use  reference  brings  you  the  most 
current  data  on  OTC  pharmaceutical 
products,  including  ingredients, 
indications,  interactions,  dosage 
administration,  and  more;  and  four 
indices,  color  photos. 


CALL  TOLL-FREE  1-800-678-5689 


1994  PDR 
FOR 

OPHTHALMOLOGY® 


A comprehensive  quide  to  the 
care  and  treatment  of  the  eye, 
this  unique  directory  gives  yu 
in-depth  drug  and  product 
information  in  the  fields  of 
Optometry  and  Ophthalmology: 
specialized  instrumentation, 
equipment  and  lenses;  color 
photos  for  rapid  product  and 
drug  identification;  and  five 
indices. 
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THE  PRESIDENT’S  PAGE 


We  Count 


In  the  last  issue  of  Connecticut  Medicine  I made  a plea  for  each  of  us  to  wake 
up  to  today's  realities  by  donating  both  personal  time  and  money  to  help  shape 
the  environment  in  which  we  practice.  Every  day.  the  media  fill  us  with  stories 
about  the  "health-care  crisis."  contributing  to  a heightened  stress  level  for  us. 
as  well  as  for  our  patients. 

The  Chinese  symbol  for  crisis  is  actually  a combination  of  two  other 
symbols — danger  and  opportunity.  Years  ago.  Hans  Selye  described  homeo- 
static equilibrium.  A crisis  can  develop  from  a significant  assault  on  this 
equilibrium,  but.  well  managed,  it  also  can  be  an  opportunity  for  an  organism 
to  reset  to  a higher  level  of  functioning  than  before  the  crisis.  The  same  is  true 
for  social  systems — hence  our  opportunity  to  influence  the  political  decisions 
to  be  made  in  the  weeks  and  months  ahead. 

I found  it  a source  of  great  pride  that  ever}'  credible  gubernatorial  candidate 
appeared  at  the  June  30  meeting  of  the  C.S.M.S.  Council  to  state  his  or  her  case 
for  our  support: 

John  Larson.  Paulene  Kezer.  Richard  Balducci.  John  Rowland.  William  Curry,  and  Eunice  Groark.  Even  Governor 
Weicker.  who  was  addressing  another  group  nearby,  heard  we  were  meeting  and  asked  to  address  us.  They  know  we 
count — and  our  opinions  count  with  our  patients.  Did  you  know  that  a recent  NBC  News/Wall  Street  Journal  poll 
showed  that  a higher  percentage  of  Americans  trust  their  physician' s opinions  regarding  healthcare  reform  (40% ) than 
any  other  source,  including  President  Clinton  (31 9c).  employers  (28%).  newspapers  (26%).  members  of  Congress 
(26%)  and  unions  (19%). 

It's  exciting  in  my  new  role  as  president  to  be  involved  in  influencing  these  momentous  changes.  The  other  day  my 
office  phone  rang  and  a member  of  our  congressional  delegation  was  calling  from  Washington  to  try  to  enlist  our 
support.  We  count.  Did  you  know  that  AMP  AC  is  the  single  largest  contributing  PAC  in  the  health-care  debate?  They 
(Congress)  know.  We  note,  though,  that  the  chiropractors  are  each  contributing  thousands  of  dollars  to  lobbying  and 
personally  contacting  their  congressional  representatives  and  they  are  making  serious  gains  in  these  times  of  change. 

On  the  state  level,  the  legislature,  as  part  of  its  reform  package,  created  the  Office  of  Health  Care  Access  (OHCA). 
to  oversee  the  planning  for  major  legislative  change.  The  first  three  seats  on  the  "Health  Care  Reform  Review  Board" 
are  predetermined — the  Governor' s representative,  the  Commissioner  of  Health,  and  the  Commissioner  of  Insurance. 
Of  the  four  remaining  appointments  delegated  to  the  legislative  leadership,  only  one  was  a nonlegislator.  Dr.  Howard 
Meridy.  We  worked  hard  for  that  one.  but  we  are  being  heard. 

All  this  means  is  that  we've  got  to  stop  believing  the  media  rhetoric  that  is  more  and  more  aimed  at  exploiting 
controversy  rather  than  uncovering  fact.  We  must  work  together  to  build  momentum  and  that  means  you.  We  want  you! 

There  are  also  times  when  issues  are  being  quietly  discussed  by  your  leaders  behind  the  scenes:  times  when  we  can't 
always  speak  openly.  These  are  times  for  you  not  to  follow  blindly,  but  opportunities  to  show  trust  in  your  leadership. 
Working  together  we  can  accomplish  great  things.  Now  is  the  time  for  action.  We  count. 

Theodore  Zanker.  M.D. 

President 
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A child  cries  for 
feed.  We  doctors 
must  answer. 

World  hunger  is  an 
ever-present  scourge  that  claims 
35,000  lives  each  day. 


Physicians  Against  World  Hunger  (PAWH)  is  a 
non-profit,  tax-exempt  organization,  founded 
by  physicians  to  defend  the  basic  human  right 
to  food.  In  partnership  with  well  recognized 
and  reputable  organizations  PAWH  supports 
hunger  projects  throughout  the  world. 


Together  physicians  must  bring  an  end  to  world 
hunger.  We  are  sworn  to  protect  human  life. 
When  people  dying  of  hunger  cry  out  for  help, 
we  must  respond.  — Please  join  us. 


Physicians  Against  World  Hunger 

#2  Stowe  Road,  Peekskill,  NY  1 0566  (9141  737-8570 


□ YES  I wish  to  join  PAWH  in  the  struggle  to  end  world  hunger  — enclosed  is  my  contribution. 


a $50  a $ioo 

□ $250 

□ $500 

□ Other 

NAME  PLEASE  PRINT 

ADDRESS 

CITY 

STATE 

ZIP 

SIGNATURE 

Please  forward  your  tax  deductible  contribution  to  Physicians  Against  World  Hunger  #2  Stowe  Road,  Peeksldll,  NY  1 0566 


REFLECTIONS  ON  MEDICINE 


Steering  Toward  a Tame  Death 

ROBERT  U.  MASSEY,  M.D. 


WHEN  Daniel  Callahan’s  book,  Setting  Limits  was 
published  several  years  ago,  one  of  my  geriatrician 
friends  wondered  aloud  “how  could  Dan  have  written 
something  like  that?”  American  geriatrics  was  a young 
specialty  then  and  the  need  to  set  aging  apart  from  disease 
and  death  was  keenly  felt  by  its  practitioners.  “Successful 
aging”  was  the  goal,  and  indeed  the  time  had  come  to 
shake  off  our  ancient  prejudices  that  to  be  old  was  to  be 
ignored,  sick,  demented,  and  dying. 

Yet  the  old  awareness  that  life  has  an  ending  will  not  be 
denied,  and  even  if  the  technology  of  medicine  refuses  to 
accept  the  ways  of  nature,  we  should  know  when  the  time 
comes  to  cry  “enough.”  It  is  not  only  modem  medicine  but 
our  own  vain  hope,  reinforced  by  our  faith  in  science,  that 
death  may  be  postponed  almost  indefinitely  that  gives  us 
our  wild  appetite  for  what  Callahan  calls  our  technological 
brinkmanship.  If  we  can  eliminate  small  pox,  transplant 
hearts,  use  the  power  in  an  atom’s  nucleus,  and  send 
amazing  machines  all  over  the  solar  system,  surely  we  can 
solve  the  death  problem. 

In  his  most  recent  book,  The  Troubled  Dream  of  Life: 
Living  with  Mortality,1  Callahan  raises  grave  concerns 
about  how  we  express  our  commitment  to  the  sanctity  of 
life  and  the  directions  we  have  taken,  both  as  a society  and 
as  a healing  profession.  In  our  lurching  forward  we  have 
forgotten  our  limits  and  thrown  away  the  chances  of  a 
“tame  death.”  His  is  a sobering  meditation  on  mortality, 
recalling  Montaigne’s  essay,  “That  to  study  philosophy  is 
to  learn  to  die.” 

Our  times  are  especially  impoverished,  having  left 
behind  much  of  the  philosophical  and  religious  support 
that  sustained  our  pretechnological,  pre-Enlightenment 
forebears.  The  result  is  that  too  many  may  be  destined  for 
a “wild”  death.  Those  of  us  who  have  worked  in  intensive 
care  units  and  engaged  in  futile  efforts  at  cardiopulmonary 
resuscitation  know  the  forms  these  “wild”  deaths  may 
take.  We  have  seen  how  we  may,  in  Callahan’s  words, 
“increase  the  degree  and  duration  of  sickness,...  and 

ROBERT  U.  MASSEY,  M.D.,  Professor  Emeritus.  Division  of 
Humanistic  Studies,  Department  of  Community  Medicine  and  Health 
Care,  University  of  Connecticut  School  of  Medicine,  Farmington. 


then — as  a final  touch — render  invisible  the  borderline 
between  a living  person  and  a biologically  functioning 
body.”  He  writes: 

The  various  changes  together  can  be  summed  up  as 
follows: 

• longer  lives  and  worse  health 

• longer  illnesses  and  slower  deaths 

• longer  aging  and  increased  dementia. 

Even  though  we  have  been  encouraging  our  patients  to 
write  living  wills,  to  consider  hospice  care,  to  recognize 
that  postponing  death  now  may  invite  a worse  death  later, 
things,  in  Callahan’s  view,  are  getting  worse:  ‘older  and 
sicker’  is  the  trend.”  All  disease  is  potentially  curable, 
surely  soon  we  will  find  the  “reaper”  gene  and  turn  it  off! 

Callahan  suggests  meanwhile  five  stages  for  treatment 
termination  for  a potentially  lethal  disease: 

Stage  1. — A refusal  to  respond  to  all  health  threats,  even  to 
seek  diagnosis  ...;  palliative  relief  of  symptoms  only. 

Stage  2. — A refusal  to  go  beyond  diagnosis  ...;  palliative 
relief  of  symptoms  only. 

Stage  3. — A refusal  to  accept  any  medical  treatment  [beyond 
palliation]  that  does  not  promise  high  probability  of  success  and 
a minimum  of  unpleasant  side-effects. 

Stage  4. — A willingness  to  accept  any  medical  treatment  that 
offers  even  a low  probability  of  a successful  outcome. 

Stage  5. — A willingness  to  accept  any  medical  treatment 
with  even  the  remotest  possibility  of  success. 

With  the  selection  of  Stage  4 the  “danger  here  is  evident; 
as  we  approach  technological  brinkmanship,  the  dangers 
of  a wild,  poor  death  increase  dramatically.” 

Men  and  women  I have  known  who  have  elected  to 
accept  an  earlier  death  rather  than  chance  a wild  death  later 
have  mostly  done  so  on  their  own  initiative.  As  physicians, 
our  obligation  surely  is  to  guide  patients  to  a peaceful 
death,  honestly  warning  them  of  the  dangers  of  techno- 
logical brinkmanship. 

REFERENCE 

1.  Callahan  D:  The  Trouble  Dream  of  Life:  Living  with  Mortality. 

New  York:  Simon  & Schuster;  1993. 
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PHYSICIAN 
FOLLOW  THROUGH 


Yes!  Please  send  me  free  information  on  patient 
medicine  counseling.  (Please  Print) 


Name 


Address 


** 


Mail  to: 

NCPIE 

666  Eleventh  Street,  NW 
Suite  810 

Washington,  DC  20001 


m 


4 4-\l 


Wm 


\ 


It’s  the  professional  edge 
in  patient  satisfaction  and 
medicine  compliance. 


Prescribing  the  right  medicine 
isn’t  enough.  It’s  important  to 
follow  through  and  explain 
how  and  when  to  take  it, 
precautions  and  side  effects. 


State 


The  National  Council  on 
Patient  Information  and 
Education  (NCPIE)  has  free 
materials  to  help  you  talk 
about  prescriptions. 


MEDICAL  NEWS  CAPSULES 


This  Month’s  Reading  in  Review 

TIMOTHY  B.  NORBECK 


“Negotiating  with  insurance  companies  is  like  negoti- 
ating a Serbian  peace  accord.  They  won’t  keep  an  agree- 
ment, and  then  they’re  shelling  civilians  again.” 

Surgeon  Jeff  Colyer  at  an  AMA  press  conference 
to  introduce  the  Patient  Protection  Act, 
Washington  Post  24  May  1994. 

“Permitting  insurance  companies  to  fire  doctors  ‘with- 
out cause’  will  not  assure  patients  that  their  doctors  are 
excellent.  Insurance  companies  will  be  most  interested  in 
the  lowest  cost  of  what  passes  for  health  care  on  an 
insurance  form.  Was  the  fired  doctor  really  mediocre  or 
perhaps  providing  the  best  care  at  a cost  a profit-oriented 
insurance  company  did  not  like?” 

From  a letter  to  the  Editor  of  the  New  York  Times 
(appearing  9 June)  from  a New  York  physician. 

Without  admitting  wrongdoing,  Humana,  Inc.  agreed 
to  pay  $6.3  million  - $4.4  million  in  consumer  refunds  to 
37,000  Florida  residents  and  $1.9  million  in  investigative 
costs  - to  settle  allegations  that  it  overcharged  its  custom- 
ers (mostly  on  hospital  bills). 

Wall  Street  Journal  2 June  1994 

“What  we  in  Congress  keep  hearing  constantly  is,  ‘As 
you  fix  the  problems,  for  heaven’s  sakes,  don’t  destroy  the 
good’ ....  If  we  cannot  do  it  this  year,  all  is  not  lost.  There’ s 
always  next  year.” 

House  Energy  and  Commerce  Committee  member 
Billy  Tauzin  (D-AL)  on  the  CBS  Evening  News. 

3 June  1994 

“Since  82%  of  the  American  people  say  they  are  satis- 
fied with  current  health  care,  the  health  care  system  is  not 
‘broken’;  rather,  the  financing  system  is  broken.” 

Dr.  Edward  F.X.  Hughes, 

director  and  founder  of  the  Center  for  Health  Services 
and  Policy  Research  at  Northwestern  University, 


TIMOTHY  B.  NORBECK,  Executive  Director,  the  Connecticut 
State  Medical  Society. 


speaking  at  the  2 May  spring  symposium 
of  the  Illinois  Association  of  HMOs. 

About  10%  of  Americans  over  55  have  Alzheimer’s 
Disease....  More  than  70%  are  cared  for  by  friends  and 
family. 

Rocky  Mountain  News  2 May  1994 


Physicians  specializing  in  Geriatrics  per  1 0,000  Ameri- 


cans, 65  years  and  older: 
North  Dakota 
Arkansas 
Connecticut 
U.S.  National  Average 


2.63  (highest  in  nation) 
0.07  (lowest  in  nation) 
2.08  (among  the  highest) 
1.32 

New  York  Times  16  May  1994 


According  to  the  National  Center  for  Health  Statistics, 
the  number  of  births  to  women  aged  15-19  increased  12% 
from  46 1 ,905  to  5 1 9,577  between  1 986  and  1991,  despite 
the  fact  that  the  number  of  women  in  this  age  group 
declined  9%  during  that  time. 

Washington  Post  7 June  1994 

A new  study  of  24,000  Swedish  women  found  that 
women  who  get  mammograms  in  their  40s  have  a 40% 
lower  death  rate  from  breast  cancer  than  those  who  don't. 

USA  Today  11  May  1994 


Connecticut  taxpayers  will  pay  the  highest  per-capita 
federal-tax  bill  this  year....  Mississippians  will  pay  the 
least. 

Wall  Street  Journal  1 June  1994 

Only  in  America:  After  a 40-year-old  woman  marathoner 
was  killed  by  a mountain  lion  in  the  Sierra  Nevada  foot- 
hills in  April,  and  the  lion  was  later  killed  by  wildlife 
authorities,  a fund  for  the  cat’s  cub  had,  as  of  June  1 , raised 
$21,000....  A fund  set  up  for  the  woman’s  two  children 
had  raised  only  $9,000. 

Sports  Illustrated  6 June  1994 
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Donald  A.  Henderson,  MD,  MPH 
U.S.  Department  of  Health  and  Human  Services 

James  M.  Hughes,  MD 

National  Center  for  Infectious  Diseases 
of  the  Centers  for  Disease  Control  (CDC) 

Stephen  M.  Johnson 

AmeriCa  res 

James  Kenney,  MD 

Yale  University  School  of  Medicine 

Louis  Lasagna,  MD 

Sadder  Sdtool  of  Graduate 
Biomedical  Sciences  at  Tufts  University 

Leonard  Laster,  MD 
University  of  Massachusetts  Medical  Center 

Alexander  Leaf,  MD 
Harvard  Medical  School 
Massadiusells  General  Hospital 

Jennifer  Leaning,  MD 

Physicians  for  Social  Responsibility 
Harvard  Community  Health  Plan 

Jean  Mattison  & Joel  Mattison,  MD 
Lambartni,  1962-1963 


Gwen  Grant  Mellon 
Albert  Schweitzer  Hdpital,  Deschappelles,  Haiti 

Rhena  Schweitzer  Miller 
Daughter  of  Dr.  Albert  Sdiweilzer 
Albert  Schweitzer  Institute  for  the  Humanities 

Laurence  O'Connell,  PhD,  STD 

Park  Ridge  Center  for  the  Study  of 
Health,  Faith,  and  Ethics 

Mark  J.  Plotkin,  PhD 

Conservation  International 

Fergus  Pope,  MD 
Lambartni,  1956-1966 

Othon  Printz,  MD 

Fondation  Internationale  de  I' Hdpital  du 
Docteur  Albert  Schweitzer  cl  Lambanhu? 

Harold  E.  Robles 

Albert  Sdiweilzer  Institute  for  the  Humanities 

William  H.  Rosenblatt,  MD 
REMEDY 

Yale  University  Sdiool  of  Medicine 

Joyce  Shaver,  MD 

University  of  North  Carolina 
(Chapel  Hill)  School  of  Medicine 


Victor  W.  Sidel,  MD 

Albert  Einstein  College  of  Medicine 
Monlefiore  Medical  Center 

Howard  Spiro,  MD 

Yale  University  School  of  Medicine 

Reverend  Frederick  J.  Streets 
Yale  Unhfersity  Chaplain 

Florence  S.  Wald,  RN 

Hospice,  Inc. 

Yale  University  Sdwol  of  Nursing 

Betty  Williams 

Nobel  Peace  Prize  Laureate  1977 
Global  Children's  Studies  Center 

Sponsors 

The  Albert  Schweitzer 
Institute  for  the  Humanities 

Vale  University 
School  of  Medicine's 
Program  for  Humanities 
in  Medicine 


ALBERT  SCHWEITZER 
| International  Symposium 
on  Global  Health 


1994 


j Reverence  for  Life: 

Albert  Schweitzer 
and  Global  Health 
| from  Lambarene  to 
the  21st  Century 

| Topics 

| Memories  of  Lambarene 
| Empathy  in  Health  Care 
| Women's  Health  Issues 
| Medical  Care  of  the  Homeless 
I Hospice  and  Palliative  Medicine 

1 Disease  Prevention  and 
| Health  Promotion 

| Children's  Health  Issues 
| Infectious  Diseases 
| The  Tobacco  Pandemic 
| Medical  Outreach 
| Health  and  the  Environment 
Biodiversity  and  Human  Health 
The  Nuclear  Threat 
| Human  Health  and  the  Environment 
Global  Health  Care  Economics 
| Health  Care  Delivery  in  the  U.S. 

| Health  Care  Delivery  in  the 
| Developing  World 
| Economics  and  Ethics  of  Health  Care 

August  2-6, 1994 

New  Haven,  Connecticut 
U.S.  A. 


| For  more  information,  contact: 

The  Albert  Schweitzer 
| Institute  for  the  Humanities 
I 515  Sherman  Avenue 
Hamden,  Connecticut  06514 
U.S.A. 

1 Telephone  (203)  281-8926 
Telefax  (203)  281-8929 


Speakers  will  include: 

Susan  Hershberg  Adelman,  MD,  PC 
AMA  Council  on  Medical  Service 

Marcia  Angell,  MD 

New  England  Journal  of  Medicine 

Holly  Atkinson,  MD 

GeoMedica  Networks 

Renee  K.  Bergner,  MD 

Albert  Sdiweitzer  H6pilal,  Deschappelles,  Haiti 

Alan  Blum,  MD 
Baylor  College  of  Medicine 

Noel  Brown,  PhD 

United  Nations  Environment  Programme  (UNEP) 

Kevin  M.  Cahill,  MD 

Center  for  Inlematbnal  Health 
and  Cooperation 

Frank  Catchpool,  MD 
Lombard,  1956-1959 

Eric  Chivian,  MD 

Harvard  Medical  School 
Massadiusells  Institute  of  Technology 

Stuart  C.  Finch,  MD 

Robert  Wood  Johnson  Medical  School 
Cooper  Hospital/University  Medical  Center 


Ann  Flitcraft,  MD 

University  of  Connecticut  Health  Center 

William  H.  Foege,  MD 

Carter  Center  of  Emory  University 

Frederick  Franck,  LDS,  DMD,  DFA 
Inmbarini,  1958-1961 

Arthur  W.  Frank,  PhD 
University  of  Calgary 

Reed  Gelzer,  MD 

South  Central  Michigan 
Community  Health 

Janelle  Goetcheus,  MD 

Christ  House  (Washington,  DC) 

John  W.  Gofman,  MD,  PhD 

Committee  for  Nuclear  Responsibility 
University  of  California  at  Berkeley 

Andrew  Haines,  MD 

University  College  London  Medical  School 
Action  in  International  Medicine 

Lorraine  Hale,  PhD 

Hale  House  (New  York  City) 

Scott  B.  Halstead,  MD 

Rockefeller  Foundation 


Letters  to  the  Editor 


Letters  to  the  Editor  are  considered  for  publication  (subject  to 
editing  and  abridgement),  provided  that  the  are  submitted  in 
duplicate,  signed  by  all  authors,  typewritten  in  double  spacing,  and 
do  not  exceed  1-1/2  pages  of  text  (excluding  references).  They 
should  not  duplicate  similar  material  being  submitted  or  published 
elsewhere.  Letters  referring  to  a recent  Journal  article  should  be 
received  within  six  weeks  of  the  article’s  publication. 


A Letter  to  Congressman  Christopher  Shavs 

To  the  Editor:  Would  you  kindly  consider  publication 
of  a copy  of  my  letter  to  Congressman  Christopher  Shays. 
I think  it  expresses  a point  of  view  that  is  of  value  to  our 
colleagues  and  the  public  at  large.  It  certainly  may  fuel 
valuable  discussions  among  physicians. 

6 June  1994 

Dear  Chris: 

Thank  you  for  spending  an  hour  and  a half  in  my  office 
this  April  with  Carolyn  and  myself.  It  was  a great  meeting 
and  we  did  cover  much  ground.  For  us  it  focused  our 
attention  and  we  both  zoned  in  on  what  we  believe  to  be 
very  important  contributions  toward  solving  the  problem 
of  giving  to  the  American  people  the  kind  of  universal 
health  care  which  they  are  anxious  to  have.  We  thank  you 
for  your  very  special  interest.  We  have  continued  to  give 
much  thought  to  this  matter  and  believe  that  if  you  would 
center  your  attention  to  our  thinking  as  expressed  below  it 
would  be  very  beneficial. 

1.  Because  the  physicians  of  this  country  have  been 
licensed  to  practice  medicine  by  their  states,  and  have 
enjoyed  the  confidence  of  a multitude  of  patients  who 
have,  until  now,  been  able  to  make  their  own  free 
choice  of  a physician,  surgeon,  obstetrician,  etc.  to 
care  of  them. 

2.  Because  the  present  deluge  of  HMOs,  IPAs,  etc.  have 
created  closed  panels  of  physicians  and  thus  do  not 
allow  a patient  the  free  choice  of  a doctor,  and  inter- 
fere with  the  hallowed  physician-patient  relationship. 

3.  Because,  since  1965  to  the  present  time,  the  Medicare 
system  has  allowed  absolutely  free  choice  of  physi- 
cians by  patients. 

4.  Because  for  treatment  of  any  Medicare  patient  paper- 
work is  at  a minimum. 

5.  Because  the  Medicare  system  is  a SINGLE  payer 
system. 

6.  Because,  if  the  entire  population  would  be  enrolled 
into  one  Medicare  system  the  financial  plight  of 
Medicare  would  be  helped,  since  so  many  younger 


low  risk  patients  would  now  be  added  to  the  older 
high-risk  patients  insured. 

7.  Because  there  is  presently  a proposed  bill  in  Congress 
which  would  use  the  present  Medicare  apparatus. 

8.  Because  there  is  presently  a proposed  bill  in  Congress 
which  would  use  a single  payer  system. 

9.  Because  the  American  College  of  Surgeons  and  other 
entities  have  endorsed  the  single  payer  system. 

10.  Because  the  Connecticut  State  Medical  Society  tried 
in  vain  to  have  passed  in  the  state  legislature  “ The 
Willing  Provider  Bill  “ which  would  guarantee  a 
patient’s  right  to  free  choice  of  a physician.  This  bill 
was  defeated  because  of  powerful  forces  that  are 
arraigned  against  a patients'  right  to  choose  their  own 
physicians.  These  forces  are  presently  vying  with 
each  other  to  create  more  and  more  closed  panels. 
This  constitutes  a violation  of  the  rights  of  both 
patients  and  physicians. 

11.  Because  a multitude  of  HMOs,  IPAs,  etc.  with  their 
closed  panels  would  in  effect  nullify  the  license  to 
practice  medicine  issued  by  the  states,  it  is  our  belief 
that  under  our  constitutional  government,  only  the 
state  has  the  right  to  grant  a license  to  practice 
medicine,  and  only  the  state  has  the  right  to  suspend 
that  license  or  interfere  with  it  in  any  respect. 

12.  Set-up  costs  will  be  greatly  less  by  using  the  existing 
Medicare  frame- work  and  administrative  costs  would 
be  dramatically  lower  by  using  a single-payer  system. 

Therefore  be  it  resolved:  that  the  Congress  of  the  United 
States  go  on  record  endorsing  the  enactment  of  a bill 
which  includes  the  framework  of  the  presently  existing 
Medicare  system  which  would  be  extended  to  cover  the 
entire  population  of  the  United  States.  The  Medicare 
system  does  not  have  closed  panels  of  physicians  and 
therefore  does  not  interfere  with  the  relationship  of  physi- 
cian and  patient.  The  Medicare  system  is  in  effect  a single- 
payer system.  The  Medicare  system  apparatus,  which  is 
already  in  place,  could  be  still  further  perfected.  It  stands 
ready  for  us  to  use  as  a vehicle  to  provide  cheaper  and 
better  medical  care  for  the  people  of  the  United  States. 
This  would  provide  an  economical  way  to  put  universal 
health  coverage  in  place. 

We  hope  that  the  above  crystallization  of  our  thinking 
will  be  of  help  to  you  in  your  deliberations  on  this  matter. 
Carolyn  and  I hold  ourselves  available  to  you  at  anytime 
in  any  way  we  can  be  of  further  assistance. 

Sincerely, 

Arthur  Koffler,  M.D. 

Carolyn  S.  Koffler.  M.D.,  Dr.  P.H. 

Stamford 
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The  Connecticut  Medical  Examining  Board 
Responds  to  Dr.  Fierman’s  Commentary 

To  the  Editor:  As  Chairman  of  the  Connecticut  Medical 
Examining  Board  (CMEB),  I would  like  to  reply  to  Dr. 
Louis  Fierman’s  article  in  the  March  1994  issue  of  Con- 
necticut Medicine  (CM).  We  are  relying  in  the  Letters  to 
the  Editor  column  since  his  was,  in  reality,  nothing  more 
than  a letter.  We  understand  that  Stanley  Peck  of  the 
Division  of  Medical  Quality  Assurance  (DMQA)  of  the 
Department  of  Public  Health  and  Addiction  Services,  is 
also  responding  to  CM. 

Although  we  are  not  above  reproach  or  criticism,  we 
will  not  stoop  to  broadsides  that  include  no  specifics,  no 
details,  and  no  particulars  of  accusation.  We  do  not  oper- 
ate our  proceedings  thus  and  will  not  attempt  to  defend 
ourselves  against  unclear,  unspecified  charges  any  more 
than  we  expect  physicians  or  their  attorneys  to  do  so 
before  us.  When  Dr.  Fierman  or  any  other  person  wishes 
to  criticize  us,  we  will  welcome  the  opportunity  for  an 
open  discourse,  one  not  heated  and  one  based  on  particu- 
lars that  both  sides  can  address.  Our  system,  which  we  did 
not  make,  is  not  perfect.  It  is  based  on  and  incorporates  all 
the  perfections  and  imperfections  one  might  infer  from 
such  a format.  When  any  person  does  wish  to  address 


criticisms  to  us,  he  or  she  can  simply  write  and  appear  if 
invited.  No  one  who  has  ever  requested  any  legitimate 
appearance  before  the  CMEB  during  my  tenure  as  chair 
has  ever  been  refused.  Ever. 

We  feel  it  was  inappropriate  for  Dr.  Fierman  to  have 
chosen  this  venue.  We  think  it  unfortunate  that  CM  ac- 
cepted such  a letter  and  decided  to  print  it  as  the  unfounded 
article  of  emotional  attack  it  is.  Finally,  we  disagree  with 
the  editorial  decision  at  CM  to  publish  this  piece  without 
soliciting  first  a joint  reply  from  DMQA  and  the  CMEB 
and  second  the  clear  editorial  voice  of  a disinterested 
observer  or  expert  so  that  CMs  readers  might  better  reach, 
at  the  time  and  from  CMs  pages,  their  own  balanced 
opinion.  Clearly,  CMs  publishing  Richard  R.  Brown  as  a 
simultaneous  “respondent”  to  Dr.  Fierman  satisfies  no 
one’s  requirement  of  a reply  from  the  accused,  an  impar- 
tial reaction,  or  one  with  a neutral  perspective.  First  of  all, 
Attorney  Brown  is  the  very  attorney  whose  original  CM 
July  1 993  article,  with  its  clear  bias,  prompted  Dr.  Fierman’ s 
submission  in  the  first  place.  Second,  he  is,  as  he  notes,  an 
attorney  recently  involved  in  a DMQA/CMEB  hearing. 

Richard  M.  Ratzan,  M.D. 

Chairman 

Connecticut  Medical  Examining  Board 

Hartford 


Bike  Trek  Takes  a Turn  Inland 


The  American  Lung  Association  is  taking  its  annual  bike  trek  and  giving  it  a facelift! 

For  thirteen  years  this  fundraiser  was  called  the  Connecticut  Cross-Sound  Bike  Trek.  Now,  the  event  is 
coming  inland  and  will  be  called  the  “Ride  and  Rock  Classic”  and  will  take  place  September  9,  1 0,  and  1 1 , 
1994. 

The  two  or  three  day  optional  ride  will  begin  at  the  Sunrise  Resort  in  Moodus.  This  resort  offers  deluxe 
accommodations,  great  food,  plenty  of  activities  for  after  the  ride  and  the  Association  has  plans  for  evening 
get-togethers  and  dances.  Full  support  is  available  on  the  route  which  takes  you  along  Connecticut  rivers 
to  Gillette  Castle,  Essex,  and  down  toward  the  Long  Island  Sound  shoreline. 

Riders  are  invited  to  join  veteran  trekkers  in  “Get  in  Shape”  rides  throughout  the  summer  months  and  then 
register  for  the  ride. 

Information  on  the  rides  and  the  Trek  can  be  obtained  by  calling  Deborah  White  at  1 -800-LUNG  USA. 


442 


CONNECTICUT  MEDICINE,  JULY  1994 


Book  Review 


How  We  Die,  Reflections  on  Life’s  Final  Chapter 

By  Sherwin  B.  Nuland.  xviii.  269  pp.,  index. 

New  York.  Alfred  A.  Knopf.  Inc.  and  Toronto.  Canada. 
Random  House  of  Canada  Limited.  1994. 

S24.00.  ISBN  0-679-41461-4. 

It  is  a major  event  when  one  of  the  Society's  own 
authors  a book  for  general  circulation  that  receives  univer- 
sal acclaim  and  resides  on  the  best-seller  lists  for  months. 
"Shep”  Nuland  has  achieved  just  that  with  his  fine  small 
volume,  making  any  attempt  to  capture  the  essence  of  it  in 
a few  hundred  words  an  intimidating  undertaking. 

Although  he  wrote  How  We  Die  to  describe  for  the  lay 
person  in  easily  understandable  terms  the  biologic  basis 
and  the  mechanisms  of  disease  and  death  of  the  major 
killer  disorders,  the  book  achieves  much  more  than  that 
and  is  a work  that  all  physicians  should  read.  Nuland' s 
intent  is  to  demystify  the  underlying  biology,  the  anatomy 
and  pathology,  and  what  patients  experience  in  the  half- 
dozen  entities  that  account  for  a majority  of  all  deaths.  He 
points  out  both  the  commonalities  and  the  unique  qualities 
of  coronary  occlusion,  cardiac  failure.  Alzheimer' s.  AIDS, 
trauma,  and  cancer.  He  has  done  this  by  relating  true 
stories  about  individual  patients  from  his  own  profes- 
sional and  personal  experience.  His  mastery  of  story 
telling  makes  each  an  intimate  and  vivid  tale  told  with 
intensity  and  credibility.  He  goes  to  lengths  to  avoid 
sentimentality  or  romanticism,  emphasizing  that  "by  and 
large  dying  is  a messy  business,”  and  he  challenges 
forcefully  the  popular  concept  of  a peaceful  death. 

In  telling  these  stories  he  goes  far  beyond  the  mere 
description  of  clinical  situations.  Each  chapter  also  in- 
cludes thoughtful  expressions  of  his  own  religious  expe- 
riences and  beliefs,  his  broad  sense  of  the  history  of 
science  and  medicine,  and  his  appreciation  of  the  richness 
that  literature  can  bring  to  consideration  of  medical  issues. 
He  explores  the  origins  of  medical  terms  that  physicians 
use  daily  without  thinking  of  the  meanings  hidden  in  their 
derivation  from  ancient  roots.  He  consistently  raises  philo- 
sophic issues  such  as  the  way  that  the  inexorable  processes 
of  the  life  cycle  fit  in  the  larger  natural  order.  He  also 
reminds  medicine  how  much  it  is  driven  by  a “rescue 
credo,”  often  committed  to  the  single-minded  pursuit  of 
diagnosis  and  cure. 

Dr.  Nuland  writes  simple,  lucid,  penetrating,  and  el- 
egant prose  that  achieves  an  almost  poetic  quality  and 
evokes  envy  in  one  whose  writing  has  all  been  of  the 


scientific  sort.  He  reduces  technical  terms  to  understand- 
able elements  that  physicians  as  well  as  patients  will  find 
enlightening.  And  he  makes  effective  use  of  a metaphoric 
style  to  express  in  social  terms  such  arcane  concepts  as  the 
basic  biology  of  malignant  cells. 

This  book  obviously  will  not  provide  physicians  with 
any  new  medical  knowledge,  but  there  are  many  ways  it  is 
of  importance  to  them: 

• If  they  can  read  it  with  the  naivete  that  a patient 
would,  it  can  provide  forceful  insights  about  what  patients 
experience  as  they  confront  fatal  illness  and  how  things 
look  from  the  other  side  of  the  hospital  bed. 

• It  can  be  a powerful  tool  for  patient  education  about 
fatal  diseases,  but  only  if  used  to  initiate  additional  discus- 
sions with  patients. 

• It  can  remind  physicians  of  the  extent  of  their  respon- 
sibilities to  patients  beyond  merely  providing  competent 
technical  care. 

• And  it  just  may  provide  some  preparation  for  the  day 
when  each  of  them  will  face  the  terrifying  prospect  of  a 
fatal  illness  as  patient  or  family  member. 

Dr.  Nuland' s concluding  chapters  have  powerful  mes- 
sages for  both  patients  and  physicians  about  trust  and  hope 
and  dignity,  and  about  the  ways  we  rob  the  patient  of  them 
by  avoiding  truth  telling,  by  being  preoccupied  with  the 
medical  “riddle”  to  the  neglect  of  the  patient's  total  needs, 
and  by  being  so  out  of  touch  with  our  own  emotions  that 
we  cannot  appreciate  the  patient's. 

Criticisms  of  this  book  are  few  and  relatively  minor. 
Some  parts  of  the  chapter  on  violent  death  are  so  lurid  that 
their  dramatic  quality  detracts  from  the  basic  pathophysi- 
ologic description.  And  Nuland  is  so  intent  on  being  frank 
and  unsparing  that  some  passages  become  relentless,  such 
that  patients  or  family  may  abandon  the  reading  before 
they  reach  the  uplifting  and  reassuring  material  which  is 
largely  concentrated  in  final  chapters.  In  early  chapters  on 
specific  diseases  leavening  could  be  provided  by  opening 
the  door  of  hope  slightly  wider  and  pointing  out  that  an 
inexorable  and  relentless  downhill  course  is  not  always 
the  norm  in  ultimately  fatal  conditions,  and  that  many 
individuals  live  useful  and  constructive  lives  with  disease. 

These  things  should  not  pose  a problem  for  physician 
readers,  but  one  would  not  want  lay  readers  to  leave  this 
superbly  written  book  before  reaching  the  final  powerful 
message  of  hope  and  encouragement. 

Carl  F.  Hinz.  Jr.,  M.D. 

Professor  of  Medicine 
University  of  Connecticut  School  of  Medicine 

Farmington 
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Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees . 
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odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

j&asr.  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  ot  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Yocon1  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

sT.  Renal  diseases,  and  patient’s  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

' - Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 1 >3 

Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 '3’4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  mates  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness . In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 

■ Oral  tablets  of  YOCON®  1/12  gr.  5.4mg  in  bottles  of  100’s 
NDC  53159-001-01,  1000’s  NDC  53159-001-10  and  Biister-Paks  of  30’s 
NDC  53159-001-30 
ristemeas: 

1 . A.  Morales  et  al. , New  England  Journal  of  Medicine:  1 221 . November  12, 1981 . 

2.  Goodman,  Gilman  - The  Pharmacological  basis 
of  Therapeutics  6th  ed.,  p.  176-188.  McMillan 
December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  Letter,  27:2,  July  4, 1983. 

4.  A.  Morales  et  al.,  The  Journal  of  Urology  128: 
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100  TABLETS 
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YOCON®  „ 
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Available  at  pharmacies  nationwide 

PALISADES 

PHARMACEUTICALS,  INC. 

64  North  Summit  Street 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
(800)  237-9083 


Around  the  State 


Saint  Francis  Hospital  and  Medical  Center 
Mount  Sinai  Hospital 

Fifth  Annual 

Hematology-Oncology  Update — 1994 

Thursday,  13  October  1994 
(203)  678-1000 

Sponsored  by: 

Section  of  Hematology-Oncology 
Department  of  Medicine 
Saint  Francis  Hospital  and  Medical  Center 
Mount  Sinai  Hospital,  Hartford,  Connecticut. 

Held  at: 

Hartford  Marriott/Farmington 
15  Farm  Springs  Road 
Farmington,  Connecticut 

You  are  invited  to  attend  this  CME-accredited  conference  which  is 
designed  to  provide  primary  care,  specialty  physicians  and  other  health 
care  providers  with  current  information  on  new  developments  in  oncology 
and  hematology,  integrateing  the  new  developments  with  practicual 
patient  management. 

This  program  has  been  approved  for  five  (5)  credit  hours  in  category 
I of  the  Physicians  Recognition  award  of  the  American  Medical  Asso- 
ciation by  the  committee  for  Continuing  Medical  Education  of  Saint 
Francis  Hospital  and  Medical  Center,  an  institution  accredited  by  the 
Accreditation  Council  for  Continuing  Medical  Education  (ACCME) 
and  the  American  Medical  Association  to  sponsor  CME  programs. 
Family  Practice  Credits  and  nursing  CEUs  are  pending. 

Registration  fee  of  $40  is  required — no  charge  to  fellows,  house 
officers,  medical  students  and  Saint  Francis  Hospital  and  Medical 
Center  and  Mount  Sinai  Hospital  employees. 

Local  Faculty 
Robert  Bona,  M.D. 

Associate  Professor  of  Medicine,  University  of  Connecticut  School 
of  Medicine,  Program  Director,  Thrombosis  and  Hemostasis,  Saint 
Francis  Hospital  and  Medical  Center. 

W.  Jeffrey  Baker,  M.D. 

Assistant  Professor  of  Medicine,  University  of  Connecticut  School 
of  Medicine,  Attending,  Section  of  Hematology-Oncology,  Mount 
Sinai  Hospital/Saint  Francis  Hospital  and  Medical  Center. 

Bernard  Greenberg,  M.D. 

American  Cancer  Society  Professor  of  Clinical  Oncology,  Interim 
Chief,  Division  of  Hematology-Oncology,  Professor  ofMedicine,  Uni- 
versity of  Connecticut  School  of  Medicine. 

Guest  Faculty 
Jay  S.  Loeffer,  M.D. 

Associate  Professor  of  Radiology,  Harvard  Medical  School,  Direc- 
tor, The  Brain  Tumor  Center,  Brigham  and  Women  ’ s Hospital,  Children’ s 
Hospital  and  the  Dana-Farber  Cancer  Institute. 

Al  McKee,  M.D. 

Assistant  Professor  of  Medicine,  Tufts  University  School  of  Medi- 
cine, Section  of  Hematology  / Oncology,  Baystate  Medical  Center. 

Lee  M.  Nadler,  M.D. 

Professor  of  Medicine,  University  of  Connecticut  School  of  Medi- 
cine, Harvard  Medical  School,  Director,  Division  of  Hematologic 
Malignancies,  Dana-Farber  Cancer  Institute. 
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CSMS  PHYSICIAN  PLACEMENT  SERVICE 


The  Society  maintains  the  Physician  Placement  Service  as  a free  service  to  the  medical  profession,  hospitals, 
and  communities  in  Connecticut. 

Opportunities  should  be  typed,  double-spaced  copy  on  letterhead  and  submitted  to  CSMS,  Physician 
Placement  Service,  160  St.  Ronan  Street,  New  Haven,  CT  06511  (203)  865-0587  or  fax  to  (203)  865-4997.  These 
will  be  published  as  space  permits  and  will  be  distributed  to  physicians  making  inquiries  of  such  opportunities. 

Physicians  wishing  to  locate  in  Connecticut  may  call  the  office  requesting  opportunities  in  their  specialty.  Also, 
candidates  are  invited  to  submit  a resume  to  be  kept  on  file  with  the  Society.  An  announcement  of  a physician’s 
availability  will  be  published  in  two  issues  of  Connecticut  Medicine  as  space  permits. 

Listing  of  physicians  in  the  Placement  Service  does  not  in  any  way  represent  certification  by  the  Society. 
Investigation  of  credentials  and  experience  is  the  responsibility  of  those  seeking  applicants  for  positions. 

Announcements  on  the  Physician  Placement  Service  page  under  Classified  Advertising  are  charged  at  the 
regular  Classified  Advertising  rate. 


OPPORTUNITIES  FOR  PRACTICE 
ALLIED  HEALTH 

Multidisciplinary  practice  seeks  neurologist,  physiologist, 
orthopaedic  and  family  physician  to  use  our  facility  to  build  own 
practice.  No  rent  for  first  year.  Call:  (203)  568-3900. 

AMBULATORY  CARE 

Family  and  Occupational  Medical  Center  has  a part-time  posi- 
tion available  July  1,  1994.  Pleasant  staff,  excellent  working 
conditions  and  competitive  salary.  Center  established  1986,  and 
continues  to  provide  outstanding  medical  care  to  the  commu- 
nity. Contact:  Glenn  Giarratana,  M.D.,  Medical  Director,  360- 
1 North  Main  Street,  Southington,  CT  06489.  Telephone:  (203) 
628-2860. 

Wanted  Full  or  Part-time  Connecticut  licensed  physician  for 
multispecialty  clinic  in  Milford.  Family  Practice,  Internal  Medi- 
cine, Neurology,  Orthopedics.  Call  Accident  and  Injury  Treat- 
ment Center  of  Milford  at  876-2179.  Ask  for  Dr.  Ron  Clukey. 

DERMATOLOGY 

Currently  seeking  part-time  (approximately  8 to  10  hours  per 
month)  BC/BE  dermatologist  to  join  a busy  cosmetic  surgery 
practice  in  Fairfield  County.  Salary  negotiable.  Please  respond 
to:  CSMS  c/o  DE/TM. 

FAMILY  PRACTICE 

Turnkey  practice  opportunity  for  Family  Practitioner  in  beauti- 
ful Connecticut  suburban/rural  setting  20  minutes  east  of  Hart- 
ford. Community  in  great  need  of  physician  able  to  cover  both 
children  and  adults.  Please  reply  to:  William  Kober,  M.D..  (4 1 3) 
664-7785. 


Unique  practice  opportunity.  Outstanding  combination  of  pro- 
fessional and  personal  rewards.  Thirteen  year  private  Family 
Practice  providing  continuing  ambulatory  family  care.  No  hos- 
pital responsibility.  Beautiful  living  and  working  environment 
on  the  Connecticut  shoreline.  Two  board  certified  Family  Prac- 
titioners welcoming  applications  from  FP  or  IM  certified.  Please 
reply  to:  Alan  M.  Weiss,  M.D.,  652  Boston  Post  Road,  Guilford, 
CT  06437. 

Family  Medicine/Occupational  Medicine:  Continuing  family 
medical  care  and  urgent  walk-in  care  including  occupational 
injuries  provided  in  Ambulatory  Care  Center  setting.  Well 
rounded  medical  background  and  excellent  patient  skills  re- 
quired. Enjoyable  work  environment,  pleasant  ancillary  staff. 
Part  Time  position  available,  Full  time  position  for  the  right 
physician.  Send  CV  or  call  for  further  information.  David  E. 
Wilcox,  M.D.,  FACEP,  PhysicianCare,  28  Main  Street,  East 
Hartford,  CT  06118.  (203)  569-8644. 

GENERAL  MEDICINE 

Southeastern  Connecticut:  Busy  Walk-In  Center  in  Norwich 
seeks  full-time  or  part-time  physician.  General  medicine,  occu- 
pational medicine,  minor  surgery,  and  urgent  care  experience 
required.  Pleasant  work  environment,  competitive  salary,  and 
benefits.  No  night  call.  Send  resume  to  Dr.  Hernandez,  606  West 
Main  Street,  Norwich,  CT  06360.  Telephone:  (203)  889-1400. 

OB/GYN 

Great  opportunity  for  an  OB/GYN  generalist  to  join  very  busy 
multiple  physician  practice.  We  have  several  locations,  all 
situated  in  the  pleasant  suburbs  of  Hartford.  We  offer  a competi- 
tive compensation  package  with  partnership  potential  and  a 
secure  future.  We  are  affiliated  with  most  managed  care  plans  in 
this  area  and  have  a business  manager  to  handle  administrative 
details.  Call  676-0680  or  send  CV  to:  OB-GYN  Associated,  31 
East  Main  Street,  Avon,  CT  06001. 
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PATHOLOGY 


PSYCHIATRY 


Cytopathologist  needed  for  Locum  Tenens  and  occasional  part 
time  work  in  high  volume  Cytology  Laboratory  in  Eastern 
Connecticut  with  an  interesting  Gyn  Pap  Smear  Case  Load. 
Flexible  hours.  Contact:  (203)  450-1823. 

PEDIATRICS 

COASTAL  CONNECTICUT— BC/BE  Pediatrician  wanted  to 
join  thriving  lucrative  practice  in  beautiful  shoreline  commu- 
nity. University  affiliated  hospital  (Yale)  nearby.  Excellent 
salary,  production  bonus,  early  partnership.  Available  immedi- 
ately. Call  (203)  483-0918 — 9:00  to  noon. 

Five  pediatrician  group  in  Middletown,  CT  desires  BC/BE 
pediatrician  for  permanent  part-time  position.  Position  is 
available  now.  Practice  includes  P.N.P.  whose  duties  include 
education  of  asthmatic  children’s  families,  breast  feeding 
counseling,  etc.  Middletown  is  a university  town  (Wesleyan) 
with  a stable  population.  It  is  equidistant  between  N.Y.C.  and 
Boston,  ski  areas  and  1/2  hour  to  beaches.  Middlesex  Hospital, 
160  beds,  delivers  1,350  infants/year,  newly  opened  Level  II 
Nursery  and  LDRP  unit.  Family  Practice  Residency  program 
affiliated  with  UCONN  Medical  School.  Opportunity  to  work 
with  active  group  in  modern,  spacious  office  adjacent  to  hospi- 
tal. Starting  salary  competitive  and  fringe  benefits  and  vacation 
time  liberal.  Send  C.V.  including  references  or  call  Joseph  A. 
Flanagan,  M.D.,  F.A.A.P.  or  Lisa  C.  Alonso,  M.D.,  F.A.A.P., 
Middlesex  Pediatric  Associates,  P.C.,  80  South  Main  Street, 
Middletown,  CT  06457.  Telephone:  (203)  344-0333. 

Pediatrician  BC/BE,  to  be  4th  in  lively  practice  between  Hart- 
ford and  New  Haven.  PNPs,  diverse  professional  interests,  Yale 
affiliated.  Guaranteed  salary /benefits.  Reply  to  C.  Clynes  at 
(203)  238-1026. 

Exceptional  opportunity  to  join  a pediatric  practice  of  four 
Board  Certified  pediatricians.  Located  in  shoreline  community, 
five  miles  from  Yale-New  Haven  Medical  Center,  our  chief 
hospital  affiliation.  Salary  $ 120,000/year.  Malpractice  insur- 
ance included.  Buy-in  option  also  available.  Call:  1-203-248- 
4846,  any  evening  after  8:00  p.m. 

Three-physician  Pediatric  Group  in  Stratford,  CT  seeking  BC/ 
BE  Pediatrician.  Position  available  summer  1994.  Full-time  or 
part  time  hours  possible.  Opportunity  for  early  partnership. 
Send  CV  to  Dr.  Karen  Laugel,  7365  Main  Street,  Stratford,  CT 
06497. 

BC/BE  Pediatrician  FT/PT  to  replace  retiring  member  of  pedi- 
atric group  university  affiliation,  suburban  practice  South  Cen- 
tral Connecticut.  Competitive  salary  and  benefits.  Contact:  A. 
Heiger,  M.D.,  420  South  Main  Street,  Cheshire,  CT  06410. 
Telephone:  (203)  272-0396. 


JC AHO  accredited,  not-for-profit,  200  bed,  community  hospital 
seeks  part-time  board  certified/eligible  psychiatrist  for  consul- 
tation/liaison position  in  an  exciting,  progressive  Department  of 
Psychiatry  which  has  been  innovative  in  reducing  length  of  stay, 
creating  alternatives  to  inpatient  hospitalization,  developing 
new  services,  and  building  managed  care  alliances.  The  Depart- 
ment of  Psychiatry  maintains  inpatient,  outpatient,  intensive 
outpatient,  crisis  intervention,  and  three  partial  hospital  pro- 
gram services.  Salary  and  benefits  are  competitive.  Part-time 
private  practice  in  an  existing  multidisciplinary  group  practice 
is  also  available,  if  desired.  Please  respond  to:  Lowell  Kallen, 
M.D.,  Chairman,  Department  of  Psychiatry,  Lawrence  & Me- 
morial Hospital,  365  Montauk  Avenue,  New  London,  CT  06320- 
4769;  telephone:  (203)  442-071 1,  extension  2641. 


PHYSICIANS  WISHING  TO  PRACTICE  IN  THE 
STATE  OF  CONNECTICUT 

ANESTHESIOLOGY 

Available  Fall  1994.  Licensed  in  Kansas.  Passed  FLEX  exam. 
American  Board  eligible.  M.D.  at  McMaster  University.  Intern- 
ship and  Residency  at  McMaster  University  Hospitals.  Fellow- 
ship at  Royal  (Canadian)  College  of  Physicians  and  Surgeons. 
Would  like  to  join  a group  practice  in  a medium  sized  commu- 
nity in  Connecticut.  Currently  Chairman  of  Department,  Coor- 
dinator of  ICU  for  two  years  and  Consultant  in  Pain  Manage- 
ment. Please  respond  to:  Robert  Severs,  M.D.,  P.O.  Box  635, 
Owen  Sound,  Ontario  N4K5R4. 

INTERNAL  MEDICINE 

Available  July  1994.  Licensed  in  Maryland.  Passed  National 
Boards  (FMGMS  & FLEX).  American  Board  eligible.  M.D.  at 
Pathpulra  Medical  College.  Internship  and  Residency  at  Prince 
George  Hospital  Center  in  Maryland.  Looking  for  J-l  Visa 
Waiver  Program/Sponsorship.  Would  like  to  join  a solo,  group 
or  institutional  practice  in  Connecticut.  Please  respond  to:  Gurmej 
S.  Dhillon,  M.D.,  6023  Springhill  Drive,  #301,  Greenbelt,  MD 
20770. 

INTERNAL  MEDICINE 
GASTROENTEROLOGY 

Available  July  1995.  Licensed  in  New  York.  Passed  National 
Boards.  American  Board  certified  in  Internal  Medicine  and 
eligible  in  Gastroenterology.  M.D.,  Internship  and  Residency  at 
Mount  Sinai  in  New  York.  Fellowship  at  Memorial  Sloam- 
Kettering  Cancer  Center.  Desire  Gastroenterology  position  but 
willing  to  do  substantial  amount  of  Internal  Medicine.  Would 
like  to  join  a group,  associates  or  institutional  type  of  practice. 
Please  respond  to:  CSMS  c/o  GA/NH. 
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OB/GYN 

Available  May  1994.  Licensed  in  India.  Awaiting  qualifying 
exam  for  Residency.  M.D.  at  J. J.M.  Medical  College  & KMC  in 
India.  Internship  at  Bangalone  Medical  College.  Since  yet  to  be 
licensed,  would  prefer  to  work  as  a research  assistant/associate 
in  OB/GYN  or  any  related  field.  Would  like  to  join  a group, 
associate  or  institutional  type  of  practice  in  Connecticut.  Please 
respond  to:  Abhinava  Srinivasa  C.  Madamangalam,  M.D.,  753 
Classon  Avenue,  #1 1-F,  Brooklyn,  NY  1 1238. 


PSYCHIATRY/INTERNAL  MEDICINE 

Available  June  1994.  Licensed  in  Connecticut  and  New  York. 
American  Board  certified.  M.D.  at  Cambridge  University  in 
England.  Internship  at  The  London  Hospital  in  London,  En- 
gland. Residency  at  New  York  State  Psychiatric  Institute  and 
Columbia  Presbyterian  Medical  Center  in  New  York.  Would 
like  to  join  a practice  in  either  Fairfield  or  New  Haven  county. 
Please  respond  to:  Oliver  Quentin  Hyder,  M.D.,  17  Old  Kings 
Highway  South,  Darien,  CT  06820. 


PAID  CLASSIFIED  ADVERTISING 


A11  PAID  classified  advertising  orders,  correspondence,  and  payments  should  be  directed  to:  CONNECTICUT 
MEDICINE,  Classified  Department,  160  St.  Ronan  Street,  New  Haven,  CT  06511,  Tel.  (203)  865-0587.  The 
Classified  rates  are  as  follows:  $60.00  for  25  words  or  less;  plus  $1.00  each  additional  word.  For  confidential 
answers,  the  cost  is  $3.00  per  insertion,  sent  in  care  of  CONNECTICUT  MEDICINE.  Ad  copy  must  be  typewritten, 
double  spaced,  with  payment,  and  delivered  no  later  than  the  first  day  of  the  month  preceding  the  month  of  issue. 


NEW  HAVEN  OFFICE  FOR  SALE  / RENT  MEDICAL  PRACTICE  EMBEZZLEMENT 


One  1 ,350  sq.ft,  prime  New  Haven  office,  rent  or  buy.  Available 
immediately,  medical  building,  doctor  owned,  free  parking,  first 
floor  facing  St.  Raphael’s  Hospital  cafeteria.  Call  (203)  28 1 - 
1385  or  Betsy  Brochin  at  Beazley  (203)  865-2000. 


Embezzlement  within  medical  practices  occur  daily.  We  can 
expose  it  for  you.  All  calls  and  inquiries  are  held  in  strict 
confidence.  Contact  Bud  Moore,  Walter  J.  Moore  & Associates 
at  (203)  294-0273. 


FAMILY  PRACTICE  FOR  SALE 

Family  practice  for  sale,  shoreline  community;  prime  location, 
ample  parking  and  well  equipped  offices,  including  six  examin- 
ing rooms  and  x-ray  facilities.  If  interested  contact  (203)  488- 
3308. 


TIME  FOR  A MOVE: ? 

PROCE  OPPORHUITIES  FOK  Hi  IH,  06/GfN,  Ft  DS... 


MEDICAL  OFFICE 

AVAILABLE  FOR  IMMEDIATE  OCCUPANCY 
—CHESHIRE— 

Fully  furnished  and  equipped.  1,150  sq.  feet  in  well-maintained 
professional  building,  excellent  location.  Reasonable  terms. 
Ideal  for  new  practice  or  satellite  office.  Call  250-7577  for 
details. 


FURNISHED  MEDICAL  OFFICE/ 

CONDO  FOR  SALE 

Address:  55  Whiting  Street,  Suite  2D,  Plainville,  CT. 
Downsizing,  ready  for  semi-retirement,  satellite  office.  Approx. 
1,000  sq.ft.  Modern  office  building,  elevator.  Plainville  com- 
munity serviced  by  two  hospitals,  few  miles  away:  New  Britain 
and  Bristol.  Will  sell  for  NO  PROFIT.  For  viewing  call  747- 
1000  or  582-4422  ask  for  Joanne. 


" We  won't  sell  you  on  a practice  - 
if  we  don’t  have  it , we'll  find  it.  " 


T1 


Connecticut 
10+ Cities 

Norwich 
Putnam 
New  London 
New  Haven 


Torrington 


National 

750+Cities 

Boston 

Cincinnati 

Jacksonville 

Tampa 

Chicago 


The  Curare  Group,  Inc, 

■l 

M-F  9:00am-8:00pm,  Sat  l-5pm  EST 
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That’s  why  Congress 
must  pass  the  Patient 
Protection  Act. 

There  are  things  insurance  companies  don’t  want  you  to 
know  about  their  health  plans.  That’s  why  you  need  the 
facts.  So  you  can  make  informed  choices  and  get  quality 
care  in  spite  of  their  efforts  to  keep  you  in  the  dark. 

The  Patient  Protection  Act  will  require  insurance  com- 
panies to  give  you  all  the  informat  ion  you  need  before 
you  join  a health  plan.  They’ll  have  to  tell  you  what  is 
and  isn’t  covered  in  their  plan.  What  sort  of  incentives 
they  give  to  limit  the  care  you  get.  What  sort,  of  approval 
process  you  have  to  go  through  to  get  the  care  you  need. 
And  how  many  people  have  dropped  out  of  t heir  plan 
because  they  were  dissatisfied  with  the  care  they  got. 

It  will  also  make  sure  your  doctor  has  a say  in  your  plan’s 
medical  policies  and  make  it  illegal  for  your  plan  to  fire 
your  doctor  for  giving  you  all  the  care  you  need.  What’s 
more,  it  will  allow  you  to  choose  your  own  doctor  - 
instead  of  having  one  chosen  for  you. 

In  short,  the  Patient  Protection  Act  requires  insurance 
companies  to  give  you  a full  explanat  ion  of  how  their 
plan’s  limitations  affect  you.  So  you  and  your  family  can 
make  an  informed,  intelligent  decision  about  the  one 
thing  that’s  more  important  than  any  other.  Your  health. 

This  is  the  moment  of  truth.  Call  your  senators  and 
representative  now.  Demand  that  they  support,  the 
Patient  Protection  Act.  Because  when  you’re  dealing 
with  the  insurance  industry,  what  you  don’t  know 
really  can  hurt  you. 

American  Medical  Association 
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Surveillance  for  Influenza  in  a Newborn  Intensive  Care  Unit 
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MARKOWSKI,  M.A.,  AND  ANN  ROBINSON,  PH.D. 


Abstract — Although  influenza  may  cause  fatal 
neonatal  infections,  the  current  prevalence  of  disease 
in  newborn  intensive  care  units  (NICU)  is  unknown. 
Furthermore,  because  compliance  of  NICU  staff 
with  annual  influenza  immunization  is  poor,  absence 
of  antibody  may  provide  an  indication  of  influenza 
susceptibility  for  neonatal  patients  and  staff.  We 
studied  our  NICU  staff  and  patients  during  the 
winter  of  1992-93  to  determine  seroprevalence  of 
influenza  antibody  and  attempted  to  document 
infection  serologically  or  by  culture  in  symptomatic 
staff  and  by  culture  in  neonatal  patients. 

Before  the  influenza  season  commenced  or  at 
birth  (using  cord  blood),  antibody  to  influenza  A 
was  absent  in  9%  (4/43)  of  the  staff  and  11%  (9/83) 
of  the  neonatal  patients.  Antibody  to  influenza  B 
was  absent  in  26%  (11/43)  of  the  staff  and  in  37% 
(31/83)  of  the  neonates.  We  were  able  to  document 
influenza  serologically  in  only  one  nurse  during  the 
study.  None  of  our  staff  or  patients  had  positive 
cultures;  however,  we  demonstrated  a susceptible 
population  of  both  staff  and  particularly  neonates 
who  need  protection. 

There  were  study  limitations  of  sampling  and  a 
low  incidence  of  influenza  in  Connecticut  for  1993. 
Nevertheless,  continuing  surveillance  for  influenza 
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in  NICUs  could  provide  a more  rational  basis  for 
immunization  and  prevention  practices. 

Introduction 

INFLUENZA  in  the  newborn  can  be  a serious  illness. 

Nosocomial  spread  of  the  influenza  virus  has  been 
reported  in  newborn  intensive  care  units.1  Bauer  and 
associates  described  three  simultaneous  cases  of  influ- 
enza infection  acquired  from  personnel.  Although  symp- 
toms were  severe,  all  three  newborns  fully  recovered.2 
Liou  et  al  described  a three-month  old  infant  born  at  34 
weeks  gestational  age  who  died  of  respiratory  failure 
caused  by  overwhelming  influenza  B infection. 3 Joshi  and 
associates  reported  a fatal  case  of  influenza  A(H3N2)  viral 
pneumonia  in  a 39-day-old  infant.4 

We  have  demonstrated  low  (15-20%)  compliance  rates 
with  influenza  immunization  for  1990-92  among  three 
Greater  Hartford  area  hospital  NICUS5  despite  recom- 
mendations made  by  the  Centers  for  Disease  Control  for 
annual  influenza  vaccination  of  all  health-care  workers.6 
In  order  to  assess  the  need  for  compliance  with  influenza 
vaccination  and  prevention  recommendations  for  person- 
nel and  neonatal  patients  in  the  NICU,  we  prospectively 
explored  the  vulnerability  to  influenza  A and  B for  our 
NICU  staff  and  patients  for  the  winter  of  1992-93. 

Methodology 

Subjects. — Sixty  percent  (43/72)  of  the  NICU  staff 
participated  in  the  study.  The  group  included  39  nurses, 
two  secretaries,  and  two  neonatologists.  Subjects  were 
assessed  for  influenza  from  December  through  April  1 992- 
93,  using  clinical  symptoms,  cultures,  and  serology.  Cord 
blood  was  obtained  at  delivery  to  determine  seroprevalence 
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for  83/122  (68%)  neonates  who  were  admitted  to  the 
NICU  from  1 January  to  28  March  1993.  Maximum  daily 
census  was  26  neonates. 

Clinical  Symptoms. — Staff  personnel  were  asked  to  fill 
out  questionnaire  surveys  regarding  influenza-like  symp- 
toms every  two  weeks  between  1 January  1993  and  31 
March  1 993.  The  surveys  were  a written  report  indicating 
the  presence  or  absence,  and  the  duration  of  individual 
symptoms. 

Serology. — Preseason  sera  were  collected  from  43  NICU 
staff  beginning  18  December  1992  and  ending  1 January 
1993.  Postseason  sera  from  37/43  (86%)  staff  were  col- 
lected from  29  March  to  30  April  1993.  Umbilical  cord 
blood  from  newborns  admitted  to  the  NICU  was  drawn 
from  1 January  to  28  March  1993.  Serologic  testing  was 
performed  by  complement  fixation  to  determine  influenza 
A and  B antibody  levels.7  Seroconversion  was  defined  as 
a fourfold  or  greater  rise  in  antibody  titer. 

Cultures. — During  illness,  viral  cultures  were  obtained 
from  the  NICU  staff  experiencing  influenza-like  symp- 
toms including  fever,  malaise,  chills,  myalgias,  rhinorrhea, 
and  cough.  In  addition,  viral  cultures  were  obtained  from 
the  nasopharynx  of  newborns  who  became  ill  with  unex- 
plained respiratory  deterioration  including  increased  ap- 
nea and  the  need  for  respiratory  and  oxygen  support.  Viral 
cultures  included  a primary  monkey-kidney  cell  line  with- 


out fetal  calf  serum  supplementation  for  influenza  virus 
isolation.8  In  addition  to  viewing  the  cell  lines  for  cyto- 
pathic  effects,  the  primary  cell  line  was  hemadsorbed  with 
guinea  pig  red  blood  cells.9 

Results 

Immunizations. — Twenty-four  percent  (17/72)  of  the 
entire  NICU  staff  were  immunized  for  influenza  A and  B 
during  the  1992-93  winter  season.  The  remainder  were  not 
immunized  during  this  year;  however,  14%  (10/72)  and 
32%  (23/72)  of  the  72  NICU  staff  personnel  had  been 
immunized  in  1990  and  1991,  respectively.  For  those  43 
NICU  staff  participating  in  this  current  study,  17  (40%) 
were  immunized. 

Symptoms. — Sixty-one  percent  (44/72)  of  the  NICU 
staff  responded  to  at  least  one  or  more  questionaires.  For 
each  of  the  three  months  surveyed,  influenza-like  symp- 
toms were  reported  as  follows:  January,  26%(ll/42); 
February,  17%  (6/36);  and  March,  8%  (3/37)  (Fig.  1). 

Staff  Serology:  Influenza  A. — There  were  no  serocon- 
versions  nor  known  immunization  failures  for  influenza 
A among  the  43  NICU  staff  members  who  participated  in 
this  study.  Nine  percent  (4/43)  of  our  staff  were 
seronegative.  Positive  preseason  antibody  titers  for  influ- 
enza A (ie,  1 :4  or  greater)  were  found  in  9 1 % (39/43)  of  the 
NICU  staff  including  each  of  the  1 7 who  were  immunized. 
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Eighty-five  percent  (22/26)  of  those  not  immunized  had 
positive  titers  for  influenza  A:  the  remaining  15%  (4/26) 
had  negative  titers  and  thus  lacked  immunity  (Fig.  2). 

Staff  Serology:  Influenza  B. — One  nurse  seroconverted 
at  least  seven  weeks  after  immunization,  following  an 
apparent  natural  infection,  and  thus,  was  an  immunization 
failure.  An  additional  staff  member  also  failed  to 
seroconvert  seven  weeks  after  immunization  and  remained 
seronegative  four  months  later.  Twenty-six  percent  (11/ 
43)  of  our  staff  were  seronegative.  Positive  preseason 
antibody  titers  for  influenza  B were  found  in  74%  (32/43) 
of  our  NICU  staff.  Of  the  32  with  positive  titers,  15  were 
immunized  in  1992  (Fig.  3). 

Newborn  Serology. — Cord-blood  antibody  titers  for 
influenza  A and  B were  absent  in  1 1%  (9/83)  and  37%  (31/ 
83)  of  the  newborns,  respectively.  The  antibody  titer 
results  are  shown  in  Fig.  4.  Follow-up  antibody  titers  were 
not  performed.  Seventeen  newborns  were  transfused  dur- 
ing the  three-month  study  period.  Influenza  titers  were 
unavailable  for  the  donor  blood. 

Cultures. — Although  six  of  the  20  NICU  staff  who 
reported  symptoms  had  their  nasopharynx  cultured,  all 
were  negative  for  influenza  A/B.  Nasopharyngeal  cul- 
tures were  obtained  on  eight  neonates  who  had  respiratory 
deterioration.  All  of  these  cultures  were  negative  for 
influenza  virus. 


Discussion 

To  our  knowledge,  the  present  study  is  the  first  to 
explore  the  vulnerability  of  a newborn  intensive  care  unit 
to  influenza.  At  least  1 1 % of  our  neonatal  patients  were 
susceptible  to  influenza  A and  37%  were  susceptible  to 
influenza  B.  These  patients  are  only  the  minimum  of  all 
those  susceptible,  since  those  with  general  antibody  may 
lack  the  antibody  to  a specific  A or  B strain.  In  addition, 
antibody  may  be  present,  but  may  not  be  in  sufficient 
amounts  to  provide  protection.  In  a similar  fashion,  at  least 
9%  of  our  staff  were  susceptible  for  influenza  A and  26% 
for  influenza  B.  The  actual  number  of  susceptible  staff 
was  likely  to  be  higher  and  this  number  could  presumably 
be  reduced  if  immunizations  were  given. 

Influenza  was  not  documented  by  culture  during  the 
December  to  April  study  period  in  any  newborn.  A single 
medical  staff  member  had  evidence  by  seroconversion  of 
influenza.  This  single  seroconversion  occurred  in  an  im- 
munized nurse  who  seroconverted  at  least  seven  weeks 
after  immunization  and  was  ill  during  the  influenza  sea- 
son. Her  seroconversion  was  interpreted  to  be  the  result  of 
natural  infection.  Another  immunization  failure  (absence 
of  antibody  response)  was  also  noted  for  one  of  the 
secretaries  who  had  received  influenza  vaccine. 


Figure  2. — Prevalence  of  influenza  A antibody  prior  to  influenza  season  among  43  immunized  and  nonimmunized  NICU  staff  members. 
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Figure  3. — Prevalence  of  influenza  B antibody  prior  in  influenza  season  among  43  immunized  and  nonimmunized  NICU  staff  members. 


Figure  4. — Prevalence  of  influenza  A and  B antibody  from  cord  blood  among  83  newborns  subsequently  admitted  to  the  NICU. 
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Newborns  in  this  study,  may  have  received  protective 
passive  immunity  from  two  sources:  maternally  derived 
influenza  antibody  and  by  transfusion  using  adult  blood 
products(14%).  It  is  unknown  how  much  protection  was 
provided  by  either  of  these  routes,  in  part  because  of 
frequent  influenza  antigen  shifts  and  drifts. 

Influenza-like  symptoms  were  experienced  by  26%  of 
the  NICU  staff  during  the  month  of  January,  diminished  to 
17%  in  February,  and  to  8%  in  March.  We  identified  the 
cause  of  the  symptoms  in  two  other  staff  members  who 
were  study  participants:  one  had  respiratory  syncytial 
virus  and  the  other  a parainfluenza  virus  seroconversion. 
A viral  cause  for  the  remaining  symptomatic  staff  or 
neonatal  patients  was  not  identified. 

There  were  a number  of  important  limitations  to  our 
current  study.  The  winter  of  1992-93  was  remarkable  in 
that  the  first  influenza  virus  was  isolated  late,  20  January 
1993.  In  addition,  only  53  influenza  A and  41  influenza  B 
isolates  were  identified  between  20  January  and  30  May 
1993  in  Connecticut:  a relatively  low  incidence  compared 
to  previous  years.10  There  were  additional  limitations  to 
our  study.  Newborns  did  not  receive  surveillance  cultures 
or  follow-up  serological  testing.  In  addition,  the  absentee 
NICU  staff  were  not  cultured.  For  these  reasons,  data  were 
incomplete.  Nevertheless,  surveillance  for  the  impact  of 
influenza  on  hospital  staff  and  patients  is  important.  De- 
spite a relative  lack  of  identified  problems  during  the 
winter  of  1992-93,  further  studies  are  necessary  to  deter- 
mine whether  revisions  to  current  immunization  and  pre- 
vention policies  are  required.  Until  then,  it  would  seem 


prudent  to  restrict  visitors  and  staff  to  those  who  are  free 
from  communicable  diseases  and  to  encourage  or  con- 
sider mandatory  influenza  immunization  for  the  staff. 
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Clinical  Assessment  of  an  Aggressive  Protocol  for  the 
Prevention  of  Perioperative  Hypothermia 

MAURIZIO  NICHELE,  M.D.  AND  EDWARD  KWASNIK,  M.D. 
Department  of  Surgery,  Waterbury  Hospital 


The  operating  room  is  a hostile  environment  for  the 
maintenance  of  core  body  temperature,  particularly  for 
patients  who  undergo  lengthy  procedures  involving  large 
volume  blood  or  fluid  replacement.  As  a consequence, 
clinically  hypothermic  patients  (core  temperature 
< 35 c C)  are  at  increased  risk  for  development  of  cardiac 
arrhythmia  or  dysfunction,  coagulopathy,  and  altered 
mental  status.  This  study  was  undertaken  to  identify 
patients  at  greatest  risk  for  perioperative  hypothermia 
(PH)  in  the  community  hospital  and  to  evaluate  the  effec- 
tiveness of  a protocol  for  prevention  of  PH  over  a four- 
year  period. 

In  order  to  identify  patients  at  greatest  risk  for  PH,  core 
temperature  was  measured  in  all  inpatients  on  admission 
to  the  postanesthetic  care  unit  during  1988.  the  index  year 
of  the  study.  During  this  time  PH  was  documented  in  92 
(2.2%)  of  4. 102  patients.  In  this  group.  76  (83%)  patients 
were  over  60  years  of  age  and  females  were  more  fre- 
quently involved  (59%  vs  41%  males).  Orthopedic  large 
joint  replacements  (33%)  and  major  general  surgical  pro- 
cedures (30%)  accounted  for  the  majority  of  these  cases 
with  the  remainder  divided  fairly  evenly  between  uro- 
logic,  gynecologic,  and  neurosurgical  operations. 


With  these  groups  targeted,  a protocol  was  imple- 
mented aimed  at  decreasing  the  incidence  of  PH.  Major 
aspects  of  this  regimen  included  operating  room  warming, 
placement  of  caps,  boots  and  sleeves,  blood  and  fluid 
warming,  and  liberal  intraoperative  use  of  warming  blan- 
kets. Occurrence  of  PH  over  the  following  three  years 
decreased  as  follows: 


1989 

1990 

1991 

Orthopedic 

25 

18 

0 

General  Surgery 

21 

11 

3 

Other 

14 

8 

5 

Total 

64 

37 

8 

We  conclude  that  patients  over  60  years  of  age  who 
undergo  major  general  and  orthopedic  surgical  proce- 
dures are  at  particular  risk  for  PH.  Implementation  of  a 
protocol  to  prevent  PH  has  been  effective  in  significantly 
reducing  the  incidence  of  PH  and  limiting  the  risk  of 
complications  associated  with  perioperative  reductions  in 
core  temperature. 
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Diagnostic  and  Therapeutic  Laparoscopy  in  the  Intensive  Care  Unit 
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Hartford  Hospital  and  University  of  Connecticut  School  of  Medicine 


During  the  past  five  years,  laparoscopy  has  been  em- 
ployed in  an  increasing  number  of  elective  surgical  proce- 
dures. Emergent  laparoscopy  in  unstable  patients  is  evolv- 
ing, aided  by  the  accumulation  of  data  on  the 
cardiopulmonary  effects  of  pneumoperitoneum  and 
laparoscopic  surgery.  We  found  laparoscopy  to  be  both 
safe  and  useful  as  a diagnostic  and  therapeutic  tool  in  the 
Intensive  Care  Unit  (ICU)  population. 

Methods. — A three-year  experience  utilizing  video 
laparoscopy  in  ICU  patients  was  reviewed. 

Results. — Eleven  critically  ill  patients  had  diagnostic  or 
therapeutic  laparoscopy.  Indications  included  septic  shock, 
mesenteric  ischemia,  and  acute  cholecystitis.  Three  pro- 
cedures were  done  at  the  bedside;  eight  in  the  operating 


room.  Hemodynamic  monitoring  and  support  were  pro- 
vided as  needed.  Seven  patients  had  intraabdominal  pa- 
thology noted;  four  underwent  laparoscopic  procedures 
including  cholecystostomy,  liver  biopsy,  and  chole- 
cystectomy; and  three  cases  were  converted  to  open  op- 
erations for  cholecystectomy  and  small-bowel  resection. 
One  serious  complication,  bowel  perforation,  occurred, 
but  no  adverse  cardiopulmonary  events  were  noted. 

Conclusions. — Laparoscopic  techniques  are  a valuable 
resource  in  the  evaluation  and  treatment  of  critically-ill 
surgical  patients,  particularly  in  the  assessment  of  intra- 
abdominal sepsis.  Procedures  can  be  completed  safely  at 
the  ICU  bedside  with  proper  monitoring. 


Vascular  Injuries  with  Gun-Shot  Wounds  (GSW)  to  the  Lower  Extremities, 

Community  Hospital  Experience 


MARSEL  HURIBAL,  M.D.,  DONALD  R.  BENNETT,  M.D.,  RAVIN  KUMAR,  M.D., 
BAUER  E.  SUMPIO,  M.D.,  PH.D.,  MARVIN  A.  MCMILLEN,  M.D.,  NABIL  ATWEH,  M.D., 

AND  JOHN  D.  MACARTHUR,  M.D. 

Bridgeport  Hospital 


Gun-shot  wounds  (GSW)  to  the  extremity  with  vascular 
injury  carry  a high  risk  of  morbidity  and  mortality.  In 
treating  extremity  injuries  with  vascular  compromise,  it  is 
important  to  achieve  a functional  limb  with  minimal 
morbidity.  During  the  past  five  years  our  hospital  has 
treated  270  patients  with  GSW  to  the  lower  extremities. 
We  have  standardized  our  approach  to  these  vascular 
injuries.  All  patients  with  penetrating  injury  to  the  extrem- 
ity received  thorough  examination,  Doppler  study,  and 
measurements  of  ankle/brachial  pressure  index  (ABI). 
Seventy-four  (27.4%)  patients  received  initial  treatment 
in  the  emergency  department  and  were  discharged  with 
follow-up.  One  hundred  fifty  (55.5%)  patients  were  ad- 
mitted for  proximity  injury  to  major  vessels  and/or  signifi- 
cant soft  tissue  and  bone  injury,  but  without  any  clinical  or 
Doppler  evidence  of  vascular  compromise.  Forty-six 


(17.1%)  patients  were  operated  on  for  vascular  injuries. 
There  was  an  almost  equal  distribution  of  injury  to  the  iliac 
(13),  femoral  (16),  and  popliteal-tibial  (15)  vessels,  and 
there  were  two  femoral  arteriovenous  fistulas.  Twenty- 
four  procedures  (52%)  were  performed  by  vascular  sur- 
geons and  22  (48%)  were  performed  by  general  or  trauma 
surgeons.  Patients  with  multiple  levels  of  injury,  abnor- 
mal ABI  (<0.9),  or  bruit  underwent  angiography.  In  this 
selected  groups  of  patients  (28/46),  angiography  was 
diagnostic  in  all  patients.  Obvious  vascular  compromise 
or  pulsatile  bleeding  and/or  hemodynamically  unstable 
patients  underwent  immediate  exploration.  Intraopera- 
tively,  23  (50%)  patients  had  associated  venous  injuries 
and  87%  of  all  venous  injuries  were  repaired  primarily. 
All  arterial  injuries  were  repaired.  Interposition  saphen- 
ous vein  or  a vein  patch  was  used  in  100%  of  popliteal- 
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tibial,  and  75  % of  femoral  vessel  repairs.  Iliac  vessels 
were  repaired  primarily  in  62%  of  patients  and  popliteal- 
tibial-femoral  endarterectomy  was  used  in  30%  of  pa- 
tients. Fasciotomies  were  performed  in  1 1 (24%)  patients. 
Major  morbidity  consisted  of  two  delayed  below-the-knee 
amputations  (4%):  the  first  was  done  for  significant  neu- 
rological injury  two  years  after  the  initial  repair,  and  the 
second  followed  a ligated  external  iliac  vessel  after  perfo- 
ration. Minor  morbidity  included  two  groin  infections  and 
two  pseudoaneurysms  (8.6%).  Mortality  for  all  vascular 
injury  patients  was  2%  (1/46).  The  patients  who  did  not 
undergo  angiography  or  exploration  had  no  missed  inju- 


ries on  follow-up.  Our  results  indicate  that  vascular  inju- 
ries can  be  well  managed  in  community  hospitals  with  a 
policy  of  careful  clinical  evaluation,  routine  ABI  mea- 
surements, and  a low  threshold  for  angiography.  Early 
communication  between  general  surgeons  and  vascular 
surgeons  with  early  con-sultation  is  fundamental  to  good 
outcome.  Our  data  indicate  that  routine  angiography  and 
exploration  may  be  unnecessary  and  that  clinical  judge- 
ment, experience,  and  collegial  support  will  produce 
equally  successful  results  for  both  general/trauma  and 
vascular  surgeons  in  man-agement  of  penetrating  vascular 
injuries  of  the  lower  extremities. 


Managing  Minor  Traumatic  Brain  Injury 

CHRISTOPHER  LENA,  M.D.,  ANTHONY  S.  MORGAN,  M.D.,  AND  LINDA  E.  MACKAY,  M.D. 
Department  of  Surgery,  Saint  Francis  Hospital  and  Medical  Center 


During  1991  and  1992,  our  Level  1 Trauma  Center 
evaluated  300  brain  injured  patients.  Of  these,  208  were 
considered  as  having  minor  traumatic  brain  injury,  with 
Glasgow  Coma  Scores  (GCS)  between  13  and  15,  and 
were  evaluated  with  the  use  of  a head  computed 
tomographic  (CT)  scan  and  admitted  for  observation. 
Information  collected  included  demographics,  loss  of 
consciousness,  amnesia,  alcohol  or  drug  use,  presence  of 
a skull  fracture,  mechanism  of  injury,  CT  findings,  length 
and  cost  of  hospital  stay,  and  need  for  neurosurgical 
intervention.  Data  analysis  was  performed  using  Pearson 
X2  and  logistic  regression  analysis. 

Of  the  208  patients,  72%  were  males  and  the  mean  age 
was  37.  Motor  vehicle  accidents  accounted  for  almost  half 
of  the  injuries  at  48%,  followed  by  falls  19%,  and  assaults 
18%.  Admitting  GCS  was  13  in  five  patients,  14  in  24 
patients,  and  15  in  179  patients.  Forty-six  percent  or  96/ 
208  patients  were  admitted  with  an  isolated  head  injury  as 
their  only  reason  for  admission.  Twenty-four  percent  or 
51/208  patients  had  positive  findings  on  CT  scan  despite 
only  “minimal  brain  injury.”  Of  all  patients  evaluated,  6/ 
208  or  2.9%  required  emergency  operative  intervention 
for  intracranial  pathology.  Epidural  hematomas  had  the 
greatest  chance  of  requiring  operative  intervention  at 


43%,  and  the  majority  of  these  were  due  to  assaults. 

Of  all  indicators  studied,  only  clinical  evidence  of  a 
skull  fracture,  abnormal  neurologic  examination,  and  the 
mechanism  of  injury  were  found  to  be  significant  in 
accounting  for  37%  positive  predictive  value  for  CT 
abnormalities.  Gender,  race,  age,  loss  of  consciousness, 
amnesia,  alcohol,  drug  use,  and  associated  injuries  were 
not  significant  in  predicting  positive  CT  findings.  One 
hundred  percent  of  patients  with  a normal  neurologic 
examination  and  a normal  head  CT  scan  on  admission 
went  on  to  neurologic  deterioration  and/or  required  opera- 
tive intervention. 

There  is  significant  risk  for  intracranial  injury  follow- 
ing even  minor  traumatic  brain  injury.  Bedside  clinical 
indicators  are  inadequate  and  can  only  account  for  37%  of 
the  positive  predictive  value  of  a head  CT  scan  in  our 
population.  We  suggest  that  this  supports  the  use  of  head 
CT  scan  in  the  emergency  department  for  evaluation  of 
head  trauma  depending  on  the  mechanism  of  injury  and 
the  neurologic  examination.  Our  data  support  the  litera- 
ture in  patients  with  a normal  neurologic  examination  and 
negative  head  CT  on  evaluation  can  be  discharged  safely 
to  home  with  appropriate  follow-up  arrangements,  thereby 
avoiding  costly  inpatient  observation. 
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A Randomized  Prospective  Clinical  Trial  of  Nimodipine  in  Head  Injury 


DANIEL  J.  ABRAMS,  M.D.,  JOHN  A.  CALOGERO,  M.D.,  ANTHONY  S.  MORGAN,  M.D., 
JUDITH  PEPE,  M.D.,  ERIC  DOBKIN,  M.D.,  AND  VIVIAN  LANE,  R.N.,  M.S. 
Department  of  Surgery,  Saint  Francis  Hospital  and  Medical  Center 


We  present  initial  data,  and  our  design  of  a randomized 
prospective  study  for  the  use  of  nimodipine  in  brain  injury. 
Clearly,  the  devastating  long-term  sequelae  of  head  in- 
jury, its  prevalence  in  the  United  States,  and  our  apparent 
inability  to  improve  outcome  has  plagued  the  treatment  of 
head  trauma.  The  processes  described  as  brain  injury 
include  subarachnoid  hemorrhage,  bloody  mass  lesions, 
and  cerebral  contusion.  It  is  our  belief  that  the  common 
denominator  in  head  injury  is  cerebral  ischemia  and  anoxic 
neural  injury.  Nimodipine,  a calcium  channel  blocker,  has 
been  used  in  vasospasm  associated  with  aneurysmal  sub- 
arachnoid hemorrhage  and  is  thought  to  be  protective  of 
neural  tissue  in  effect.  Speculation  as  to  nimodipine’ s 
mechanism  of  action  has  included  prevention  of  calcium 
influx  into  cells  (thought  to  be  one  cellular  mechanism  of 
injury),  an  antiplatelet  effect,  and  altered  red  cell 
deformability.  Our  study  was  designed  to  utilize  the  pro- 
tective effect  of  nimodipine  in  the  cerebral  ischemia 
associated  with  head  trauma  and  thus  improve  long-term 
outcome.  Suwanela  and  Suwanela  believe  that  cerebral 
vasospasm  occurs  in  trauma,  the  pathology  for  which 
nimodipine  has  proven  most  effective. 

Our  study  design  included  all  patients  with  a Glasgow 
coma  scale  (GCS)  of  less  than  8,  regardless  of  other 
injuries  at  admission.  Nimodipine,  60  mg  given  through  a 


nasogastric  tube,  was  administered  to  all  patients  with  a 
systolic  blood  pressure  greater  than  100  mm  Hg  who  were 
producing  adequate  urine.  All  patients  were  hyperventilated 
to  a Pco2  of  25-29  for  24-36  hours.  Most  patients  received 
dilantin  (unless  contraindicated),  had  arterial  monitoring, 
urinary  monitoring,  and  received  25  g/kg  mannitol  every 
six  hours  for  failure  to  improve  in  responsiveness.  Seda- 
tion was  given  as  necessary. 

Our  initial  report  is  of  nine  patients  with  an  average 
admission  GCS  of  5.8.  Four  of  nine  of  our  patients  had 
documented  subarachnoid  hemorrhage  on  admission  com- 
puted tomographic  scan.  None  of  our  patients  required 
craniotomy.  Seven  patients  were  hyperventilated  and  six 
received  intravenous  mannitol.  In  order  to  evaluate  vasos- 
pasm, we  conducted  transcranial  doppler  studies  on  the 
fourth  and  10th  day  posttrauma.  Only  one  patient  showed 
results  consistent  with  vasospasm  in  the  treatment  group, 
and  he  had  a good  outcome.  The  only  difference  evident 
with  our  initial  sample  size  is  that  the  treatment  group 
appeared  to  have  a greater  improvement  with  GCS  of  9.2 
compared  to  7 for  the  control  group.  Our  nine  patients  did 
extraordinarily  well  as  a whole  with  an  average  GCS  of 
14.0  on  discharge.  Six  of  our  patients  were  discharged  to 
a rehabilitation  facility  and  three  were  discharged  home. 


Spinal  Column  Trauma  in  Patients  55  Years  of  Age  and  Older 


GREGORY  B.  DIRUSSO,  M.D.,  ANTHONY  S.  MORGAN,  M.D.,  JUDITH  PEPE,  M.D.,  ROBERT 
SCHWARTZ,  M.D.,  AND  VIVIAN  LANE,  R.N.,  M.S. 

Department  of  Surgery,  Saint  Francis  Hospital  and  Medical  Center 


We  reviewed  239  acute  injuries  to  the  cervical,  tho- 
racic, lumbar,  and  sacral  spinal  column  in  patients  aged  55 
and  older.  Patients  were  admitted  to  one  of  two  Level  I 
Trauma  Centers  and  represented  approximately  1.6%  of 
the  14,900  trauma  patients  seen  during  the  seven  years  of 
the  study.  The  mean  age  of  the  patients  was  73.3  years. 
One  hundred  sixty-one  (67.4%)  were  injured  in  falls,  41 
( 17.2%)  in  motor  vehicle  accidents,  including  pedestrians 
and  bicyclists  hit  by  cars,  and  the  remainder  were  due  to 


assault,  work-related  injury,  or  occult  trauma.  Neurologic 
deficit  from  spinal  cord  injury  occurred  in  43  patients 
(18.0%). 

Data  relating  to  mechanism  of  injury,  preexisting  dis- 
ease, level  of  function,  and  hospital  course  were  evaluated 
to  identify  factors  that  correlate  with  measures  of  out- 
come, namely  the  length  of  hospital  stay,  the  number  of 
intensive  care  unit  (ICU)  days,  and  disposition  on  dis- 
charge. 


460 


CONNECTICUT  MEDICINE,  AUGUST  1994 


Survivors  were  younger  than  nonsurvivors  (72.5  vs 
11 A years,  P=0.015)  and  also  had  a lower  Injury  Severity 
Score  (9.8  vs  14.7,  P=0.03).  Patients  who  were  discharged 
home  were  younger  than  those  discharged  to  an  extended 
care  facility  or  to  a rehabilitation  hospital  (67.9  vs  76.4, 
P=0.05),  but  increasing  age  did  not  correlate  with  a longer 
hospital  or  ICU  stay.  Alcohol  use  was  associated  with  a 
longer  hospital  stay  (mean  37.4  vs  17.9  days,  P=0.001) 
and  more  intensive  care  unit  days  (mean  7.4  vs  2.2  days, 
P=0.009).  Patients  who  experienced  one  or  more  compli- 
cations during  the  initial  hospitalization,  including 
nosocomial  pneumonia,  urinary  tract  infection,  and  respi- 
ratory failure  requiring  intubation,  had  significantly  longer 
hospital  (32.4  vs  12.8  days,  PcO.OOl)  and  ICU  stays  (6.2 


vs  0.69  days,  P<0.01).  Patients  with  underlying  ischemic 
heart  disease  had  longer  ICU  stays  (3.1  vs  1.0  days, 
P=0.38)  but  did  not  differ  significantly  with  respect  to 
mortality  and  length  of  hospital  stay.  The  presence  of 
underlying  chronic  obstructive  pulmonary  disease,  diabe- 
tes mellitus,  or  organic  brain  disease  did  not  correlate 
significantly  with  a longer  hospital  or  ICU  stay. 

We  conclude  that  spinal  column  injury  in  the  older  age 
population  is  associated  with  a significant  morbidity  and 
mortality.  Age,  Injury  Severity  Score,  history  of  alcohol 
use,  the  presence  of  spinal  cord  injury,  and  complications 
of  the  hospitalization  are  important  prognostic  indicators, 
and  should  heighten  the  awareness  of  trauma  surgeons  and 
emergency  physicians  caring  for  these  patients. 


Clinical  Opinions  Regarding  the  Routine  Radiographic  Evaluation  of  the 
Thoracic  and  Lumbar  Spine  in  Blunt  Trauma  Patients 

MARLENE  A.  MURPHY,  M.D.,  SHERYL  G.A.  GABRAM,  M.D.,  ROBERT  J.  SCHWARTZ,  M.D., 

AND  LENWORTH  M.  JACOBS,  M.D. 

Department  of  Emergency  Medical  Services  and  Trauma,  Hartford  Hospital 


Introduction. — There  has  been  a lack  of  clinical  con- 
sensus regarding  the  routine  radiographic  evaluation  of 
the  thoracic  (T)  and  lumbar  (L)  spine  in  multisystem  blunt 
trauma  patients.  The  purpose  of  this  study  was  to  collect 
data  on  the  clinical  opinions  of  trauma  specialists  regard- 
ing the  indication  for  T/L  spine  films  in  severely  injured 
blunt  trauma  patients. 

Methods. — A pilot  survey  was  distributed  to  trauma 
care  providers  at  a Level  I trauma  center.  From  this  data, 
a revised  survey  was  distributed  to  the  members  of  a 
regional  surgical  association. 

Results. — The  response  rate  was  253/416  (61%).  Mean 
postresidency  experience  was  1 1 years.  Participants  were 
199  trauma  surgeons  or  critical  care  specialists  (79%),  19 
orthopedic  surgeons  (8%),  seven  neurosurgeons  (3%), 
two  emergency  medicine  physicians  (<1%),  and  26  phy- 
sicians of  other  specialties  (10%).  Ninty  six  percent  of  the 
participants  were  attending  physicians.  Eighty  percent 
(n=204)  of  the  respondents  do  not  routinely  obtain  T/L 
spine  films  in  blunt  trauma  patients,  while  20%  (n=49)  of 
the  respondents  do.  Pain  and  tenderness  along  the  spine  in 
awake  patients  ( 1 00%),  abnormal  neurologic  examination 
(99%),  associated  injuries  (83%),  and  mechanism  of  in- 
jury (MOI)  (82%)  were  major  criteria  identified  to  indi- 


cate a need  for  T/L  spine  films.  For  less  than  50%  of  the 
respondents,  an  altered  mental  status  alone  was  an  indica- 
tion to  obtain  films.  Eighty-seven  percent  of  the  respon- 
dents use  some  other  physical  injury  as  a marker  for 
suspected  T/L  spine  injury,  peripheral  neurologic  deficit 
being  the  most  common.  The  respondents  were  more 
likely  to  obtain  T/L  spine  films  in  patients  who  had  an 
identified  cervical  spine  injury,  an  identified  pelvic  frac- 
ture, or  who  were  intubated  and  not  awake.  MOI  with 
greater  force  or  higher  velocity  such  as  a fall  of  more  than 
15  ft,  a motor  vehicle  accident  in  which  the  patient  was 
ejected,  a motor  vehicle  collision,  and  a diving  accident 
were  identified  more  commonly  as  an  indication  to  obtain 
T/L  spine  films  in  a patient  with  an  altered  sensorium. 

Conclusions. — Although  recent  recommendations  have 
been  established  in  the  advanced  trauma  life  support 
manual  regarding  the  routine  use  of  T/L  spine  films  in 
multisystem  blunt  trauma  patients  the  members  of  the 
surveyed  surgical  association,  as  a group,  obtain  routine 
T/L  spine  films  less  frequently.  A prospective  evaluation 
of  this  high-risk  population  of  trauma  patients  and  the 
frequency  of  T/L  spine  injury  needs  to  be  more  accurately 
delineated  to  obtain  a consensus  on  this  issue 
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Stage  IV  Breast  Cancer:  Surgical  Therapy  and  Local  Control 


ROBERT  NIXON,  M.D.,  J.  FORBES  ROGERS,  M.D.,  JAMES  E.  BARONE,  M.D., 

AND  ROBERT  M.  LINCER,  M.D. 

Stamford  Hospital 


Background. — The  optimal  surgical  treatment  for  pa- 
tients who  present  with  stage  IV  breast  cancer  is  unclear. 
The  combined  local  recurrence  rate  for  all  stages  of  breast 
cancer  is  about  6%  to  8%.  We  examined  our  own  experi- 
ence to  see  what  effect  the  various  surgical  procedures 
would  have  upon  local  control  and  survival  in  patients 
who  present  with  stage  IV  breast  cancer. 

Methods. — The  records  of  all  49  patients  who  presented 
with  stage  IV  breast  cancer  between  October  1976  and 
June  1992  were  retrospectively  reviewed.  Patients  were 
excluded  if  they  had  ever  been  treated  for  breast  cancer  at 
any  institution.  Patients  were  divided  into  two  groups, 
group  I,  wide  excision  or  any  type  of  mastectomy;  group 
II,  biopsy  only  or  no  surgical  treatment. 

Results. — 7Tiere  were  29  patients  in  group  I and  20  in 
group  II.  Average  age  was  67  for  both  groups.  Mean 
survival  was  28  months  for  the  entire  group.  Mean  sur- 


vival by  group  was  3 1 months  for  group  I and  23  months 
for  group  II.  Nearly  all  patients  received  radiation  and/or 
chemotherapy.  Only  two  patients,  one  in  each  group  had 
local  recurrence  of  tumor  in  the  breast  or  chest  wall.  Local 
recurrence  was  not  affected  by  type  of  surgical  procedure, 
administration  of  chemotherapy,  or  radiation  to  the  breast 
or  axilla. 

Conclusion. — In  this  retrospective  series  of  patients 
who  presented  with  stage  IV  breast  cancer,  patients  who 
underwent  biopsy  as  their  only  surgical  procedure  sur- 
vived for  a somewhat  shorter  time  period.  However  they 
were  most  likely  selected  for  a lesser  procedure  because  of 
their  general  condition.  We  conclude  that  the  type  of 
surgery  has  no  effect  on  local  recurrence.  Adequate  local 
control  of  stage  IV  breast  cancer  can  be  achieved  with  any 
appropriate  therapy.  Axillary  node  dissection  is  unneces- 
sary. 


Evaluation  of  ECL  Cell  Secretory  Regulation  Utilizing  Image  Analysis  of 
Intracellular  pH  and  Calcium  Transients 

REGINALE  ABRAHAM,  M.D.,  JOHN  GEIBEL,  M.D.,  PH.D.,  GARY  LAWTON,  M.D., 
UMER  DARR,  M.D.,  CAROL  J.  SAROKA,  PH.D.,  AND  IRVIN  MODLIN,  M.D.,  PH.D. 
Department  of  Surgery,  Yale  University  School  of  Medicine 


The  advent  of  enterochromaffin-like  (ECL)  cells  in 
gastric  pathobiology  has  generated  considerable  interest, 
particularly  since  the  recent  description  of  a pathological 
state  characterized  as  gastric  argyrophilic  carcinoidosis. 
The  morphological  and  biofunctional  properties  of  these 
cells  are  distinct  from  other  gastric  endocrine  cells.  Their 
major  role  appears  to  be  in  the  regulation  of  parietal-cell 
function  in  both  a secretory  and  trophic  mode.  Of  particu- 
lar interest  is  the  recent  observation  that  agents  which 
result  in  profound  and  sustained  acid  inhibition  cause  ECL 
cell  hyperplasia.  This  phenomenon  has  also  been  noted  in 
human  disease  states  in  which  a significant  decrease  in 
acid  secretion  is  evident  (pernicious  anemia-atrophic 
gastritis).  We  developed  an  isolated  cell  preparation, 


florescent  probes,  and  image  analysis  in  perfusion  cham- 
bers utilizing  real-time  monitoring  of  intracellular  cal- 
cium and  pH  fluxes  in  response  to  secretagogues. 

Highly  purified  ECL  fraction  from  rodent  gastric  mu- 
cosa were  obtained  by  pronase  digestion  of  the  stomach 
followed  by  particle  size  and  density  and  density  separa- 
tion by  counterflow  elutriation  and  Nycodenz  step  gradi- 
ent centrifugation,  respectively.  The  resultant  50-fold 
enrichment  and  trypan  blue  exclusion  enabled  evaluation 
of  isolated  cell  function. 

Intracellular  calcium  in  isolated  cells  was  monitored 
using  the  Fura  II  calcium  sensitive  indicator.  Cells  were 
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placed  on  sterile  cover  slips  precoated  with  Cell-Tak  and 
were  observed  by  a Zeiss  Fluo  63  objective  with  a Zeiss 
Axiovert  135  microscope  in  the  epiflourescent  mode  us- 
ing a dichroic  filter  at  395  nm.  Alternating  wavelength 
excitation  of  340  and  380  nm  was  provided  by  a motorized 
filter  wheel.  Single  ECL  flourescent  imaging  with  chole- 
cystokinin  (CCK)  (10-7)  produced  a biphasic  elevation  of 
calcium  in  the  cells.  Blockade  of  the  gastrin/CCK  recep- 
tors by  L36S,  260  ( 10-5)  ablated  the  calcium  spike  and 
further  exposure  of  the  cells  to  CCK  with  receptors  blocked 
by  L36S  failed  to  produce  an  elevation  of  calcium.  Subse- 
quent exposure  to  forskolin  (10-5)  revealed  a slow  rise  in 
calcium  profile.  This  study  demonstrates  that  the  gastrin 


modulation  of  ECL  cell  function  is  mediated  by  a calcium- 
related  mechanism. 

Since  histamine  function  by  ECL  cells  is  primarily 
driven  by  gastrin/CCK  we  sought  to  identify  the  calcium 
transient  mechanism  in  these  cells  and  evaluate  pH  alter- 
ations during  secretion.  Other  nonreceptor  primed  ago- 
nists (forskolin,  TPA)  which  function  via  the  cAMP  and 
calcium  systems  were  also  studied.  The  pathobiological 
relevance  of  ECL  cells  and  the  mechanisms  of  their 
inducible  hypesplasia  and  neoplasia  may  be  of  consider- 
able significance  in  understanding  the  regulatory  role  of 
gastric  endocrine  cells. 


Pulmonary  Resection  in  the  Elderly:  Early  Morbidity  and  Mortality 


CHRISTOPHER  RIORDAN,  M.D.,  SEBASTIAN  PAGNI,  M.D.,  KEVIN  MAYOR,  M.D., 
ALAN  TOOLE,  M.D.,  HAROLD  N.  STERN,  M.D.,  AND  RONALD  B.  PONN,  M.D. 


Department  of  Surgery,  Hospital  of  Saint  Raphael 


Because  of  an  aging  population  combined  with  an 
increasing  incidence  of  bronchogenic  carcinoma,  sur- 
geons are  often  faced  with  the  dilemma  of  surgically 
resectable  lung  cancer  in  elderly  people.  Pulmonary  resec- 
tion in  this  age  group  has  often  been  found  to  have  a 
substantially  higher  early  morbidity  than  in  the  younger 
population.  To  examine  this  premise,  we  reviewed  our 
experience  with  lung  resection  in  170  patients,  aged  70 
years  and  older,  with  preoperatively  documented  or  pre- 
sumed lung  cancer. 

The  patients’  ages  ranged  from  70  to  96  years  (mean 
78),  with  36  over  80  years  of  age.  There  were  91  men  and 
79  women.  Bronchogenic  carcinoma  was  the  final  diagno- 
sis in  158  cases  (93%).  Eight  patients  had  secondary  lung 
neoplasms,  four  had  hamartomas,  and  one  had  a bronchial 
carcinoid.  Surgical  treatment  consisted  of  114  standard 
lobectomies  (67%),  eight  bilobectomies  (4%),  29 
segmentectomies  or  wedge  resections  (18%),  and  19  ex- 
tended operations  (11%)  including  five  bronchoplastic 
resections  and  14  pneumonectomies.  The  length  of  post- 


operative hospitalization  was  three  to  34  days  (mean  9.6). 
There  were  seven  deaths  (4%),  due  to  myocardial  infarction 
(2),  hemorrhage  (2),  pulmonary  embolus  (1),  pneumonia 
( 1 ),  and  bronchopleural  fistula  ( 1 ).  Four  of  the  perioperative 
deaths  occurred  following  pneumonectomy.  Nonfatal  com- 
plications occurred  in  54  patients  (32%)  and  included 
cardiac  arrythmias  requiring  medical  treatment  (24),  air 
leak  lasting  more  than  five  days  ( 1 0),  urinary  retention  (5), 
pneumonia  (3),  intubation  beyond  five  days  (4),  pulmo- 
nary embolus  (2),  peripheral  arterial  embolus  (2),  and  one 
instance  each  of  deep  venous  thrombosis,  upper  gas- 
trointestinal hemorrhage,  acute  psychosis,  and  atelectasis 
requiring  therapeutic  bronchoscopy. 

These  results  indicate  that  standard  pulmonary  resec- 
tion can  be  offered  to  many  elderly  patients  with  early 
morbidity  and  mortality  that  closely  approximate  that 
seen  in  younger  patients.  Pneumonectomy,  however,  is 
associated  with  a significant  operative  risk  and  should  be 
applied  very  selectively. 
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Complications  of  Postthyroidectomy  Radioablation 


GREGORY  B.  DI  RUSSO,  M.D.  AND  KENNETH  A.  KERN,  M.D. 
Department  of  Surgery,  Hartford  Hospital 


The  use  of  radioablation  of  normal  thyroid  tissue  fol- 
lowing thyroidectomy  for  well-differentiated  thyroid  can- 
cer is  controversial.  To  clarify  this  issue,  we  sought  to 
determine  the  incidence  and  clinical  significance  of  com- 
plications of  postthyroidectomy  iodine  131  therapy.  Sixty- 
three  cases  were  retrospectively  studied.  Review  of  opera- 
tive, pathologic,  and  office  records,  as  well  as  physician 
interview,  provided  data  on  patients,  tumor  characteris- 
tics, radiation  dosing,  and  complications  of  iodine  131 
treatment. 

Nineteen  percent  (12/63)  of  patients  experienced  com- 
plications including  radiation  thyroiditis  (8),  chronic 
sialoadenitis  (1),  odynophagia  (1),  facial  edema  (1),  and 
shingles  (1).  The  incidence  of  complications  was  lower  in 


patients  who  underwent  near-total  or  total  thyroidectomy 
compared  to  those  who  underwent  less  extensive  resec- 
tion (8.7%  vs  47.1%,  P<0.005).  Additionally,  patients 
who  underwent  unilateral  thyroidectomy  experienced  sig- 
nificantly more  complications  than  those  who  underwent 
all  other  types  of  thyroidectomy  (60.0%  vs  19.0%,  P<0.02). 

The  incidence  of  complications  of  iodine  131  thyroid 
ablation  following  thyroidectomy  for  well-differentiated 
thyroid  cancer  is  related  to  the  type  of  thyroidectomy 
performed.  While  complications  are  usually  self-limited, 
they  are  not  insignificant.  Therefore,  we  recommend  bi- 
lateral thyroidectomy  (contralateral  subtotal  or  near-total 
removal)  in  patients  likely  to  receive  postoperative  iodine 
131  therapy. 


Late  Results  of  Gastric  Bypass  for  Morbid  Obesity 

RANDOLF  B.  REINHOLD,  M.D. 

Department  of  Surgery,  Hospital  of  Saint  Raphael 


Background. — Morbid  obesity  (excess  body  weight  of 
45 . 5 kg  or  1 00%  over  ideal  body  weight)  is  associated  with 
greater  than  a three-fold  increased  mortality  in  men  and 
women  and  is  resistant  to  dietary  intervention.  Gastric 
bypass  (GBP)  and  vertical  banded  gastroplasty  (VBG)  are 
the  currently  accepted  surgical  treatments. 

Methods. — This  study  is  a retrospective  analysis  of  153 
consecutive  morbidity  obese  patients  who  underwent  GBP 
from  1975  to  1986  and  were  followed  for  a minimum  of 
five  years.  Data  were  analyzed  from  one  to  16  years 
postoperatively  comparing  preoperative  morbidity,  op- 
erative complications,  postoperative  morbidity,  interval 
weight  loss,  maximum  weight  loss,  weight  regain,  and 
patient  satisfaction. 

Results. — At  the  one  and  five-plus  year  intervals,  129 
and  86  patients  respectively  were  available  for  review. 


Operative  mortality  was  <1%.  Weight  loss  at  one  year  = 
48.5  kg(+15.7)  rising  to  57  kg  at  24  months.  Fifty-six 
percent  of  patients  regained  10  kg  or  more  during  the 
subsequent  follow-up.  The  mean  five-year  weight  loss  of 
37  kg  (+19.2)  was  statistically  significant  (Pc.OOl)  by 
Student’ s paired  Mest.  No  obesity  related  deaths  occurred 
in  the  follow-up  period.  The  incidence  of  hypertension, 
cardiac  disease,  and  diabetes  was  reduced  by  25-50% 
during  follow-up.  Sixty-seven  percent  of  patients  viewed 
the  weight  loss  achieved  as  much  improved  or  nearly 
perfect. 

Conclusions. — GBP  is  a safe  and  effective  operation. 
After  five  years,  sustained  weight  loss  of  >35  kg  is 
achieved  and  the  complications  of  morbid  obesity  are 
significantly  reduced. 
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Surgical  Outcome  of  Necrotizing  Enterocolitis — A Six  Year  Review 


ROBERT  ZARUM,  M.D.,  MICHAEL  R.  BOURQUE,  M.D.,  GEORGE  MCGOWEN,  M.D., 
DONALD  HIGHT,  M.D.,  AND  RICHARD  WEISS,  M.D. 

Hartford  Hospital 


Necrotizing  enterocolitis  (NEC)  is  one  of  the  most 
common  gastrointestinal  emergencies  in  neonates  in  the 
United  States,  and  mortality  associated  with  the  disease 
remains  high.  A review  of  1 1 3 infants  who  were  treated  for 
NEC  between  June  1987  and  June  1993  was  performed  to 
assess  risk  factors  as  well  as  treatment  and  outcome. 
Epidemic  clusters  of  NEC  occurred  in  one  of  the  institu- 
tions under  study  during  a peak  period  of  December 
through  February.  The  mean  gestational  age  of  affected 
children  was  32  weeks  with  a mean  birth  weight  of  1600 
g.  The  infant’s  mean  age  at  diagnosis  was  8.5  days  of  life. 
Factors  associated  with  the  occurrence  of  NEC  included 
prematurity  (less  than  37  weeks)  in  85%  of  infants,  neona- 
tal sepsis  in  35%,  neonatal  shock  in  7%,  insertion  of  an 
umbilical  artery  catheter  in  46%,  and  prior  feedings  in 
85%.  Clinically  74%  presented  with  abdominal  disten- 
tion, 70%  had  gross  bloody  or  heme  (+)  stools,  36%  had 


apnea/bradycardia  spells,  and  34%  had  emesis. 
Pneumatosis  intestinalis  was  present  on  films  in  63%, 
nonspecific  ileus  in  41%,  portal  air  in  10%,  fixed  loops  in 
3%,  and  free  air  in  15%.  Sixty-one  percent  of  the  neonates 
were  treated  medically,  while  39%  required  a surgical 
procedure.  Surgery,  when  needed,  was  performed  usually 
within  24  hours  of  onset  of  disease.  At  the  time  of  surgery, 
63%  of  the  neonates  were  found  to  have  localized  disease, 
while  37%  had  a more  generalized  process.  Procedures 
included  resection  with  two  or  more  stoma  in  61%,  resec- 
tion with  one  stoma  and  Hartmann’s  pouch  in  16%, 
resection  with  primary  repair  in  4.5%,  primary  drainage  in 
9%,  and  simple  exploration  in  9%.  Surgical  mortality  was 
40%  with  an  overall  survival  of  81%.  Mortality  was 
highest  in  infants  less  than  27  weeks  of  gestation.  Stric- 
tures developed  in  16%  of  surgically  treated  infants  and 
fistulas  in  4%. 


Optimal  Timing  and  Indications  for  Cholecystectomy  in  Cardiac  Transplant  Patient 


DENNIS.  G.  BEGOS,  M.D.,  KENNETH  FRANCO,  M.D.,  JOHN  BALDWIN,  M.D., 
FORRESTER  LEE,  M.D.,  JAMES  REVKIN,  M.D.,  AND  IRVIN  M.  MODLIN,  M.D. 
Department  of  Surgery,  Yale  University  School  of  Medicine 


ABSTRACT — Cardiac  transplant  is  performed  with 
increasing  frequency  as  the  treatment  for  end-stage  car- 
diac disease.  Although  symptomatic  and  asymptomatic 
cholelithiasis  is  significantly  more  frequent  in  both 
pretransplant  and  posttransplant  patients,  no  standard 
management  approach  exists.  Since  many  of  such  patients 
are  cared  for  outside  the  transplant  center,  it  is  important 
that  general  surgeons  develop  an  appropriate  strategy  to 
manage  cholelithiasis  in  the  transplantation  environment. 
We  present  our  experience  with  nine  patients  from  our 
institution  who  underwent  cholecystectomy  either  before 
or  after  cardiac  transplantation.  In  addition,  we  have 
reviewed  the  76  reported  cases  of  cholecystectomy  per- 
formed in  pre-  or  postcardiac  transplant  patients  from 
centers  throughout  the  world.  Any  procedure  in  this  pa- 
tient group  requires  critical  consideration,  both  in  regard 
to  the  timing  and  type  of  procedure.  Pretransplant  patients 


are  well  recognized  cardiac  risks,  while  posttransplant 
immunosuppressed  patients  are  at  considerable  risk  for 
septic  complications. 

Five  patients  underwent  cholecystectomy  prior  to  heart 
transplant.  Four  were  performed  laparoscopically,  one 
open.  Three  were  for  chronic  cholecystitis,  one  for  biliary 
colic,  and  one  (open)  for  acalculous  cholecystitis.  We  also 
report  the  first  four  laparoscopic  cholecystectomies  in 
patients  after  cardiac  transplant  (two  for  chronic 
cholecystitis,  one  for  biliary  colic,  and  one  for  gallstone 
pancreatitis).  One  patient  in  the  pretransplant  group  died 
seven  days  after  surgery  from  an  uncontrollable  arrhythmia. 
There  were  no  hemodynamic  or  septic  complications  in 
either  group. 

Current  summated  experience  (85  cases)  indicates  that 
the  mortality  rate  for  acute  cholecystitis  or  urgent 
cholecystectomy  in  the  posttransplant  group  is  at  least 
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36%.  Since  the  first  presentation  of  gallstones  in  this 
population  is  often  acute  cholecystitis,  asymptomatic  cal- 
culi can  not  be  considered  benign.  Elective  chole- 
cystectomy, laparoscopic  or  open,  is  tolerated  well  both 
pretransplant  and  posttransplant.  Given  these  facts,  it 


seems  reasonable  to  recommend  pretransplant  screening 
and  posttransplant  surveillance  for  gallstones.  Prophylac- 
tic laparoscopic  cholecystectomy  should  be  undertaken  in 
the  stable  patient  to  avoid  the  substantial  mortality  of 
postoperative  acute  cholecystitis. 


Laparoscopic  Herniorrhaphy:  Early  Experience 

NATALIE  G.  STEPHENS,  M.D.,  IBRAHIM  M.  DAOUD,  M.D.,  AND  ALVARO  OVIEDO,  M.D. 
Department  of  Surgery,  Saint  Francis  Hospital  and  Medical  Center 


Laparoscopic  hernia  repairs  have  emerged  in  the  rapid 
growth  of  minimally  invasive  and  video-assisted  proce- 
dures, but  their  future  role  in  clinical  practice  remains  ill 
defined.  This  report  reviews  50  consecutive  laparoscopic 
herniorrhaphies  performed  jointly  by  two  surgeons  with 
attention  to  operative  technique,  operative  hospital  stay, 
follow-up  complications,  and  patient  satisfaction.  A con- 
trol group  of  open  hernia  repairs  matched  for  age,  sex,  and 
hernia  type  are  directly  compared  by  operative  time, 
analgesia  requirement,  hospital  stay,  length  of  restricted 
activities,  and  complications. 

In  the  laparoscopic  group  50  hernias  were  repaired  on 
patients  ranging  in  age  from  26  to  84  years.  Procedures 
included  unilateral,  femoral,  recurrent,  and  bilateral  her- 
nia repairs.  There  have  been  no  recurrences  and  no  signifi- 


cant complications  during  the  maximum  follow-up  of  12 
months.  In  direct  comparison  to  the  control  group,  average 
operative  time  for  laparoscopic  procedure  was  35  minutes 
longer.  There  was  no  difference  in  analgesia  requirement, 
complications,  or  hospital  stay  after  the  first  20  laparoscopic 
hernias  had  been  performed.  (An  overnight  stay  was 
required  for  the  first  20  patients.)  The  laparoscopic  repair 
allows  for  reduced  time  of  restricted  activity;  this  is  most 
pronounced  in  the  recurrent  and  bilateral  hernia  repairs. 

These  results  suggest  that  laparoscopic  hernias  may  be 
accomplished  safely  and  that  the  period  of  restricted 
postoperative  activity  is  decreased.  The  indications  for 
laparoscopic  hernia  repair  remain  to  be  determined  but 
this  may  be  the  procedure  of  choice  for  bilateral  and 
recurrent  hernias. 


Scans  are  Not  Cost-Effective  in  the  Diagnosis  of  Gallbladder  Disease 


PHILIP  CORVO,  M.D.,  JOE  ASKAR,  M.D.,  JAMES  E.  BARONE,  M.D., 
AND  ROBERT  M.  LINCER,  M.D. 

Stamford  Hospital 


Objective. — To  study  the  relative  value  of  radio  nuclide 
biliary  scans  and  ultrasound  (US)  in  the  detection  of 
cholelithiasis,  and  specifically  to  determine  what  new 
information  may  be  added  by  the  scan  if  the  US  is  positive. 

Design. — Retrospective  chart  review  and  cost  analysis. 


Patients. — All  patients  who  were  billed  by  the  radiol- 
ogy department  between  January  1990  and  August  1992 
for  both  scan  and  US  performed  within  four  days  of  each 
other,  regardless  of  admitting  diagnosis,  comprised  the 
patient  list.  Eighty-three  patients  met  these  criteria. 


466 


CONNECTICUT  MEDICINE,  AUGUST  1994 


Results. — Mean  patient  age  was  53  years.  There  were 
52  females  and  3 1 males.  The  table  below  lists  the  results 
of  the  tests.  A positive  scan  was  defined  as  showing 
nonvisualization  of  the  gallbladder.  A positive  US  was 
defined  as  showing  cholelithiasis,  sludge,  or  acalculous 
cholecystitis. 

Scans  appear  to  have  contributed  little  to  the  manage- 
ment of  these  patients.  Four  patients  had  sludge  on  US ; the 
three  with  positive  scans  underwent  surgery,  and  the  one 
with  a negative  scan  did  not.  Of  the  35  patients  with 
negative  or  indeterminate  US,  eight  (23%)  had  a positive 


scan,  and  only  two  (6%)  underwent  surgery.  Current 
charges  are  $309  for  US  and  $414  for  a radionuclide  scan. 
If  a scan  had  been  utilized  for  only  those  patients  with 
indeterminate  US  (7)  or  sludge  (4),  72  radionuclide  scans 
would  have  been  eliminated  for  a saving  of  S29,808. 

Conclusions. — The  marginal  benefit  and  high-cost  of 
scan  in  the  routine  patient  with  suspected  biliary  tract 
disease  should  limit  its  use  as  a diagnostic  examination, 
especially  if  US  is  conclusive.  The  first  diagnostic  test 
ordered  should  be  US,  with  scan  reserved  for  those  pa- 
tients whose  US  is  indeterminate  or  interpreted  as  sludge. 


Ultrasound 

Surgery 

Radionuclide  Scan 

# 

Yes 

No 

Findings  at  Surgery 

Stones  Acalc  Nor 

+ 

- 

17 

8 

9 

6 

2 

+ 

+ 

31 

27 

4 

26 

1 

- 

- 

24 

24 

- 

+ 

4 

4 

+ 

— 

4 

2 

2 

2 

Totals 

83 

37 

46 

34 

1 2 

± = Indeterminate  US.  Acalc  = Acalculous  cholecystitis,  Nor  = Normal  GB 


Improved  Endothelial  Preservation  of  Harvested  Veins  Using  Organ  Storage  Solutions: 

A Histopathological  Assessment 


CAMERON  M.  AKBARI.  M.D.,  A.  DAVID  DREZNER.  M.D.,  PH.D., 
AND  ROBERT  T.  SCHWEIZER.  M.D. 

Department  of  Surgery,  University  of  Connecticut  School  of  Medicine 


Several  studies  have  suggested  that  endothelial  preser- 
vation and  prevention  of  endothelial-cell  injury  at  the  time 
of  harvest  may  prevent  morphological  changes  associated 
with  graft  failure.  More  recent  data  have  demonstrated 
improved  endothelial-cell  survival  among  cultures  incu- 
bated with  organ  preservative  solutions  as  compared  to 
conventional  saline.  The  present  study  examines  morpho- 
logical changes  occurring  in  harvested  vein  preserved  in 
heparinized  saline,  blood,  and  organ  preservative  (Univer- 
sity of  Wisconsin  and  Collins’)  solutions.  Femoral  veins 
were  harvested  bilaterally  from  adult  pigs  with  adjacent 
tributary  ligation  and  without  vein  distention.  Veins  were 
divided  into  five  segments  and  longitudinally  spread  to 
allow  for  subsequent  microscopic  examination  of  both 
intima  and  wall.  The  first  segment  was  fixed  immediately 


after  harvest  as  control.  The  remaining  segments  were 
placed  in  heparinized  saline,  blood.  UW.  or  Collins'  solu- 
tions at  4°  C for  30  minutes,  followed  by  fixation  in 
glutaraldehyde  and  formaldehyde.  Using  light  micros- 
copy, scanning  electron  microscopy,  and  transmission  elec- 
tron microscopy,  quantitative  and  qualitative  assessment 
of  intimal  integrity,  endothelial-cell  separation,  and  loss 
was  performed.  Statistical  significance  was  determined  by 
a Kruskal- Wallace  nonparametric  test.  Veins  preserved  in 
UW  and  Collins’  solutions  exhibited  less  endothelial  dam- 
age, smooth  muscle  mitochondrial  degeneration,  and  inti- 
mal loss  compared  to  veins  placed  in  heparinized  saline  and 
blood.  We  conclude  that  both  UW  and  Collins'  solutions 
provide  improved  vein  endothelial  preservation  during  the 
temporary  storage  time  prior  to  grafting. 
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Economic  Implications  of  Hernia  Repair 


MAURIZIO  NICHELE,  M.D.  AND  DAVID  C.  KNIGHT,  M.D. 
Department  of  Surgery,  Waterbury  Hospital 


Inguinal  herniorrhaphy  (IH)  is  the  most  common  gen- 
eral surgical  procedure  performed  in  the  United  States; 
approximately  680,000  are  performed  annually.  Rutkow 
has  estimated  that  this  nation  spends  about  $28  billion  on 
repair  of  groin  hernias  each  year;  this  amounts  to  3%  of  the 
total  annual  expenditure  on  health  care. 

The  procedure  has  changed  over  the  past  two  decades 
with  the  development  of  new  techniques  and  new  ap- 
proaches. Possibly  the  most  significant  development,  how- 
ever, has  been  the  shift  from  an  operation  routinely  asso- 
ciated with  a hospital  admission  to  what  is  now  routinely 
an  outpatient  procedure  This  shift  has  been  largely  the 
result  of  external  pressure  by  third-party  payors  who  are 
trying  to  reduce  their  costs  by  encouraging  less  expensive 
outpatient  surgery. 

To  analyze  the  effect  of  these  forces  on  the  clinical  care 
of  patients,  we  reviewed  all  IH  performed  at  our  hospital 
from  1 January  1993  to  30  June  1993  and  recorded  patient 
demographics,  clinical  presentation,  operative  details, 
postoperative  complications,  and  hospital  costs. 

In  this  six-month  period,  173  groin  hernias  were  re- 
paired. One  hundred  thirty-eight  patients  (80%)  were 
done  as  elective  outpatient  surgery;  27  patients  (16%) 


were  admitted  to  the  hospital  following  elective  repair; 
and  eight  patients  (4%)  were  admitted  preoperatively  for 
emergency  surgery. 

The  total  hospital  cost  for  repairing  173  hernias  was 
$481,000;  the  average  hospital  cost  for  outpatient  IH  was 
$1,538,  while  the  corresponding  cost  for  those  patients 
admitted  after  elective  surgery  was  $6,875.  Thus  nearly 
40%  of  the  total  cost  for  IH  was  accounted  for  by  the  27 
patients  admitted  following  elective  surgery. 

Reasons  given  for  admission  were  most  often  pain 
control  and  voiding  difficulty;  half  of  the  patients  admit- 
ted after  elective  surgery  had  a hospital  length  of  stay  of 
one  day,  and  another  25%  were  discharged  after  two  days. 

Patient  age,  type  of  hernia,  type  of  repair(standard, 
prosthetic  patch,  or  laparoscopic),  method  of  anesthesia, 
amount  of  intravenous  fluid  given  intraoperatively,  use  of 
Marcaine®,  and  total  operative  time  showed  no  significant 
association  with  the  need  for  admission  postoperatively. 

We  conclude  that  admission  of  patients  to  hospital 
following  elective  IH  is  associated  with  a marked  increase 
in  cost  and,  in  many  cases,  may  not  be  necessary.  Surgeons 
need  to  be  educated  regarding  the  economic  implications 
of  their  clinical  decisions. 


Connecticut  Board  Surgeons  Survey  of  Surgical  Approach  to  Breast  Cancer,  1993 

KENNETH  A.  KERN,  M.D. 

Hartford  Hosptial 


Introduction. — Connecticut  surgeons  maintain  the  third 
highest  rate  of  breast-conserving  surgery  (BCS)  nation- 
ally of  36%.  However,  by  published  National  Cancer 
Institute  (NCI)  guidelines  supporting  BCS  for  stages  I and 
II,  this  rate  should  exceed  60%.  To  increase  understanding 
of  this  discrepancy,  a survey  was  undertaken  of  surgeons’ 
attitudes  to  operable  breast  cancer  seeking  to  define  hid- 
den or  overt  treatment-bias. 


Method. — The  membership  of  Connecticut  Board  Sur- 
geons was  polled  with  a 38-question  survey  covering  three 
principal  areas  of  treatment,  as  outlined  below.  Eighty- 
seven  members  returned  the  survey.  Descriptive  statistics 
were  calculated  from  these  responses,  representing  10% 
of  the  statewide  membership,  and  approximately  30%  of 
members  who  attend  the  annual  meeting. 
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Results. — (1)  Basic  philosophy:  Eighty-nine  percent 
(77/87)  of  members  believe  that  BCS  gives  the  same 
chance  for  survival  as  MRN,  and  present  treatment  op- 
tions as  equivalent  to  patients.  However,  31%  (26/85)  tell 
patients  modified  radical  mastectomy  (MRM)  is  the  “gold 
standard”  of  care,  and  54%  (46/85)  caution  patients  that 
the  cosmetic  result  of  radiation  therapy  is  not  optimal. 
Sixty-one  percent  (52/85)  felt  it  may  take  an  additional  15 
to  20  years  for  late  recurrences  to  develop  in  BCS,  and 
52%  (44/85)  believe  these  late  recurrences  will  lead  to 
systemic  spread  of  disease. 

(2)  Contraindications  to  BCS:  Contraindications  were 
well  understood  for:  multiple  breast  cancers,  94%  (79/84); 
prior  breast  radiation,  77%  (65/85);  and  extensive 
intraductal  carcinoma,  64%  (54/85).  Poorly  understood 
were:  first  or  second  trimester  pregnancy,  45%  (37/83); 
scleroderma  and  collagen  vascular  disease,  26%  (22/85). 

(3)  Clinical  case  models:  Regarding  the  maximal  limits 
of  tumor  size  in  BCS,  22%  (19/85)  chose  2 cm,  57%  (48/ 
85)  chose  3-4  cm,  and  21%  (18/85)  chose  <5  cm.  In  an 
index  case  of  a 44-year-old  woman  with  a 3.2  cm  cancer 
wishing  the  longest  proven  survival,  37%  (31/85)  of 
members  chose  MRM.  Of  the  62%  (54/87)  of  members 
who  believed  MRM  is  not  the  gold  standard,  28%  (15/53) 
still  offered  MRM.  Of  the  82%  (70/85)  who  believed  and 
presented  BCS  and  MRM  as  equal  options,  30%  (21/70) 
still  chose  MRM. 

Conclusions. — This  survey  suggests  the  discrepancy 
between  projected  and  actual  rates  of  BCS  cannot  be 
explained  by  excess  application  of  contraindictions,  since 
surgeons  are  more  lenient  than  guidelines.  However,  the 
discrepancy  may  be  explained  by  two  factors:  (1)  the 
majority  (79%,  67/85)  of  surgeons  will  not  perform  BCS 
for  tumors  exceeding  4 cm,  whereas  the  NCI  supports 
excision  up  to  5 cm;  and  (2)  hidden  bias  in  one-third  of 
surgeons  toward  MRM  when  presenting  treatment  with 
the  longest  survival.  Continued  dialog  and  data  analysis 
about  BCS  in  practice  may  lead  to  more  realistic  NCI 
guidelines,  and  to  a decrease  in  surgeons’  concerns  about 
late  recurrence  and  relapse. 
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“F  illing  out  insurance  forms  gives  my  patients 
a pain  in  the  neck.” 

— Dr.  Patrick  J.  Carolan,  Orthopedics,  Bridgeport,  CT 


“Good  medical  care  was  once  as  easy  as  seeing  your  doctor. 
Complications  set  in.  Forms  to  fill  out.  Deductibles.  Hidden  costs.  Partial 
coverage.  Non-medical  intrusions  into  the  patient-physician  relationship.” 

“Doctors  decided  to  do  something  about  it.  Through  our  State  Medical 
Society,  we  first  created  CSMS-IPA,  Connecticut's  only  statewide  I PA. 
Then  we  launched  M.D.  Health  Plan,  based  on  a simple  principle:  The  best 
medicine  for  patients  is  practiced  by  physicians — not  insurance  companies, 
not  benefit  managers,  not  cost  analysts.” 

“It  worked!  Now  the  fastest  growing  health  plan  in  Connecticut  and  the 
choice  of  over  1 15,000  patients,  our  company  is  100%  owned  and  100% 
directed  by  practicing  physician.  Why  not?” 

Patrick  Carolan,  M.D. 


6 DEVINE  STREET  • NORTH  HAVEN,  CT  06473  • (203)  776-5759  • 1-800-345-9272 


EPITOMES  OF  PROGRESS 


Important  Advances  in  Clinical  Medicine 


Preventive  Medicine  and  Public  Health 


The  Council  on  Scientific  Affairs  of  the  California  Medical  Association  presents  the  following  epitomes  of  progress 
in  preventive  medicine  and  public  health.  Each  item,  in  the  judgment  of  a panel  of  knowledgeable  physicians,  has 
recently  become  reasonably  firmly  established,  both  as  to  scientific  fact  and  clinical  importance.  The  items  are 
presented  in  simple  epitome,  and  an  authoritative  reference,  both  to  the  item  itself  and  to  the  subject  as  a whole,  is 
generally  given  for  those  who  may  be  unfamiliar  with  a particular  item.  The  purpose  is  to  assist  busy  practitioners, 
students,  researchers,  and  scholars  to  stay  abreast  of  progress  in  medicine,  whether  in  their  own  field  of  special  interest 
or  another. 

The  epitomes  included  here  were  selected  by  the  Advisory  Panel  to  the  Section  on  Preventive  Medicine  and  Public 
Health  of  the  California  Medical  Association,  and  the  summaries  were  prepared  under  the  direction  of  Dr.  Thom  and 
the  Scientific  Advisory  Panel  to  the  Section  on  Preventive  Medicine  and  Public  Health. 


Escherichia  coli  0157:H7  Infections 

ALTHOUGH  Escherichia  coli  is  a normally  benign 
intestinal  bacterium,  certain  strains  cause  diarrhea 
through  several  pathogenic  mechanisms.  In  1982  a restau- 
rant associated  outbreak  of  bloody  diarrhea  resulted  in  the 
recognition  of  E coli  0157:H7,  the  most  common 
enterohemorrhagic  serotype. 

Escherichia  coli  0157  :H7  causes  diarrhea  that  is  some- 
times bloody  and  is  often  accompanied  by  severe  abdomi- 
nal cramps,  vomiting,  nausea,  or  a slight  fever.  In  around 
5%  of  persons  with  E coli  infections,  the  hemolytic 
uremic  syndrome  develops,  characterized  by  hemolytic 
anemia,  thrombocytopenia,  and  temporary  or  permanent 
renal  impairment.  Asymptomatic  infection  is  rare,  but  has 
been  documented  during  outbreaks.  Other  complications 
are  thrombotic  thrombocytopenic  purpura,  unnecessary 
surgical  intervention,  coma  or  seizures,  pancreatitis,  and 
diabetes  mellitus.  A small  percentage  of  symptomatic  E 
coli  0157:H7  infections  are  fatal. 

The  differential  diagnosis  of  bloody  diarrhea  includes 
infections  with  Shigella  species,  Campylobacter  jejuni, 
and  E coli  0157:H7.  Because  E coli  0157:H7  requires 
special  media  and  is  not  identified  on  routine  stool  culture, 
nonbloody  diarrhea  caused  by  the  organism  may  go  unrec- 
ognized. When  a health  maintenance  organization  in  the 
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Puget  Sound  area  of  Washington  State  screened  all  diarrheal 
stool  specimens,  E coli  0157:H7  was  identified  as  com- 
monly as  Shigella  species,  suggesting  the  organism  is 
underdetected.  Cultures  for  E coli  0157:H7  may  be  nega- 
tive if  the  stool  specimen  is  obtained  late  in  the  course  of 
the  infection. 

Beef,  particularly  incompletely  cooked  ground  beef,  is 
the  most  commonly  reported  food  exposure  in  cases  of  E 
coli  0157:H7  infection.  Other  foods  associated  with 
outbreaks  include  raw  milk  and  items  presumably  cross- 
contaminated  with  raw  beef.  One  outbreak  was  caused  by 
cider  made  from  apples  collected  from  the  ground  in  an 
orchard  where  cows  roamed.  Outbreaks  have  also  been 
associated  with  contaminated  drinking  or  swimming  wa- 
ter. Secondary  transmission  has  been  found  within  fami- 
lies and  in  day-care  centers.  No  outbreaks  have  been 
attributed  to  ill  food  handlers. 

Although  E coli  0157:H7  infection  is  not  reportable  in 
most  states,  it  has  been  reportable  in  Washington  State 
since  1987.  Each  year  in  Washington  there  are  about  300 
sporadic  cases  of  E coli  0 1 57:H7  infection,  primarily  the 
result  of  mishandling  meat  items  at  home.  During  the  first 
two  months  of  1993,  the  state  had  a large  E coli  0157:H7 
outbreak  associated  with  a fast-food  chain.  There  were 
477  people  with  positive  cultures  or  the  hemolytic-uremic 
syndrome,  including  52  (11%)  secondary  cases. Of  the 
477  patients,  1 44  were  admitted  to  hospitals,  the  hemolytic- 
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uremic  syndrome  developed  in  30,  and  three  died.  Ham- 
burger meat  from  the  chain  grew  the  outbreak  strain. 

Antimotility  agents  should  not  be  given  to  a patient  with 
E coli  0157:H7  infection.  Antibiotic  treatment  does  not 
appear  to  affect  the  disease  course.  Some  studies  suggest 
a poorer  outcome  with  the  use  of  trimethoprim  and 
sulfamethoxazole  or  gentamicin  sulfate.  Hydration  should 
be  maintained  initially  and  the  patient  observed  for  evi- 
dence of  anemia,  thrombocytopenia,  or  acute  renal  im- 
pairment. The  hemolytic  uremic  syndrome  may  develop 
within  a week  of  the  initial  diarrheal  symptoms,  in  which 
case  fluid  and  electrolyte  management  is  necessary,  in- 
cluding prompt  dialysis  if  anuria  or  oliguria  develops. 

Cooking  meat  completely  and  avoiding  cross-contami- 
nation with  raw  meat  will  reduce  the  risk  of  infection  with 
E coli  0157:H7.  When  a case  occurs  in  a family,  strict 
sanitation  is  important.  Exclusion  from  day  care  until  the 
infection  is  cleared  was  recommended  during  the  Wash- 
ington outbreak.  As  other  states  add  infection  with  E coli 
0157:H7  to  reportable  disease  lists,  it  will  likely  be 
reported  in  most  of  the  country. 

Marcia  Goldoft,  M.D. 

Seattle,  Washington 
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Controversy  in  Clinical  Cancer 
Screening — Mammography 

MAMMOGR  APHIC  screening  to  detect  curable  breast 
cancer  has  become  one  of  the  most  widely  recom- 
mended and  accepted  procedures  in  clinical  preventive 
medicine.  Although  its  benefit  is  well  established  for 
women  between  the  ages  of  50  and  69,  its  routine  use  with 
younger  women,  increasingly  common  in  the  past  decade, 
has  recently  been  challenged  by  new  data  and  by  expert 
review. 

Eight  major  randomized  clinical  trials  have  now  been 
reported.  None  has  shown  survival  benefit  at  five  to  seven 
years  follow-up  for  women  screened  at  ages  40  to  49,  and 
meta-analysis  of  combined  results  shows  a nearly  equal 
risk  of  breast  cancer  death  among  those  screened  and  those 
not  screened.  One  early  trial  suggests  a lower  mortality  at 


10  to  1 8 years’  follow-up  in  the  mammography  group,  but 
its  statistics  are  disputed.  There  is  methodologic  contro- 
versy about  each  of  the  studies,  but  the  cumulative  weight 
of  the  evidence  has  led  the  National  Cancer  Institute  to 
withdraw  its  previous  recommendation  for  the  routine 
screening  of  women  aged  40  to  49  years.  Monthly  self- 
examination  and  yearly  examination  by  a physician  are 
still  considered  prudent  for  all  women  older  than  40.  The 
American  Cancer  Society  has  not  changed  its  advisory 
that  all  women  older  than  40  be  offered  mammography. 

Mammography  tends  to  be  less  accurate  in  younger 
women.  The  lower  breast  fat  content  before  menopause 
makes  the  breast  less  radiolucent  and  mammography  less 
sensitive,  with  more  chance  of  missing  cancers  and  giving 
falsely  negative  results.  Conversely,  greater  breast  den- 
sity before  menopause  increases  the  risk  of  misinterpret- 
ing local  densities  as  possible  neoplasms,  making 
mammography  less  specific,  with  more  falsely  positive 
results.  Lower  sensitivity  and  specificity,  combined  with 
a lower  prevalence  of  cancer,  make  it  less  likely  that  an 
abnormal  mammogram  in  a younger  woman  will  actually 
prove  to  be  cancer.  This  lower  predictive  value  of  a 
positive  test  is  the  screening  statistic  of  particular  interest 
to  clinicians  who  must  advise  the  next  step  in  evaluating 
a positive  screening  test.  A recent  report  of  a large  screen- 
ing program  in  the  San  Francisco  Bay  Area  is  instructive. 
Abnormalities  seen  on  mammograms  (requiring  evalua- 
tion for  possible  cancer)  among  40-  to  49-year-olds  had 
only  a l-in-25  chance  of  turning  out  to  be  cancer  (a  positive 
predictive  value  of  4%).  The  positive  predictive  value 
increased  twofold  in  women  aged  50  to  59  and  fourfold  in 
women  aged  60  to  69.  Women  40  to  49  years  old  with  a 
family  history  of  breast  cancer  had  a positive  predictive 
value  (13%)  three  times  that  of  others. 

A history  of  breast  cancer  in  a mother  or  sister  at  an  early 
age  provides  the  best  current  marker  for  an  increased  risk 
of  cancer  before  age  50.  A study  of  one  large  cohort  found 
such  women  to  be  at  a fivefold  greater  risk  of  fatal  breast 
cancer.  Genetic  tests  for  this  factor  are  being  developed. 
Meanwhile,  the  growing  reluctance  to  recommend  routine 
mammographic  screening  of  younger  women  should  not 
deter  its  inclusion  in  clinical  surveillance  when  family 
history  indicates  high  risk. 

Data  are  sparse  for  assessing  the  value  of  screening  the 
increasing  proportion  of  healthy  women  who  are  older 
than  70.  The  positive  predictive  value  of  mammography  at 
this  age,  however,  exceeds  that  of  all  younger  age  groups. 
The  underrepresentation  of  older  women  in  clinical  trials 
should  not  exclude  them  from  the  benefits  of  early  detec- 
tion when  clinically  indicated. 

David  A.  McKay,  M.D.,  M.P.H. 

San  Jose,  California 
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Controversy  in  Clinical  Cancer 
Screening — Prostate-Specific  Antigen 

AS  the  population  has  aged,  prostate  cancer  has  be 
come  the  most  commonly  diagnosed  cancer  in  men 
and  the  second  most  common  cause  of  cancer  deaths  in 
men.  That  cancer  confined  to  the  prostate  gland  can  be 
cured  by  radiation  or  surgical  therapy  provides  strong 
incentive  for  early  detection  and  perhaps  screening.  This 
is  countered  by  the  cancer’s  often  indolent  pattern  of 
growth  and  metastasis  and  the  morbidity  associated  with 
costly  treatments.  Thus,  screening  benefit  decreases  with 
age.  The  lifetime  risk  of  prostate  cancer  developing  in  a 
50-year-old  man  is  estimated — from  autopsy  reports  of  its 
high  prevalence  in  the  elderly — as  42%,  with  only  a 9.5% 
risk  of  clinical  disease  and  a 2.9%  risk  of  dying  of  prostate 
cancer.  There  are  no  data  on  the  morbidity  and  mortality 
benefits  of  screening  for  prostate  cancer  comparable  to 
those  supporting  routine  mammography  for  breast  cancer 
among  women  aged  50  to  70.  A large  trial  is  being 
developed,  but  results  are  10  to  20  years  away. 

Assay  of  the  prostate-specific  antigen  (PSA)  has  been 
increasingly  advocated  for  detecting  curable  cancer,  with 
a serum  level  greater  than  4 p.g  per  liter  (4  ng  per  mL) 
generally  taken  as  requiring  further  evaluation.  The  best 
estimates  on  PSA  efficacy  in  the  general  screening  of  50- 
to  70-year-old  men  without  known  prostate  problems 
suggest  a sensitivity  of  about  67%,  a specificity  of  about 
82%,  and  a positive  predictive  value  of  about  43%.  These 
values  are  higher  than  those  found  for  digital  rectal  exami- 
nation in  the  same  study.  This  would  generally  be  consid- 
ered inadequate  accuracy  for  a screening  test.  When  both 
the  digital  rectal  examination  and  PSA  assay  reveal  abnor- 
malities, specificity  is  increased  but  sensitivity  falls  to 
33%,  and  the  positive  predictive  value  is  only  slightly 
increased  (49%).  Screening  of  only  symptomatic  men 
produces  higher  sensitivity  but  lower  specificity.  Strate- 
gies to  make  the  test  both  more  sensitive  and  more  specific 
have  been  elusive.  General  screening  with  the  PSA  assay 
is  thus  likely  to  be  expensive  (in  evaluating  false-positive 
results)  while  still  missing  many  cancers.  While  detecting 
and  curing  some  cancers  that  would  have  been  fatal,  the 


balance  of  cost  and  benefit  in  such  screening  is  unclear. 
One  analysis  suggests  it  would  cost  $ 1 2.7  billion  a year  to 
screen  (with  PSA  tests),  evaluate,  and  treat  all  American 
men  aged  50  to  75  for  prostate  cancer.  The  cost  per  cancer 
death  prevented  would  be  four  times  that  for  mammo- 
graphic  screening. 

Despite  the  American  Cancer  Society ’s  conclusion  that 
optimal  cancer  detection  should  include  annual  PSA  test- 
ing for  men  older  than  50,  many  others  have  urged  caution 
in  its  routine  use,  and  the  United  States  Food  and  Drug 
Administration  has  approved  PSA  assays  for  use  only  in 
observing  patients  after  diagnosis.  Clinicians  may  achieve 
more  efficient  diagnostic  aid  from  this  imperfect  but 
valuable  test  by  using  it  selectively  when  specific  symp- 
toms, rectal  examination  findings,  family  history,  or  Afri- 
can-American ethnicity  predict  an  increased  risk.  Prelimi- 
nary data  suggest  that  consistent  annual  increments  in  the 
PSA  level  (velocity),  rather  than  a single  elevated  value, 
may  provide  a more  physiologic  and  cost-effective  crite- 
rion for  pursuing  the  possibility  of  cancer.  The  only 
current  certainty  is  that  the  PSA  controversy  will  chal- 
lenge physicians’  skill  in  interpreting  the  ambiguities  of 
science  to  newspaper-reading  patients  and  to  cost-con- 
scious payers. 

David  A.  McKay,  M.D.,  M.P.H. 

San  Jose,  California 
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Domoic  Acid  Poisoning 

DOMOIC  acid  poisoning  is  the  newest  threat  to  the 
seafood-consuming  public.  This  bizarre  syndrome  is 
caused  by  the  neurotoxin  domoic  acid,  which  may  be 
concentrated  by  finfish  or  filter-feeding  shellfish  as  they 
consume  the  unicellular  algae  that  produces  the  toxin. 

Domoic  acid  poisoning  was  first  recognized  in  Novem- 
ber 1987,  after  an  outbreak  of  gastrointestinal  and  neuro- 
logic illness  in  Canadians  who  had  eaten  cultivated  mus- 
sels from  Prince  Edward  Island  in  eastern  Canada.  In  this 
outbreak,  more  than  100  persons  became  ill  with  a syn- 
drome characterized  by  nausea,  vomiting,  abdominal 
cramps,  diarrhea,  severe  headache,  confusion,  loss  of 
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short-term  memory,  and  a number  of  less  common  symp- 
toms. In  most  cases,  symptoms  lasted  a few  days  to  a few 
weeks.  The  memory  impairment  was  severe  and  in  some 
cases  permanent,  and  thus,  the  syndrome  was  originally 
called  amnestic  shellfish  poisoning.  The  source  of  domoic 
acid  in  the  mussels  was  determined  to  be  an  intense  bloom 
of  the  diatom  Nitzchia  pungens  the  month  before. 

Domoic  acid  is  a tricarboxylic  amino  acid  that  is  clas- 
sified as  an  excitatory  amino  acid  (along  with  the  dicar- 
boxy  lie  amino  acids  glutamic  acid  and  aspartic  acid).  It 
acts  through  the  inotropic  non-NMDA  receptor  and  espe- 
cially affects  the  hippocampus  and  amygdala  of  the  brain. 
The  time  from  ingestion  to  intoxication  can  range  from 
minutes  to  hours. 

Since  the  original  Canadian  outbreak  of  domoic  acid 
poisoning,  public  health  monitoring  data  and  some  pub- 
lished studies  have  shown  that  domoic  acid  can  be  found 
in  various  other  North  American  coastal  waters.  Domoic 
acid  is  of  particular  concern  to  the  Pacific  Coast  states.  The 
only  method  to  determine  if  domoic  acid  poisoning  is 
present  is  to  test  the  shellfish. 

In  September  1 99 1 , an  epidemic  of  domoic  acid  poison- 
ing killed  hundreds  of  brown  pelicans  and  cormorants  in 
Monterey  Bay,  California.  No  human  illnesses  were  re- 
ported in  this  incident,  but  it  was  especially  notable 
because  it  was  the  first  documentation  of  domoic  acid 
poisoning  occurring  outside  of  Atlantic  Canada  and  the 
first  documentation  of  domoic  acid  being  found  in  her- 
bivorous finfish  (anchovies)  and  being  produced  by  the 
phytoplankton  Pseudonitzschia  australis.  Three  species 
of  Pseudonitzschia  are  now  known  to  produce  domoic 
acid. 

In  October  and  November  199 1 , an  outbreak  of  domoic 
acid  poisoning  occurred  in  Washington  State,  affecting 
about  two  dozen  people  who  had  consumed  razor  clams. 
Shellfish  testing  determined  that  razor  clams  were  con- 
taminated at  several  locations  along  both  the  Oregon  and 
Washington  coasts,  although  mussels  were  almost  en- 
tirely free  of  the  toxin.  It  was  later  determined  that  Dunge- 
ness  crabs  from  all  along  the  Pacific  Coast  also  were 
contaminated  with  domoic  acid. 

In  the  past  two  years,  considerable  sampling  and  other 
work  has  been  done  in  an  effort  to  define  the  biology  and 
ecology  of  the  phytoplanktons  of  concern,  the  extent  of 
domoic  acid  contamination  of  West  Coast  shellfish,  the 
ecologic  determinants  of  domoic  acid-producing  diatom 
blooms,  and  the  toxic  effects  of  domoic  acid,  among  other 
things.  Many  questions  remain,  but  it  is  now  clear  that 
domoic  acid  may  be  found  in  a number  of  edible  marine 
species  all  along  the  Pacific  Coast  of  North  America,  as 
well  as  in  eastern  Canadian  Atlantic  waters  and  the  Gulf  of 
Mexico. 


Clinicians  should  be  alert  to  the  occurrence  of  this  new 
syndrome  and  notify  public  health  authorities  immedi- 
ately about  the  occurrence  of  any  suspect  cases.  Of  note, 
there  is  no  antidote  and  treatment  is  supportive.  Likewise, 
public  health,  food  safety,  and  fishery  agencies  need  to 
continue  monitoring  programs  aimed  at  detecting  con- 
tamination of  fish  or  shellfish  before  the  fish  get  into  the 
channels  of  trade  or  are  harvested  by  sport  fishers. 

Kenneth  W.  Kizer,  M.D.,  M.P.H. 

Davis,  California 
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Gastric  Adenocarcinoma  and 
Helicobacter  pylori  Infection 

GASTRIC  adenocarcinoma  is  the  second  most  com- 
mon cause  of  cancer  death  in  the  world.  In  the  United 
States,  however,  where  socioeconomic  and  hygienic  fac- 
tors have  improved  dramatically  over  the  past  half  cen- 
tury, the  incidence  of  gastric  cancer  has  plummeted.  From 
being  the  most  common  form  of  cancer  in  the  1930s, 
gastric  cancer  is  now  the  ninth  most  common  malignant 
neoplasm,  affecting  fewer  than  1 0 per  1 00,000  persons  per 
year.  Studies  of  immigrant  populations  have  provided 
clues  to  the  events  leading  to  the  decline  in  the  gastric 
cancer  incidence.  Persons  who  move  from  high-risk  to 
lower-risk  regions  lessen  their  cancer  risk  only  moder- 
ately, even  if  they  immigrate  at  a young  age.  Second- 
generation  immigrants,  however,  adopt  a gastric  cancer 
risk  much  closer  to  that  of  their  new  country.  It  has  thus 
been  inferred  that  an  environmental  factor  is  important  in 
causing  cancer  and  that  this  factor  exerts  its  influence  in 
childhood.  Furthermore,  it  has  been  concluded  that  this 
risk  factor  is  somehow  related  to  socioeconomic  condi- 
tions. 

Recent  data  suggest  that  infection  with  a bacterium, 
Helicobacter  pylori  is  a critical  environmental  factor  in 
gastric  carcinogenesis.  Helicobacter  pylori  is  a gram- 
negative rod  that  causes  both  gastritis  and  peptic  ulcer 
disease.  The  organism,  which  had  remained  uncharac- 
terized until  the  early  1980s,  lives  in  a neutral  pH  niche 
between  the  mucous  layer  of  the  stomach  and  the  gastric 
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epithelium.  There  it  produces  large  quantities  of  urease, 
cleaving  urea  into  ammonia  and  protecting  the  organism 
from  surrounding  acid  with  a base  cloud.  Helicobacter 
pylori  is  never  found  remote  from  gastric  epithelium  and 
does  not  invade  tissue.  It  is  extremely  common,  infecting 
about  40%  of  the  United  States  population.  Infection  rates 
increase  with  age  and  with  low  socioeconomic  status. 
Once  a person  is  infected,  the  organism  remains  in  the 
stomach  and  is  not  eliminated  without  complicated  antibi- 
otic therapy. 

Long  before  the  “discovery”  of  H pylori,  it  was  known 
that  the  stomach  undergoes  a sequence  of  histopathologic 
changes  before  cancer  occurs.  In  chronologic  progression, 
these  “preneoplastic”  conditions  are  superficial  gastritis, 
atrophic  gastritis,  intestinal  metaplasia,  dysplasia,  and 
finally  cancer.  Because  H pylori  is  the  clear  causal  agent 
in  superficial  gastritis,  it  is  intuitive  to  suspect  it  would  be 
linked  to  cancer.  This  pathologic  association  has  been 
confirmed  in  numerous  studies,  including  ecologic  stud- 
ies, case-control  studies  of  cancer  patients,  and  nested 
case-control  studies  within  large  cohort  populations.  The 
combination  of  studies  provides  convincing  evidence  that 
gastric  cancer  occurs  in  regions  of  high  H pylori  preva- 
lence, that  H pylori  is  more  common  in  cancer  patients 
than  in  controls,  and  that  H pylori  infection  precedes  the 
onset  of  cancer  by  many  years.  In  prospective  studies, 
infection  increases  the  risk  for  cancer  between  threefold 
and  sixfold.  From  this  it  has  been  calculated  that  40%  to 
60%  of  gastric  cancers  would  not  occur  if  H pylori  did  not 
exist.  Despite  these  powerful  data,  however,  it  must  be 
recognized  that  infection  with  H pylori  is  common  in  all 
populations  and  that  the  overwhelming  majority  of  infec- 
tions will  not  result  in  cancer.  Both  the  age  at  which 
infection  begins  (persons  infected  during  childhood  are  at 
worst  risk)  and  the  site  of  infection  within  the  stomach 
(corporal  involvement  is  probably  worse  than  antral  infec- 
tion only)  may  determine  the  degree  of  risk.  Moreover,  in 
many  people,  infection  alone  may  not  be  sufficient  to 
cause  cancer  unless  combined  with  other  cofactors,  such 
as  dietary  nitrates  or  salt. 

About  30%  of  cancers  worldwide  are  now  thought  to  be 
attributable,  at  least  in  part,  to  infectious  agents  such  as 
schistosomes,  Clonorchis  sinensis,  papillomavirus,  hepa- 
titis viruses,  or  Epstein-Barr  virus.  Helicobacter  pylori  is 
the  first  bacterium  among  these  infectious  pathogens  to  be 
associated  with  carcinoma.  Although  there  are  plausible 
mechanisms  for  H pylori- related  carcinogenesis,  final 
confirmation  of  a causal  association  awaits  trials  showing 
that  curative  antibiotics  against  H pylori  prevent  the 
development  of  cancer.  Until  then,  the  routine  treatment 
of  asymptomatic  carriers  to  prevent  cancer  cannot  be 
recommended. 

Julie  Parsonnet,  M.D. 

Stanford,  California 
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Domestic  Violence 

DOMESTIC  violence,  spousal  abuse,  and  battering  are 
terms  that  refer  to  controlling  behaviors  between  people  in 
past  or  present  intimate  relationships.  Children  also  often 
suffer  physical  and  emotional  trauma  through  domestic 
violence.  Research  has  focused  on  the  violence  perpe- 
trated by  men  against  women.  Violence  also  occurs  against 
men  by  women,  among  gay  and  lesbian  couples,  and  to 
disabled  or  elderly  persons,  but  the  research  in  these  areas 
is  limited. 

Violence  against  women  by  men  is  generally  repetitive, 
cuts  across  all  socioeconomic  and  ethnic  lines,  often 
escalates,  and  can  be  fatal.  Research  has  shown  that  more 
than  twice  as  many  women  are  shot  and  killed  by  their 
partners  than  are  murdered  by  strangers  using  guns,  knives, 
or  any  other  means.  In  fact,  the  risk  of  homicide  in  the 
home  where  a person  has  been  previously  hurt  or  hit  in  a 
family  fight  is  20  times  greater  if  a gun  is  in  the  home  than 
if  it  is  not.  Besides  fatal  and  nonfatal  trauma,  violence 
against  women  increases  health  care  use  and  cost  and 
decreases  the  ability  to  follow  treatment  regimens.  A law 
mandating  the  reporting  of  domestic  violence  has  been 
passed  in  California,  and  similar  laws  are  being  consid- 
ered in  other  states.  All  health  professionals  are  in  a key 
position  to  help  battered  women  because  the  health  care 
system  serves  as  the  point  of  entry  for  many  of  them, 
providing  access  to  much-needed  health,  mental  health, 
and  related  services. 

The  scope  of  the  problem  is  substantial.  Each  year  about 
1.8  million  women  in  the  United  States  are  beaten  by 
current  or  former  partners.  Studies  have  shown  that  each 
year  14%  to  25%  of  women  using  primary  care  clinics 
have  been  physically  assaulted  by  their  partners.  The 
estimated  prevalence  of  battering  during  pregnancy  is 
between  7%  and  17%.  Among  women  presenting  at  an 
emergency  department  for  injuries,  about  20%  have  inju- 
ries related  to  domestic  violence. 
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To  detect  domestic  violence,  awareness  of  its  many 
presentations  is  helpful.  Physical  injury  patterns  associ- 
ated with  domestic  violence  generally  involve  contusions 
or  minor  lacerations  to  face,  head,  neck,  chest,  breast, 
abdomen,  and  perineum,  although  they  may  involve  the 
extremities.  Besides  physical  injuries,  an  increased  preva- 
lence of  gastrointestinal  disorders,  pregnancy  complica- 
tions, sleep  disorders,  and  chronic  pain  disorders  is  asso- 
ciated with  domestic  violence.  The  psychological 
symptoms  associated  with  battering  include  fear,  dimin- 
ished self-esteem,  symptoms  of  depression,  suicide  at- 
tempts, and  a tendency  to  use  and  abuse  alcohol  and  illegal 
drugs. 

Despite  the  severe  health  implications  of  domestic 
violence,  most  physicians  rarely  ask  about  it.  A lack  of 
formal  training,  time  constraints,  and  social  biases  such  as 
gender  stereotypes  and  the  blaming  of  women  all  contrib- 
ute to  the  barriers  that  prevent  many  clinicians  from  asking 
about  domestic  violence  and  making  appropriate  inter- 
ventions. 

Professional  agencies  have  recently  issued  recommen- 
dations and  guidelines  to  help  health  care  professionals 
identify  and  treat  battered  women.  These  recommenda- 
tions include  asking  about  domestic  violence  as  part  of  a 
general  health  screen  with  simple,  direct  questions  in  a 
nonjudgmental  way  and  in  a confidential  setting.  If  do- 
mestic violence  has  occurred,  the  following  recommenda- 
tions apply: 

• Listen  to  the  patients’  concerns  about  the  abuse  and 
review  the  dangerous  health  consequences  with  compas- 
sion and  empathy; 

• In  addition  to  addressing  the  symptom(s)  that  precipi- 
tated the  health  care  visit,  assess  psychological  and  physi- 
cal health,  such  as  alcohol  abuse,  and  suicidal  or  homicidal 
tendencies; 

• Ask  about  a battered  woman’ s safety  and  the  safety  of 
any  children  in  the  home;  make  appropriate  referrals  such 
as  providing  written  information  (including  phone  num- 
bers) on  legal  options,  local  counseling,  crisis  intervention 
services,  shelters,  and  community  resources; 

• Create  follow-up  plans;  and 

• Specifically  document  symptoms,  how  injuries  oc- 
curred, and  the  treatment  plan,  including  steps  taken  to 
prevent  further  abuse. 

Michael  A.  Rodriguez,  M.D.,  M.P.H. 

San  Francisco,  California 
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Responding  to  California’s 
Tuberculosis  Epidemic 

MORE  cases  of  tuberculosis  are  reported  from  Cali- 
fornia than  from  any  other  state.  The  5,382  cases 
reported  in  1992  represent  a 54%  increase  since  1985. 
California’s  case  rate  of  17.2  per  100,000  exceeds  the 
United  States’  case  rate  of  10.5  per  100,000,  and  is  rising 
more  sharply.  Four  California  cities — San  Francisco, 
Oakland,  Santa  Ana,  and  Los  Angeles — are  among  the  10 
with  the  highest  case  rates  of  tuberculosis  in  the  nation. 
California’s  Asians  and  Pacific  Islanders,  African  Ameri- 
cans, and  Latinos  face  tuberculosis  rates  that  are,  respec- 
tively, 11,  seven,  and  five  times  higher  than  those  in  non- 
Latino  whites.  Of  California’s  tuberculosis  cases,  61% 
occur  in  persons  born  outside  the  United  States.  Because 
children  younger  than  five  years  with  tuberculosis  have 
recently  acquired  their  infections,  the  37%  rise  in  the  case 
rate  in  this  age  group  indicates  ongoing  transmission.  The 
case  rate  in  persons  aged  25  to  44  years  rose  39%,  fueled 
at  least  in  part  by  the  related  human  immunodeficiency 
virus  (HIV)  epidemic. 

To  address  the  resurgence  of  tuberculosis,  a broadbased 
public-private  partnership  developed  and  is  implementing 
the  Strategic  Plan  for  Tuberculosis  Elimination  and  Con- 
trol in  California,  (published  by  the  California  Depart- 
ment of  Health  Services,  Tuberculosis  Control  Branch, 
1994). 

Health  care  professionals  are  required  to  report  a case  or 
suspected  case  of  tuberculosis  to  the  local  health  depart- 
ment within  seven  days  (title  17,  California  Code  of 
Regulations,  §2500  and  §2505).  Delays  in  identifying  and 
reporting  drug-resistant  tuberculosis  may  have  contrib- 
uted to  the  prolonged  infectiousness  of  an  Orange  County 
high  school  student  that  led  to  at  least  10  secondary  cases 
and  scores  of  infections  among  classmates.  The  law  now 
requires  health  care  professionals’  reports  to  include  an 
individual  treatment  plan  consisting  of  the  name  of  the 
physician  who  has  specifically  agreed  to  provide  medical 
care  and  other  pertinent  clinical  or  laboratory  information 
required  by  the  local  health  officer,  such  as  drug  suscep- 
tibility results  (California  Health  and  Safety  Code,  §3282). 
All  persons  from  whom  Mycobacterium  tuberculosis  is 
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isolated  should  have  drug  susceptibility  tests  done  on  their 
first  isolate,  with  results  reported  promptly  to  the  local 
health  department. 

Physicians  need  to  ensure  that  all  patients  with  tubercu- 
losis receive  early  and  appropriate  treatment  and  that  it  is 
completed.  An  estimated  590  patients  (11%)  with  newly 
diagnosed  tuberculosis  in  California  in  1992  failed  to 
complete  appropriate  therapy.  These  patients  risk  contin- 
ued illness,  contagion,  and  developing  drug  resistance. 
Health  care  professionals  have  a key  role  to  play  in 
keeping  the  frequency  of  multidrug-resistant  tuberculosis 
( defined  here  as  resistant  to  at  least  isoniazid  and  rifampin ) 
at  its  presently  estimated  level  in  California  of  about  1%. 

The  initial  treatment  of  tuberculosis  should  include  four 
drugs — isoniazid.  rifampin,  pyrazinamide.  and  ethambutol 
hydrochloride  or  streptomycin — until  drug  susceptibility- 
results  are  available,  unless  there  is  little  possibility  of 
drug  resistance  (for  example,  the  community  prevalence 
of  isoniazid  resistance  is  less  than  4% ).  (In  California,  the 
estimated  frequency  of  isoniazid  resistance  among  newly 
diagnosed  cases  of  tuberculosis  is  11%.)  When  drug 
susceptibility-  results  are  available,  the  regimen  should  be 
altered  as  appropriate. 

Directly  observed  therapy,  where  a responsible  person 
observes  while  the  patient  ingests  antituberculosis  medi- 
cine. should  be  considered  for  all  patients.  Local  health 
departments  can  assist  in  arranging  daily  or  intermittent 
directly  observed  therapy,  including  providing  such  therapy 
in  the  field  by  culturally  and  linguistically  competent 
outreach  workers,  and  in  referrals  for  needed  sendees 
such  as  housing  or  drug  treatment.  Prescribing  a combined 
preparation  (Rifamate  or  Rifater.  Marion  Merrell  Dow. 
Inc.  Kansas  City.  Missouri)  may  help  improve  patient 
adherence  and  prevent  resistance  from  developing. 

To  allow  health  departments  to  monitor  the  continuity 
of  medical  supervision.  the  law  now  requires  that  physi- 
cians keep  written  documentation  of  each  patient's  adher- 
ence to  the  individual  treatment  plan,  and  to  report  to  the 
local  health  department  any  time  a patient  stops  treatment 
(California  Health  and  Safety  Code.  §3282).  Before  a 
patient  with  known  or  suspected  tuberculosis  is  discharged 
from  a hospital,  the  law  now  requires  that  the  local  health 
officer  receive  and  approve  the  individual  treatment  plan 
(California  Health  and  Safely  Code.  §3281).  It  also  re- 
quires notification  before  a tuberculosis  patient  is  released 
from  any  penal  institution  (California  Health  and  Safety 
Code.  §3281).  Prompt  identification,  treatment,  and  isola- 
tion of  patients  with  known  or  suspected  tuberculosis 
remain  urgent  tasks  for  institutional  infection  control. 

The  law  now  also  requires  health  care  professionals  to 
examine,  or  refer  to  a local  health  officer  for  examination. 


all  household  contacts  of  patients  with  tuberculosis  (Cali- 
fornia Health  and  Safety  Code.  §3283).  Because  most 
children  with  tuberculosis  acquired  it  from  an  infectious 
adult,  prompt  and  thorough  contact  investigation  of  adult 
cases  is  essential.  The  rapid  progression  of  tuberculosis  in 
HIV-infected  persons  also  necessitates  increasing  the 
tempo  and  completeness  of  contact  investigations. 

Information  for  health  care  professionals  and  multilin- 
gual patients  is  available  from  local  health  departments, 
local  American  Lung  Association  affiliates  ( 1-800-LUXG- 
USxA.).  or  from  the  Tuberculosis  Control  Branch.  Califor- 
nia Department  of  Health  Sendees.  2151  Berkeley  Way. 
Room  715.  Berkeley.  CA  94704.  Other  states  are  also 
updating  their  tuberculosis  control  laws  using  the  1993 
Centers  for  Disease  Control  and  Prevention  survey  and 
recommendations . 

Sarah  Royce.  M.D..  M.P.H. 

Richard  J.  Jackson.  M.D..  M.P.H. 

Berkeley,  California 
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Injuries  to  Working  Children 

IN  the  past  decade  injuries  associated  with  child  labor 
have  reemerged  as  a public  health  problem.  Once  asso- 
ciated with  poor  working  conditions  in  coal  mines  and 
southern  textile  mills,  these  injuries  today  reflect  the 
increasing  employment  of  children  in  service  industries, 
agriculture,  and  construction.  Child  labor  in  the  United 
States  is  defined  by  the  Fair  Labor  Standards  Act  as  the 
paid  employment  of  persons  younger  than  18  years.  The 
act  prohibits  children  younger  than  18  from  17  categories 
of  work,  including  operating  hazardous  machinery,  oper- 
ating a motor  vehicle  in  the  course  of  work,  operating 
construction  equipment,  and  exposure  to  radioactive  or 
toxic  substances.  In  agriculture,  however,  workers  16 
years  of  age  and  older  are  exempted  from  child  labor  laws. 
The  number  of  children  and  adolescents  in  the  United 
States  who  are  legally  employed  exceeds  4 million,  and  1 
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million  children  aged  14  and  15  work  full-  or  part-time. 
The  number  of  illegally  employed  children  is  unknown, 
but  the  US  General  Accounting  Office  found  that  the 
number  of  citations  for  illegal  child  employment  has 
increased  since  the  late  1980s.  Injuries  occurring  during 
work  done  in  violation  of  child  labor  laws  are  not  “report- 
able,”  as  the  Fair  Labor  Standards  Act  is  enforced  by  state 
labor  departments,  not  health  departments. 

Data  from  the  National  Electronic  Injury  Surveillance 
System  (NEISS)  show  that  16-  and  17-year-old  workers 
have  the  second  highest  injury  rates,  exceeded  only  by  18- 
and  19-year-olds.  Investigations  by  the  US  Occupational 
Safety  and  Health  Administration  (OSHA)  reveal  that 
each  year  about  100  children  younger  than  18  years  are 
fatally  injured  at  work  and  half  of  these  are  engaged  in 
work  activities  prohibited  by  the  Fair  Labor  Standards 
Act. 

Morbidity  data  for  work-related  injuries  are  not  avail- 
able on  a national  basis  by  age,  but  New  York  State 
Workers’  Compensation  claims  for  1980  to  1987  showed 
9,656  work  injuries  in  adolescents,  and  43%  of  the  claims 
were  for  permanent  disability.  Injury  rates  were  lower  in 
children  than  in  adult  workers,  but  the  part-time  nature  of 
child  and  adolescent  work  makes  comparison  of  rates 
difficult.  Child  workers  may  be  less  likely  than  adults  to  be 
covered  by  the  Workers’  Compensation  system  or  to  use 
the  system  to  file  a claim  after  an  injury. 

Children  with  work-related  injuries  present  to  physi- 
cians and  to  emergency  departments  in  a manner  similar 
to  children  in  nonwork-related  injuries.  Although  work 
injuries  in  children  are  not  required  to  be  reported  by 
health  care  personnel,  health  care  professionals  can  volun- 
tarily report  suspected  violations  of  child  labor  laws  to  the 
Wage  and  Hour  Division  of  their  state  department  of 
labor.  For  example,  a 16-  or  17-year-old  might  be  treated 
for  injuries  sustained  in  a motor  vehicle  crash  while 
attempting  to  deliver  pizza.  The  Fair  Labor  Standards  Act 
prohibits  such  employment  before  age  18,  regardless  of 
the  age  at  which  a state  issues  a driver’s  license.  These 
injuries  and  the  name  of  the  employer  should  be  reported 
to  the  Wage  and  Hour  Division  for  investigation.  Except 
in  the  case  of  severe  injuries,  written  referrals  or  com- 
plaints are  more  likely  than  telephone  reports  to  result  in 
investigations. 

Work-related  events  are  a substantial  contributor  to 
injury  morbidity  in  older  children  and  adolescents.  Better 
data  would  help  delineate  this  problem.  Coordination 
between  Wage  and  Hour  inspectors,  who  enforce  child 
labor  laws,  and  OSHA  would  improve  enforcement.  Par- 
ents, teachers,  and  physicians  should  be  aware  of  the 
hazards  to  working  children. 

Anthony  J.  Suruda,  M.D.,  M.P.H. 

Salt  Lake  City,  Utah 
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Prevention  in  Managed  Care 

ALTHOUGH  managed  care  organizations  seem  to 
have  unique  advantages  for  providing  superior  pre- 
vention and  early  detection  services,  these  advantages  are 
rarely  realized.  This  is  difficult  to  understand  because  the 
required  cost  investments  are  dwarfed  by  those  made 
routinely  for  new  medical  technologies  and  procedures. 

A population-based  perspective  is  the  best  way  to 
provide  prevention  and  early  detection  services.  That  is, 
service  delivery  should  be  designed  to  enhance  the  health 
of  all  of  an  organization’s  members.  This  may  require 
structural  changes  in  the  organization,  cultural  and  prac- 
tice changes  among  the  employees,  developing  user- 
friendly  mechanisms  for  linking  various  databases,  a 
process  for  ongoing  evaluation,  and  committing  resources 
necessary  to  start  the  process.  There  is  evidence  that 
patient  cost-sharing  reduces  the  use  of  necessary  preven- 
tive services.  To  the  extent  that  a managed  care  plan 
reduces  or  eliminates  cost  sharing  for  prevention,  it  can 
encourage  the  appropriate  use  of  these  services. 

For  example,  consistent  physician  advice  more  than 
doubles  the  proportion  of  smokers  who  quit.  Adding  a 
brief  nurse  intervention  after  physician  advice  nearly 
doubles  the  effect  of  physician  advice  alone  on  long-term 
quit  rates.  The  effectiveness  of  these  interventions  has 
been  demonstrated;  cost-effectiveness  data  show  these 
practices  to  be  more  effective  in  saving  years  of  life  than 
most  common  medical  practices.  And  yet,  few  medical 
care  organizations  integrate  them  into  practice. 

The  benefits  of  increasing  preventive  services  in  other 
areas  is  less  clear.  For  example,  optimal  breast  and  cervi- 
cal cancer  screening  frequencies  have  been  hotly  debated. 
Guidelines  have  been  developed  and  educational  pro- 
grams mounted  to  encourage  screening  at  the  appropriate 
times.  But  studies  show  that  most  cancers  occur  among 
persons  who  rarely,  if  ever,  are  screened;  increasing  the 
recommended  screening  frequency  will  not  help  such 
people,  although  it  will  dramatically  increase  costs.  The 
cost  of  saving  a year  of  life  with  cervical  cancer  screening 
at  three-year  intervals  has  been  estimated  at  $ 1 20,000  and 
for  screening  at  one-year  intervals  at  well  over  $ 1 million. 
The  cost-effectiveness  of  prevention  depends  on  choosing 
the  appropriate  target  population  for  the  preventive  ser- 
vice being  offered. 
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Managed  care  organizations  have  the  population  base 
and  the  opportunity  to  link  outpatient,  inpatient,  labora- 
tory, and  radiographic  databases  along  with  questionnaire 
data  to  develop  low-cost  automated  systems  that  focus 
resources  where  they  are  most  needed.  For  behavioral 
interventions  such  as  smoking,  models  exist  that  add  little, 
if  any,  time  to  an  outpatient  visit.  But  they  require  a 
structure  for  identifying  the  risk  status,  motivating  and 
supporting  intervention,  and  tracking  progress  (interest  in 
and  attempts  at  quitting).  For  screening  studies,  systems 
almost  always  exist  for  identifying  persons  in  the  base 
population  who  have  not  received  a service  for  a specified 
interval  beyond  the  optimal  (often  called  a “safety  net”). 
A systematic,  automated  outreach  program  can  be  used  to 
encourage  these  persons  to  come  in  for  the  service.  Be- 
cause the  safety-net  interval  is  longer  than  the  optimal 
interval,  the  costs  of  outreach  are  low  and  are  limited  to 
those  persons  at  highest  risk  (such  as  those  who  rarely 
receive  screening). 

Finally,  while  preventive  services  delivered  in  the  clinic 
are  important,  the  major  determinants  of  health  and  illness 
are  lifestyle  behaviors  that  can  be  addressed  by  commu- 
nity-based health  promotion.  Such  community-based  ap- 
proaches can  enhance  the  effect  of  clinical  preventive 
services. 

Thomas  M.  Vogt,  M.D. 

Portland,  Oregon 
Neal  D.  Kohatsu,  M.D.,  M.P.H. 

George  W.  Rutherford,  M.D. 

Sacramento,  California 
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Routine  Smoking  Cessation 
Intervention  in  Health  Care  Systems 

TOBACCO-RELATED  illness  and  death  is  the  largest 
public  health  epidemic  of  our  times  and,  as  such, 
warrants  the  application  of  population-based  methods  that 
have  been  the  hallmark  of  successful  public  health  pro- 
grams. Whereas  taxation,  regulation,  media  reports,  and 
other  community  approaches  have  been  used  to  address 
this  issue,  smoking  cessation  interventions  in  health  care 
systems,  such  as  hospitals  and  outpatient  clinics,  should 


become  an  important  component  of  the  struggle  against 
tobacco-induced  disease.  Medical  system  interventions 
have  the  potential  to  reach  most  smokers  at  a “teachable 
moment,”  without  waiting  for  smokers  to  volunteer  for 
more  intensive  group  cessation  intervention.  (An  esti- 
mated 70%  of  smokers  visit  a physician’s  office  annually, 
and  perhaps  25%  or  more  receive  inpatient  services.) 

Many  research  studies  support  the  value  of  brief  clinical 
interventions  for  tobacco  use.  These  interventions  include 
routine  assessment  of  tobacco  use  in  all  patients,  strong 
advice  to  quit,  brief  cessation  counseling — including  set- 
ting a quit  date  and  prescribing  pharmacologic  aids  as 
appropriate,  state-of-the-art  self-help  materials,  and  fol- 
low-up support.  These  approaches  produce  long-term 
cessation  in  both  outpatient  and  inpatient  settings.  Recent 
community-based  data  suggest,  however,  that  smoking 
interventions  that  rely  solely  on  physician  initiatives  are 
not  systematically  applied  or  sustainable  in  the  real  world 
of  community  practice.  In  fact,  fewer  than  50%  of  patients 
report  they  have  ever  been  advised  by  their  physicians  to 
quit  or  cut  down.  Physicians  often  judge  counseling  inter- 
ventions as  important  but  relatively  ineffective  and  out- 
side their  training.  Smoking  assessment  and  lifestyle  coun- 
seling have  not  commonly  been  a part  of  medical  education 
and  practice;  physicians  striving  to  incorporate  these 
practices  face  skill  and  habit  barriers  in  addition  to  the 
obstacles  posed  by  a work  setting  with  time  and  resource 
limitations. 

Incorporating  systems  for  assessment,  intervention, 
and  follow-up  into  routine  practice  is  a more  effective 
method  for  improving  smoking  cessation  success  than 
simply  relying  on  individual  physicians  and  their  willing- 
ness or  ability  to  change  practice  patterns.  Further,  the 
most  effective  intervention  systems  are  those  that  offer  a 
range  of  options  for  quitting  and  involve  physicians  and 
nonphysicians  alike.  Smoking  interventions  provided  by 
teams  that  include  physicians  and  nonphysician  clinical 
staff  have  recently  been  shown  to  be  practical  and  accept- 
able in  outpatient  and  inpatient  settings.  The  use  of  nurses, 
health  educators,  respiratory  therapists,  and  other  avail- 
able clinical  staff  to  provide  most  intervention  and  follow- 
up elements  minimizes  the  demands  on  physicians,  spreads 
responsibility  for  the  intervention  across  clinical  staff,  and 
increases  the  likelihood  that  the  intervention  will  continue 
to  be  provided.  Another  method  to  encourage  and  sustain 
systematic  smoking  intervention  in  a medical  setting  is  to 
identify  it  as  a quality  indicator. 

According  to  recent  estimates,  more  than  three  million 
smokers  a year  would  quit  if  physicians  could  help  only 
10%  of  their  smoking  patients  to  quit.  Because  the  tobacco 
industry  successfully  recruits  about  a million  new  smok- 
ers per  year,  the  integration  of  systematic,  low-intensity 
interventions  throughout  the  medical  care  system  could 
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contribute  substantially  to  achieving  the  nation’s  Healthy 
People  2000  smoking  objectives. 

Evelyn  P.  Whitlock,  M.D.,  M.P.H. 

Portland,  Oregon 
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Vibrio  vulnificus  Hazard  in 
Patients  With  Liver  Disease 

Vibrio  cholerae  has  been  long  recognized  as  a human 
pathogen,  but  only  in  recent  years  has  the  pathogenic- 
ity of  other  Vibrionaceae  been  recognized.  Eleven  species 
of  Vibrio  are  now  known  to  be  capable  of  causing  serious 
human  illness.  Among  these,  Vibrio  vulnificus  is  the  most 
important  in  the  United  States. 

Vibrio  vulnificus  is  a naturally  occurring  marine  bacte- 
rium found  most  often  in  warm  ocean  waters,  such  as  the 
Gulf  of  Mexico.  Humans  may  be  exposed  to  the  bacteria 
by  swimming  or  wading  in  seawater  or  by  eating  raw 
seafood.  Eating  raw  oysters  is  now  recognized  as  the 
primary  mode  of  acquiring  V vulnificus  infection  in  the 
United  States.  Indeed,  V vulnificus  has  emerged  as  the 
leading  cause  of  death  from  food-borne  illness  in  some 
areas  of  the  country. 

In  the  12-year  period  1981  through  1992,  72  cases  of  V 
vulnificus  infection  from  eating  raw  oysters  were  reported 
in  Florida;  half  of  these  persons  died.  These  36  deaths 
accounted  for  80%  of  all  food-borne  deaths  in  Florida 
during  this  period.  (Of  note,  eight  of  the  nine  other  food- 
borne  illness  fatalities  in  Florida  during  these  12  years 
were  due  to  infection  with  other  Vibrio  species.)  The  case- 
fatality  rate  (63%)  among  patients  with  liver  disease  was 
nearly  three  times  higher  than  for  persons  with  normal 
livers.  During  1991  and  1992,  eight  of  nine  persons  dying 
of  V vulnificus  infection  after  eating  raw  oysters  in  Florida 
had  liver  disease. 

In  California,  where  Vibrio  infections  were  made  a 
reportable  condition  in  1988,  a similar  relationship  be- 
tween V vulnificus  infection,  raw  oysters,  and  liver  disease 
has  been  noted.  From  January  1983  through  July  1993, 24 
cases  of  V vulnificus  infection  were  reported  to  the  Cali- 
fornia Department  of  Health  Services;  1 8 of  these  persons 
(75%)  died — almost  all  of  primary  septicemia.  In  1 5 of  the 
24  patients  (63%)  there  was  a definite  history  of  eating  raw 


oysters  before  the  onset  of  illness.  In  all  cases  where  the 
source  of  the  oysters  could  be  determined,  they  were  from 
the  Gulf  Coast.  Of  the  24  infected  persons,  19  (80%)  had 
an  underlying  chronic  illness;  in  16  of  them  (85%)  the 
condition  was  alcoholic  cirrhosis  or  other  liver  disease. 

The  risk  of  infection  after  ingesting  raw  oysters  harbor- 
ing V vulnificus  in  persons  having  underlying  liver  disease 
is  30  times  greater  than  in  normally  healthy  persons,  and 
the  risk  of  death  is  more  than  200  times  greater.  Even  with 
the  advanced  medical  treatment,  persons  having  liver 
disease  have  a 50%  to  60%  case-fatality  rate  in  the  event 
of  V vulnificus  septicemia. 

Because  V vulnificus  is  a naturally  occurring  bacterium 
whose  presence  is  not  due  to  sewage  or  other  contamina- 
tion, there  are  no  sanitation  or  other  public  health  controls 
that  can  limit  the  harvesting  of  oysters  to  only  areas  free  of 
the  pathogen.  For  this  reason,  California  enacted  regula- 
tions in  1990  requiring  restaurants  and  other  establish- 
ments that  serve  or  sell  Gulf  Coast  oysters  to  warn  pro- 
spective purchasers  about  possible  ill  effects.  (The 
regulations  also  specify  requirements  for  tagging,  label- 
ing, and  records  retention  to  facilitate  prompt  identifica- 
tion of  the  source  in  the  event  of  illness.)  More  recently 
both  Florida  and  Louisiana  have  enacted  similar  regula- 
tions, and  some  other  states  are  considering  taking  action 
as  well. 

Although  a growing  number  of  areas  require  a public 
warning  about  the  potential  of  raw  oysters  to  cause  serious 
illness  in  immunocompromised  persons,  clinicians  must 
advise  their  patients  with  liver  disease  of  the  potential  for 
illness  and  death  from  V vulnificus  infection  secondary  to 
eating  raw  oysters,  even  though  the  oysters  have  been 
legally  harvested  and  properly  handled.  Indeed,  persons 
with  liver  disease  should  be  strongly  advised  not  to  eat  any 
seafood  that  has  not  been  thoroughly  cooked.  Likewise, 
persons  having  liver  disease  or  who  are  immunocompro- 
mised from  other  causes  should  be  advised  that  serious 
and  possibly  fatal  V vulnificus  soft  tissue  infection  may 
result  from  marine  trauma  or  when  open  wounds  are 
exposed  to  seawater.  Marine-acquired  wounds  in 
immunocompromised  persons  must  be  closely  observed, 
and  even  minor  wounds  may  warrant  antibiotic  treatment 
with  oral  tetracycline,  the  combination  product 
trimethoprim  and  sulfamethoxazole,  or  a quinolone. 

Kenneth  W.  Kizer,  M.D.,  M.P.H. 

Davis,  California 
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Wanted !!! 

Skilled  Medical  Volunteers 
MD,  RN,  PA,  EMT 

The  largest  athletic  event  in  1995  is  coming  to  New  Haven,  CT!  The  1995  International 
Special  Olympics  will  bring  over  6,500  athletes  and  17,  000  coaches,  family  members, 
and  friends  from  120  countries.  In  addition,  the  Special  Olympics  will  bring  500,000 
spectators. 

We  need  a minimum  of  45,  000  volunteers  from  June  30  through  July  9,  1995. 

Please  sign  up  today. 

For  Information  Call  203-789-4003 
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A Conversation  With  My  Mother 


DAVID  M.  EDDY,  M.D. 


YOU  have  already  met  my  father.1  Now  meet  my 
mother.  She  died  a few  weeks  ago.  She  wanted  me  to 
tell  you  how. 

Her  name  was  Virginia.  Up  until  about  six  months  ago, 
at  age  84,  she  was  the  proverbial  “little  old  lady  in 
sneakers."  After  my  father  died  of  colon  cancer  several 
years  ago,  she  lived  by  herself  in  one  of  those  grand  old 
Greek  revival  houses  you  see  on  postcards  of  small  New 
England  towns.  Hers  was  in  Middlebury,  Vermont. 

My  mother  was  very  independent,  very7  self-sufficient, 
and  very  content.  My  brother  and  his  family  lived  next 
door.  Although  she  was  quite  close  to  them,  she  tried  hard 
not  to  interfere  in  their  lives.  She  spent  most  of  her  time 
reading  largeprint  books,  working  w7ord  puzzles,  and 
watching  the  news  and  professional  sports  on  TV.  She 
liked  the  house  kept  full  of  light.  Ever}7  day  she  would  take 
two  outings,  one  in  the  morning  to  the  small  country7  store 
across  the  street  to  pickup  the  Boston  Globe,  and  one  in  the 
afternoon  to  the  Grand  Union  across  town,  to  pick  up  some 
item  she  purposefully  omitted  from  the  previous  day’s 
shopping  list.  She  did  this  in  all  but  the  worst  weather.  On 
icy  days,  she  would  wear  golf  shoes  to  keep  from  slipping 
and  attach  spikes  to  the  tip  of  her  cane.  I think  she  was 
about  5 feet  2 and  120  pounds,  but  I am  not  certain.  I know 
she  started  out  at  about  5 feet  4,  but  she  seemed  to  shrink 
a little  bit  each  year,  getting  cuter  with  time  as  many  old 
people  do.  Her  wrinkles  matched  her  age,  emphasizing  a 
permanent  thin-lipped  smile  that  extended  all  the  way  to 
her  little  Kris  Kringle  eyes.  The  only  thing  that  embar- 
rassed her  was  her  thinning  gray  hair,  but  she  covered  that 
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up  with  a rather  dashing  tweed  fedora  that  matched  her 
Talbots  outfits.  She  loved  to  tease  people  by  wearing 
outrageous  necklaces.  The  one  made  from  the  front  teeth 
of  camels  w7as  her  favorite. 

To  be  sure,  she  had  had  her  share  of  problems  in  the 
past:  diverticulitis  and  endometriosis  when  she  was 
younger,  more  recently  a broken  hip,  a bout  with  depres- 
sion, some  hearing  loss,  and  cataracts.  But  she  w7as  a 
walking  tribute  to  the  best  things  in  American  medicine. 
Coming  from  a family  of  four  generations  of  physicians, 
she  was  fond  of  bragging  that,  but  for  lens  implants, 
hearing  aids,  hip  surgery,  and  Elavil,  she  would  be  blind, 
deaf,  bedridden,  and  depressed.  At  age  84,  her  only 
problems  w7ere  a slight  rectal  prolapse,  which  she  could 
reduce  fairly  easily,  some  urinary  incontinence,  and  a fear 
that  if  her  eyesight  got  much  worse  she  would  lose  her 
main  pleasures.  But  those  things  were  easy  to  deal  with 
and  she  w7as,  to  use  her  New  England  expression,  “happy 
as  a clam.” 

“David,  I can’t  tell  you  how  content  I am.  Except  for 
missing  your  father,  these  are  the  best  years  of  my  life.” 

Yes,  all  was  well  with  my  mother,  until  about  six 
months  ago.  That  was  when  she  developed  acute 
cholelithiasis.  From  that  point  on,  her  health  began  to 
unravel  with  amazing  speed.  She  recovered  from  the 
cholecystectomy  on  schedule  and  within  a few  weeks  of 
leaving  the  hospital  was  resuming  her  walks  downtown. 
But  about  six  weeks  after  the  surgery  she  was  suddenly  hit 
with  a case  of  severe  diarrhea,  so  severe  that  it  extended 
her  rectal  prolapse  to  about  eight  inches  and  dehydrated 
her  to  the  point  that  she  had  to  be  readmitted.  As  soon  as 
her  physician  got  her  rehydrated,  other  complications 
quickly  set  in.  She  developed  oral  thrush,  apparently  due 


VOLUME  58,  NO.  8 


483 


to  the  antibiotic  treatment  for  her  diarrhea,  and  her  antide- 
pressants got  out  of  balance.  For  some  reason  that  was 
never  fully  determined,  she  also  became  anemic,  which 
was  treated  with  iron,  which  made  her  nauseated.  She 
could  not  eat,  she  got  weak,  her  skin  itched,  and  her  body 
ached.  Oh  yes,  they  also  found  a lump  in  her  breast,  the 
diagnosis  of  which  was  postponed,  and  atrial  fibrillation. 
Needless  to  say,  she  was  quite  depressed. 

Her  depression  was  accentuated  by  the  need  to  deal  with 
her  rectal  prolapse.  On  the  one  hand,  she  really  disliked  the 
thought  of  more  surgery.  She  especially  hated  the 
nasogastric  tube  and  the  intense  postoperative  fatigue.  On 
the  other  hand,  the  prolapse  was  very  painful.  The  least 
cough  or  strain  would  send  it  out  to  rub  against  the  sheets, 
and  she  could  not  push  it  back  the  way  she  used  to.  She 
knew  that  she  could  not  possibly  walk  to  the  Grand  Union 
again  unless  it  was  fixed. 

It  was  at  that  time  that  she  first  began  to  talk  to  me  about 
how  she  could  end  her  life  gracefully.  As  a physician’s 
wife,  she  was  used  to  thinking  about  life  and  death  and 
prided  herself  on  being  able  to  deal  maturely  with  the  idea 
of  death.  She  had  signed  every  living  will  and  advance 
directive  she  could  find,  and  carried  a card  that  donated  her 
organs.  Even  though  she  knew  they  would  not  do  anyone 
much  good  (“Can  they  recycle  my  artificial  hip  and 
lenses?”),  she  liked  the  way  the  card  announced  her 
acceptance  of  the  fact  that  all  things  must  someday  end. 
She  dreaded  the  thought  of  being  in  a nursing  home, 
unable  to  take  care  of  herself,  her  body,  mind,  and  interests 
progressively  declining  until  she  was  little  more  than  a 
blank  stare,  waiting  for  death  to  mercifully  take  her  away. 

“I  know  they  can  keep  me  alive  a long  time,  but  what’s 
the  point?  If  the  pleasure  is  gone  and  the  direction  is 
steadily  down,  why  should  I have  to  draw  it  out  until  I’m 
‘rescued’  by  cancer,  a heart  attack,  or  a stroke?  That  could 
take  years.  I understand  that  some  people  want  to  hang  on 
until  all  the  possible  treatments  have  been  tried  to  squeeze 
out  the  last  drops  of  life.  That’s  fine  for  them.  But  not  for 
me.” 

My  own  philosophy,  undoubtedly  influenced  heavily 
by  my  parents,  is  that  choosing  the  best  way  to  end  your 
life  should  be  the  ultimate  individual  right — a right  to  be 
exercised  between  oneself  and  one’s  beliefs,  without 
intrusions  from  governments  or  the  beliefs  of  others.  On 
the  other  hand,  I also  believe  that  such  decisions  should  be 
made  only  with  an  accurate  understanding  of  one’s  prog- 
nosis and  should  never  be  made  in  the  middle  of  a correct- 
able depression  or  a temporary  trough.  So  my  brother, 
sister,  and  I coaxed  her  to  see  a rectal  surgeon  about  having 
her  prolapse  repaired  and  to  put  off  thoughts  of  suicide 
until  her  health  problems  were  stabilized  and  her  antide- 
pressants were  back  in  balance. 


With  the  surgeon’s  help,  we  explored  the  possible 
outcomes  of  the  available  procedures  for  her  prolapse.  My 
mother  did  not  mind  the  higher  mortality  rates  of  the  more 
extensive  operations — in  fact,  she  wanted  them.  Her  main 
concern  was  to  avoid  rectal  incontinence,  which  she  knew 
would  dampen  any  hopes  of  returning  to  her  former 
lifestyle. 

Unfortunately,  that  was  the  outcome  she  got.  By  the 
time  she  had  recovered  from  the  rectal  surgery,  she  was 
totally  incontinent  “at  both  ends,”  to  use  her  words.  She 
was  bedridden,  anemic,  exhausted,  nauseated,  achy,  and 
itchy.  Furthermore,  over  the  period  of  this  illness  her 
eyesight  had  begun  to  fail  to  the  point  she  could  no  longer 
read.  Because  she  was  too  sick  to  live  at  home,  even  with 
my  brother’s  help,  but  not  sick  enough  to  be  hospitalized, 
we  had  to  move  her  to  an  intermediate  care  facility. 

On  the  positive  side,  her  antidepressants  were  working 
again  and  she  had  regained  her  clarity  of  mind,  her  spirit, 
and  her  humor.  But  she  was  very  unhappy.  She  knew 
instinctively,  and  her  physician  confirmed,  that  after  all 
the  insults  of  the  past  few  months  it  was  very  unlikely  she 
would  ever  be  able  to  take  care  of  herself  alone  or  walk  to 
the  Grand  Union.  That  was  when  she  began  to  press  me 
harder  about  suicide. 

“Let  me  put  this  in  terms  you  should  understand,  David. 
My  ‘quality  of  life’ — isn’t  that  what  you  call  it? — has 
dropped  below  zero.  I know  there  is  nothing  fatally  wrong 
with  me  and  that  I could  live  on  for  many  more  years.  With 
a colostomy  and  some  luck  I might  even  be  able  to  recover 
a bit  of  my  former  lifestyle,  for  a while.  But  do  we  have  to 
do  that  just  because  it’s  possible?  Is  the  meaning  of  life 
defined  by  its  duration?  Or  does  life  have  a purpose  so 
large  that  it  doesn’t  have  to  be  prolonged  at  any  cost  to 
preserve  its  meaning? 

“I’ve  lived  a wonderful  life,  but  it  has  to  end  sometime 
and  this  is  the  right  time  for  me.  My  decision  is  not  about 
whether  I ‘m  going  to  die — we  will  all  die  sooner  or  later. 
My  decision  is  about  when  and  how.  I don’t  want  to  spoil 
the  wonder  of  my  life  by  dragging  it  out  in  years  of  decay. 
I want  to  go  now,  while  the  good  memories  are  still  fresh. 
I have  always  known  that  eventually  the  right  time  would 
come,  and  now  I know  that  this  is  it.  Help  me  find  a way.” 

I discussed  her  request  with  my  brother  and  sister  and 
with  her  nurses  and  physician.  Although  we  all  had  differ- 
ent feelings  about  her  request,  we  agreed  that  she  satisfied 
our  criteria  of  being  well-informed,  stable,  and  not  de- 
pressed. 

For  selfish  reasons  we  wanted  her  to  live  as  long  as 
possible,  but  we  realized  that  it  was  not  our  desires  that 
mattered.  What  mattered  to  us  were  her  wishes.  She  was 
totally  rational  about  her  conviction  that  this  was  her 
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time.”  Now  she  was  asking  for  our  help,  and  it  struck  us  as 
the  height  of  paternalism  (or  filialism?)  to  impose  our 
desires  over  hers. 

I bought  Final  Exit2  for  her,  and  we  read  it  together.  If 
she  were  to  end  her  life,  she  would  obviously  have  to  do 
it  with  pills.  But  as  anyone  who  has  thought  about  this 
knows,  accomplishing  that  is  not  easy.  Patients  can  rarely 
get  the  pills  themselves,  especially  in  a controlled  setting 
like  a hospital  or  nursing  home.  Anyone  who  provides  the 
pills  knowing  they  will  be  used  for  suicide  could  be 
arrested.  Even  if  those  problems  are  solved  and  the  pills 
are  available,  they  can  be  difficult  to  take,  especially  by 
the  frail.  Most  likely,  my  mother  would  fall  asleep  before 
she  could  swallow  the  full  dose.  A way  around  this  would 
be  for  her  to  put  a bag  over  her  head  with  a rubber  band  at 
her  neck  to  ensure  that  she  would  suffocate  if  she  fell 
asleep  before  taking  all  the  pills.  But  my  mother  did  not 
like  that  idea  because  of  the  depressing  picture  it  would 
present  to  those  who  found  her  body.  She  contemplated 
drawing  a happy  smile  on  the  bag,  but  did  not  think  that 
would  give  the  correct  impression  either.  The  picture  my 
mother  wanted  to  leave  to  the  world  was  that  her  death  was 
a happy  moment,  like  the  end  of  a wonderful  movie,  a time 
for  good  memories  and  a peaceful  acceptance  of  whatever 
the  future  might  hold.  She  did  not  like  the  image  of  being 
a quasi-criminal  sneaking  illegal  medicines.  The  way  she 
really  wanted  to  die  was  to  be  given  a morphine  drip  that 
she  could  control,  to  have  her  family  around  her  holding 
her  hands,  and  for  her  to  turn  up  the  drip. 

As  wonderful  as  that  might  sound,  it  is  illegal.  One 
problem  was  that  my  mother  did  not  have  a terminal 
condition  or  agonizing  pain  that  might  justify  a morphine 
drip.  Far  from  it.  Her  heart  was  strong  enough  to  keep  her 
alive  for  10  more  years,  albeit  as  a frail,  bedridden, 
partially  blind,  partially  deaf,  incontinent,  and  possibly 
stroked-out  woman.  But  beyond  that,  no  physician  would 
dare  give  a patient  access  to  a lethal  medicine  in  a way  that 
could  be  accused  of  assisting  suicide.  Legally,  physicians 
can  provide  lots  of  comfort  care,  even  if  it  might  hasten  a 
patient’s  death,  but  the  primary  purpose  of  the  medicine 
must  be  to  relieve  suffering,  not  to  cause  death.  Every  now 
and  then  my  mother  would  vent  her  frustration  with  the 
law  and  the  arrogance  of  others  who  insist  that  everyone 
must  accept  their  philosophy  of  death,  but  she  knew  that 
railing  at  what  she  considered  to  be  misguided  laws  would 
not  undo  them.  She  needed  to  focus  on  finding  a solution 
to  her  problem.  She  decided  that  the  only  realistic  way  out 
was  for  me  to  get  her  some  drugs  and  for  her  to  do  her  best 
to  swallow  them.  Although  I was  very  nervous  at  the 
thought  of  being  turned  in  by  someone  who  discovered  our 
plan  and  felt  it  was  their  duty  to  stop  it,  I was  willing  to  do 
my  part.  I respected  her  decision,  and  I knew  she  would  do 
the  same  for  me. 


I had  no  difficulty  finding  a friend  who  could  write  a 
prescription  for  restricted  drugs  and  who  was  willing  to 
help  us  from  a distance.  In  fact,  I have  yet  to  find  anybody 
who  agrees  with  the  current  laws.  (“So  why  do  they 
exist?”)  But  before  I actually  had  to  resolve  any  lingering 
conflicts  and  obtain  the  drugs,  my  mother’ s course  took  an 
unexpected  and  strangely  welcomed  twist.  I received  a 
call  that  she  had  developed  pneumonia  and  had  to  be 
readmitted  to  the  hospital.  By  the  time  I made  contact  with 
her,  she  had  already  reminded  her  attendants  that  she  did 
not  want  to  be  resuscitated  if  she  should  have  a heart  attack 
or  stroke. 

“Is  there  anything  more  I can  do?” 

Pneumonia,  the  old  folks’  friend,  I thought  to  myself  I 
told  her  that  although  advance  directives  usually  apply  to 
refusing  treatments  for  emergencies  such  as  heart  attacks, 
it  was  always  legal  for  her  to  refuse  any  treatment.  In 
particular,  she  could  refuse  the  antibiotics  for  the  pneumo- 
nia. Her  physician  and  nurses  would  undoubtedly  advise 
her  against  it,  but  if  she  signed  enough  papers  they  would 
have  to  honor  her  request. 

“What’s  it  like  to  die  of  pneumonia?  Will  they  keep  me 
comfortable?” 

I knew  that  without  any  medicine  for  comfort,  pneumo- 
nia was  not  a pleasant  way  to  die.  But  I was  also  confident 
that  her  physician  was  compassionate  and  would  keep  her 
comfortable.  So  she  asked  that  the  antibiotics  be  stopped. 
Given  the  deep  gurgling  in  her  throat  every  time  she 
breathed,  we  all  expected  the  infection  to  spread  rapidly. 
She  took  a perverse  pleasure  in  that  week’ s cover  story  of 
Newsweek,  which  described  the  spread  of  resistant  strains. 

“Bring  all  the  resistant  strains  in  this  hospital  to  me. 
That  will  be  my  present  to  the  other  patients.” 

But  that  did  not  happen.  Against  the  odds,  her  pneumo- 
nia regressed.  This  discouraged  her  greatly — to  see  the 
solution  so  close,  just  to  watch  it  slip  away. 

“What  else  can  I do?  Can  I stop  eating?” 

I told  her  she  could,  but  that  that  approach  could  take  a 
long  time.  I then  told  her  that  if  she  was  really  intent  on 
dying,  she  could  stop  drinking.  Without  water,  no  one, 
even  the  healthiest,  can  live  more  than  a few  days. 

“Can  they  keep  me  comfortable?” 

I talked  with  her  physician.  Although  it  ran  against  his 
instincts,  he  respected  the  clarity  and  firmness  of  my 
mother’s  decision  and  agreed  that  her  quality  of  life  had 
sunk  below  what  she  was  willing  to  bear.  He  also  knew 
that  what  she  was  asking  from  him  was  legal.  He  took  out 
the  IV  and  wrote  orders  that  she  should  receive  adequate 
medications  to  control  discomfort. 
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My  mother  was  elated.  The  next  day  happened  to  be  her 
85th  birthday,  which  we  celebrated  with  a party,  balloons 
and  all.  She  was  beaming  from  ear  to  ear.  She  had  done  it. 
She  had  found  the  way.  She  relished  her  last  piece  of 
chocolate,  and  then  stopped  eating  and  drinking. 

Over  the  next  four  days,  my  mother  greeted  her  visitors 
with  the  first  smiles  she  had  shown  for  months.  She 
energetically  reminisced  about  the  great  times  she  had  had 
and  about  things  she  was  proud  of.  (She  especially  hoped 
I would  tell  you  about  her  traveling  alone  across  Africa  at 
the  age  of  70,  and  surviving  a capsized  raft  on  Wyoming’ s 
Snake  River  at  82.)  She  also  found  a calming  self-accep- 
tance in  describing  things  of  which  she  was  not  proud.  She 
slept  between  visits  but  woke  up  brightly  whenever  we 
touched  her  to  share  more  memories  and  say  a few  more 
things  she  wanted  us  to  know.  On  the  fifth  day  it  was  more 
difficult  to  wake  her.  When  we  would  take  her  hand  she 
would  open  her  eyes  and  smile,  but  she  was  too  drowsy 
and  weak  to  talk  very  much.  On  the  sixth  day,  we  could  not 
wake  her.  Her  face  was  relaxed  in  her  natural  smile,  she 
was  breathing  unevenly,  but  peacefully.  We  held  her 
hands  for  another  two  hours,  until  she  died. 

I had  always  imagined  that  when  I finally  stood  in  the 
middle  of  my  parents’  empty  house,  surrounded  by  the  old 
smells,  by  hundreds  of  objects  that  represent  a time  for- 
ever lost,  and  by  the  terminal  silence,  I would  be  over- 
whelmingly saddened.  But  I wasn’t.  This  death  was  not  a 
sad  death;  it  was  a happy  death.  It  did  not  come  after  years 
of  decline,  lost  vitality,  and  loneliness;  it  came  at  the  right 


time.  My  mother  was  not  clinging  desperately  to  what  no 
one  can  have.  She  knew  that  death  was  not  a tragedy  to  be 
postponed  at  any  cost,  but  that  death  is  a part  of  life,  to  be 
embraced  at  the  proper  time.  She  had  done  just  what  she 
wanted  to  do,  just  the  way  she  wanted  to  do  it.  Without 
hoarding  pills,  without  making  me  a criminal,  without 
putting  a bag  over  her  head,  and  without  huddling  in  a van 
with  a carbon  monoxide  machine,  she  had  found  a way  to 
bring  her  life  gracefully  to  a close.  Of  course  we  cried.  But 
although  we  will  miss  her  greatly,  her  ability  to  achieve 
her  death  at  her  “right  time”  and  in  her  “right  way” 
transformed  for  us  what  could  have  been  a desolate  and 
crushing  loss  into  a time  for  joy.  Because  she  was  happy, 
we  were  happy. 

“Write  about  this,  David.  Tell  others  how  well  this 
worked  for  me.  I’d  like  this  to  be  my  gift.  Whether  they  are 
terminally  ill,  in  intractable  pain,  or,  like  me,  just  know 
that  the  right  time  has  come  for  them,  more  people  might 
want  to  know  that  this  way  exists.  And  maybe  more 
physicians  will  help  them  find  it.” 

Maybe  they  will.  Rest  in  peace,  Mom. 

My  mother  wants  to  thank  Dr.  Timothy  Cope  of 
Middlebury,  Vermont,  for  his  present  on  her  85th  birth- 
day. 
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CURRENT  TRENDS 


Heat-Related  Deaths — 
Philadelphia  and  United  States,  1993-1994 


DURING  June  1994,  temperatures  across  the  United 
States  were  higher  than  usual.  Since  June  13,  record 
high  temperatures  (above  90  F [32.2  C])  with  humidities 
of  50%-60%  have  occurred  in  the  northeastern  United 
States.1  During  July  1-14,  1993,  the  eastern  United  States 
also  experienced  a severe  heat  wave  with  high  tempera- 
tures (93  F-101  F [33.9  C-38.3  C])  and  high  humidity 
(36%-58%).2  During  July  6-14,  1993,  in  Philadelphia, 
medical  examiners  (MEs)  determined  118  deaths  were 
heat-related.*  This  report  describes  heat-related  deaths 
that  occurred  in  Philadelphia  during  1993  and  1994  and 
summarizes  risk  factors  for  heat-related  illness  and  death. 

Case  1. — On  June  16, 1994,  a 33-year-old  man  who  had 
collapsed  on  a street  was  found  by  emergency  personnel 
and  taken  to  an  emergency  department;  he  was  dead  on 
arrival.  His  core  body  temperature  was  108  F (42.2  C). 
Although  the  primary  (ie,  immediate  or  underlying)  cause 
of  death  was  an  adverse  reaction  to  cocaine,  hyperthermia 
was  listed  as  a contributing  factor. 

Case  2. — On  July  12,  1993,  a 61-year-old  man  was 
found  dead  in  his  residence,  which  was  hot  and  un ventilated; 
his  rectal  temperature  was  1 05  F (40.6  C).  He  had  Parkinson 
disease;  methamphetamines  and  amphetamines,  meta- 
bolic products  of  medication  for  the  disease,  were  de- 
tected on  autopsy.  The  ME  listed  the  primary  cause  of 
death  as  hyperthermia,  with  Parkinson  disease  listed  as  a 
contributing  factor. 

Case  3. — On  July  1 1,  1993,  a 70-year-old  woman  was 
found  dead  in  her  home.  The  home  contained  no  air 
conditioner;  a fan  was  off,  and  the  windows  were  closed. 


Reprinted  from  Morbidity  and  Mortality  Weelky  Report,  July  1994, 
vol.  43,  no  .25. 


The  room  temperature  was  estimated  by  the  ME  investi- 
gators as  1 30  F (54.4  C).  Cardiovascular  disease  was  listed 
as  the  primary  cause  of  death,  with  hyperthermia  a con- 
tributing factor.  The  outdoor  maximum  temperature  and 
relative  humidity  on  that  day  were  96  F (35.6  C)  and  40%, 
respectively. 

Reported  by:  L.  Hawkins-Bell,  Office  of  the  Philadel- 
phia County  Medical  Examiner,  Philadelphia;  JT.  Rankin, 
Jr.,  DVM,  State  Epidemiologist,  Pennsylvania  Dept  of 
Health.  Health  Studies  Branch  and  Surveillance  and  Pro- 
grams Branch,  Division  of  Environmental  Hazards  and 
Health  Effects,  National  Center  for  Environmental  Health; 
Division  of  Field  Epidemiology,  Epidemiology  Program 
Office,  CDC. 

Editorial  Note:  Mortality  from  all  causes  increases 
during  heat  waves,  and  excessive  heat  is  an  important 
contributing  factor,  particularly  among  the  elderly.3  Dur- 
ing 1979- 199 1,  a total  of  5,224  deaths  in  the  United  States 
were  attributed  to  excessive  heat,  f During  1987-1988, 1 ,092 


*The  MEs  listed  ’’hyperthermia”  (core  body  temperature  105  F [40.6  C] 
or  higher)  as  the  cause  of  death  or  “heat-related”  (primarily  when  a 
body  was  found  in  a hot,  unventilated  environment)  as  a contributing 
cause  of  death  on  the  death  certificate. 

fUnderlying  cause  of  death  attributed  to  excessive  heat  exposure, 
classified  according  to  the  International  Classification  of  Diseases, 
Ninth  Revision  (ICD-9),  as  E900.0,  “due  to  weather  conditions” 
(2, 1 40  deaths);  E900. 1 , “of  man-made  origin”  (233  deaths);  or  E900.9, 
“of  unspecified  origin”  (2,85 1 deaths).  These  data  were  obtained  from 
the  Compressed  Mortality  File  (CMF)  of  CDC’s  National  Center  for 
Health  Statistics,  which  contains  information  from  death  certificates 
fded  in  the  50  states  and  the  District  of  Columbia  that  have  been 
prepared  in  accordance  with  external  cause  codes.  CDC’s  Wide- 
ranging  ONline  Data  for  Epidemiologic  Research  computerized  infor- 
mation system  was  used  to  access  CMF  data. 
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death  certificates  listed  excessive  heat  as  either  the  pri- 
mary or  a contributing  cause  of  death. 

The  118  deaths  associated  with  the  1993  heat  wave  in 
Philadelphia  underscore  the  need  to  recognize  risk  factors 
for  and  institute  strategies  to  prevent  heat-related  illness. 
MEs  can  identify  increases  in  deaths  specifically  attrib- 
uted to  excessive  heat,  and  ME  surveillance  can  be  used 
for  early  identification  of  severe  illness  associated  with 
heat  waves.4  Because  individual  MEs  and  coroners  use 
varying  criteria  to  determine  which  deaths  are  attributable 
to  heat-related  illness,  a standard  definition  is  needed  to 
accurately  classify  these  deaths. 

Persons  at  increased  risk  for  heat-related  illness  include 
the  very  young  (particularly  infants),  the  elderly  (ie, 
persons  aged  65  years),  persons  who  are  physically 
active  in  hot  environments  and  fail  to  rest  frequently  or  to 
drink  enough  fluids,  and  those  unable  to  obtain  adequate 
fluids  or  avoid  hot  environments  .5  However,  any  person 
is  at  risk  for  severe  or  fatal  heat-related  illness  if  suffi- 
ciently exposed.  Heat  can  contribute  to  or  exacerbate 
underlying  illness  as  well  as  be  the  primary  cause  of  illness 
or  death.  The  use  of  certain  drugs  also  may  increase  the 
risk  for  heat-related  illness:5  for  example,  cocaine  and 
neuroleptics  (eg,  haloperidol  or  chlorpromazine)  impair 
thermoregulatory  function,  and  medications  with  anticho- 
linergic effects  (eg,  medication  for  Parkinson  disease) 
inhibit  perspiration.6  In  addition,  excessive  alcohol  con- 
sumption may  cause  dehydration  and  result  in  heat-related 
illness.5  The  risk  for  heat-induced  illness  is  greatest  before 
persons  become  acclimatized  to  warm  environments.  Ten 
to  14  days  of  exposure  to  heat  are  usually  needed  for 
acclimatization.7 

The  use  of  air  conditioning  reduces  the  risk  for  heat- 
stroke and  heat-related  illness,  even  if  it  is  available  for 
only  part  of  the  day.5  Because  air  conditioning  is  a protec- 


tive factor,  poverty  is  a risk  factor  for  heat-related  illness. 
Increased  air  movement  (eg,  with  fans)  is  associated  with 
increased  heat  stress  when  the  ambient  temperature  ex- 
ceeds approximately  100  F (37.8  C)  (the  exact  tempera- 
ture varies  with  the  humidity5).  Therefore,  fans  are  not 
protective  at  temperatures  higher  than  90  F (32.2  C)  with 
humidity  greater  than  35%.  Persons  without  home  air 
conditioners  should  be  encouraged  and  assisted  in  taking 
advantage  of  air-conditioned  environments  in  private  or 
public  places  (eg,  shopping  malls,  public  libraries,  and 
heat-wave  shelters).  Cooling  of  the  body  also  is  possible 
by  immersion  in  a tub  of  cool  water  (59  F-61  F [15.0  C- 
16.1  C]).  Persons  should  drink  plenty  of  fluids  and  exer- 
cise only  during  cooler  parts  of  the  day  to  reduce  their  risk 
for  heat-related  illness  .5 
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DRUG  INFORMATION  UPDATE:  HARTFORD  HOSPITAL 


Treatment  of  Uncomplicated  Infections  Caused  by 
Chlamydia  trachomatis  and  Neisseria  gonorrhoeae 

MICHAEL  E.  KLEPSER,  PHARM.D.,  RICHARD  QUINTILIANI,  M.D., 
AND  CHARLES  H.  NIGHTINGALE,  PH.D. 


THE  occurrence  of  sexually  transmitted  diseases  (STDs) 
in  the  United  States  has  reached  epidemic  propor- 
tions. Although  less  publicized  than  the  acquired  immu- 
nodeficiency syndrome  (AIDS),  STDs  caused  by  Chlamy- 
dia trachomatis  and  Neisseria  gonorrhoeae  are  becoming 
increasingly  common  and  are  associated  with  consider- 
able morbidity,  mortality,  and  treatment  costs.  It  has  been 
estimated  that  three  to  four  million  new  cases  of  C. 
trachomatis  and  one  to  two  million  new  cases  of  N. 
gonorrhoeae  are  diagnosed  each  year.1 2 Furthermore,  the 
estimated  annual  costs  incurred  from  the  treatment  of 
infections  and  sequelae  associated  with  these  two  patho- 
gens are  reported  to  be  in  excess  of  two  billion  dollars.3,4 
Although  these  figures  appear  to  be  exceedingly  high, 
most  authorities  believe  these  numbers  to  be  conservative 
estimates  and  fail  to  account  for  asymptomatic  carriers 
infected  with  these  microorganisms. 

Although  antibiotic  regimens  highly  active  against  C. 
trachomatis  and  N.  gonorrhoeae  exist,  these  organisms 
continue  to  flourish.  Failure  to  control  the  spread  of  these 
microorganisms  is  a multifactorial  problem  fueled  by 
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inadequate  patient  screening  and  follow-up,  noncompli- 
ance with  traditional  anti-STD  therapies,  and  the  subse- 
quent development  of  resistance.  Doxycycline  100  mg 
administered  orally  twice  daily  for  seven  days  plus  a one 
time  intramuscular  (IM)  dose  of  ceftriaxone  250  mg  are 
currently  the  most  widely  utilized  antibiotic  combination 
for  empiric  treatment  of  C.  trachomatis  and  N. 
gonorrhoeae.  Although  this  regimen  is  highly  effective,  it 
is  fraught  with  several  potential  disadvantages  including 
noncompliance  and  the  need  for  parenteral  administra- 
tion. At  Hartford  Hospital,  we  now  advocate  the  use  of  a 
directly-observed,  single-dose  oral  regimen  of  azithro- 
mycin (1  g)  and  cefixime  (400  mg)  for  the  treatment  of 
uncomplicated  genital  infections  caused  by  C.  trachomatis 
and  N.  gonorrhoeae  respectively  and  a combination  of 
azithromycin  and  cefixime  for  empiric  STD  therapy  when 
both  organisms  are  suspected. 

Chlamydia  trachomatis 

Chlamydia  trachomatis,  the  most  prevalent  STD-re- 
lated  pathogen  worldwide,  is  associated  with  a variety  of 
clinical  syndromes  including  mucopurulent  cervicitis, 
pelvic  inflammatory  disease,  nongonococcal  urethritis, 
and  epididymitis.5,6  Although  effective  methods  of  identi- 
fication and  treatment  for  this  pathogen  are  available, 
infections  remain  difficult  to  control.  This  difficulty  is  due 
to  the  fact  that  patients  are  often  subclinical  with  approxi- 
mately 50%  of  infected  men  and  75%  of  infected  women 
being  asymptomatic  carriers  of  this  microorganism.7 
Since  asymptomatic  carriers  are  generally  not  diagnosed, 
they  unknowingly  infect  their  sexual  partners.  Individuals 
known  to  be  infected  with  C.  trachomatis  also  contribute 
to  the  spread  of  this  pathogen  by  failing  to  comply  with 
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multidose  anti -Chlamydia  therapy.  Factors  influencing 
patient  compliance  include  complexity  of  dosing  sched- 
ule, severity  of  illness,  duration  of  treatment,  and  toler- 
ability of  medications.8  Until  recently,  the  standard  of  care 
for  patients  infected  with  C.  trachomatis  has  been  a seven- 
day  course  of  either  doxycycline  twice  daily  or  tetracy- 
cline four  times  daily,  a complex  regimen  generally  asso- 
ciated with  high  incidence  of  gastrointestinal  (GI)  side 
effects  and  poor  compliance.  In  a study  evaluating  396 
patients  treated  empirically  for  C.  trachomatis  with  either 
a seven-day  course  of  tetracycline  or  erythromycin,  com- 
pliance with  study  regimens  was  reported  to  be  63% 
overall  with  lowest  rates  of  compliance  noted  among 
sexual  contacts  of  infected  individuals  (53%)  and  those 
who  experienced  GI  side  effects  (48%)  with  the  antimi- 
crobial regimens.9 

Recently,  azithromycin,  a new  azalide  antimicrobial, 
has  been  examined  as  a single-dose  alternative  to 
doxycycline  for  the  treatment  of  C.  trachomatis.  In  vitro, 
the  minimum  inhibitory  concentration  (MIC)  of 
azithromycin  against  C.  trachomatis  has  been  reported  to 
be  between  0.064  to  0.25  pg/ml.10  Following  a single  500 
mg  dose  of  azithromycin,  peak  serum  concentrations  of 
approximately  0.4  pg/ml  have  been  observed,  where  as 
following  the  same  dose,  tissue  concentrations  of 
azithromycin  range  from  1.0  to  9.0  pg/ml  for  up  to  three 
days  after  drug  administration.11  This  is  significant  be- 
cause C.  trachomatis  is  an  intracellular  organism  that 
infects  columnar  epithelium. 

Several  studies  comparing  the  efficacy  of  a single,  one- 
gram  dose  of  azithromycin  with  traditional  doxycycline 
regimens  have  been  conducted.1217  In  the  largest  of  these 
trials,  Martin  and  colleagues  examined  the  clinical  and 
bacteriologic  outcome  in  266  patients  treated  for  culture- 
positive C.  trachomatis  infections.12  Of  the  266  patients 
eligible  for  evaluation,  141  were  treated  with  azithromycin 
one  gram  times  one  dose  and  125  received  doxycycline 
100  mg  twice  daily  for  seven  days.  Patients  were  evalu- 
ated prior  to  the  initiation  of  antimicrobial  therapy  and 
five  to  1 1 days,  12  to  20  days,  and  21  to  35  days  after  the 
initiation  of  therapy.  At  each  follow-up  visit,  patients  were 
assessed  for  clinical  signs  and  symptoms  of  infection, 
questioned  about  recent  sexual  exposure,  and  recultured 
for  C.  trachomatis.  Cumulative  bacteriologic  response  for 
the  three  follow-up  visits  was  reported  to  be  96%  and  98% 
for  azithromycin  and  doxycycline-treated  patients,  re- 
spectively (P  > 0.05).  Furthermore,  the  rates  of  clinical 
response  at  the  last  follow-up  visit  were  reported  to  be 
greater  than  90%  for  both  treatment  groups.  The  authors 
concluded  that  a single,  one-gram  dose  of  azithromycin  is 
as  effective  for  the  treatment  of  uncomplicated  genital 
chlamydial  infections  as  a seven-day  course  of  doxycycline. 


Several  other  studies  examining  the  efficacy  of  single- 
dose azithromycin  for  the  treatment  of  uncomplicated 
chlamydial  infections  have  been  conducted  and  are  sum- 
marized in  Table  1.  In  all  cases,  the  authors  observed 
similar  rates  of  both  clinical  and  bacteriologic  response. 
Data  from  these  studies  have  been  sufficiently  convincing 
that  the  Centers  for  Disease  Control  and  Prevention 
(CDC)  now  list  single-dose  azithromycin  as  first-line 
therapy  for  the  treatment  of  chlamydial  infections  in 
adolescents  and  adults.18 

Azithromycin  and  doxycycline  have  been  shown  to  be 
equivalent  with  respect  to  efficacy  against  C.  trachomatis; 
therefore,  factors  such  as  tolerability,  compliance,  and 
treatment  cost  will  greatly  influence  the  choice  of  therapy. 
Azithromycin  has  the  advantage  of  single-dose  adminis- 
tration which  allows  directly  observed  therapy  and  insures 
one  hundred  percent  compliance,  an  important  consider- 
ation for  the  treatment  of  asymptomatic  patients,  sexual 
contacts,  and  those  troubled  by  GI  intolerance  of 
doxycycline.  On  the  other  hand,  azithromycin  is  consider- 
ably more  expensive  than  doxycycline;  a single,  one-gram 
dose  of  azithromycin  (four  250  mg  capsules)  costs  ap- 
proximately $28.00,  whereas  a seven-day  course  of 
doxycycline  costs  $2. 10  (costs  based  on  the  drug  acquisi- 
tion cost  at  Hartford  Hospital).  It  must  be  realized  how- 
ever, that  much  more  than  drug  acquisition  costs  influence 
the  cost  of  therapy.  There  are  expenses  associated  with 
initial  laboratory  tests  and  cultures,  treatment  failures, 
complications,  and  costs  associated  with  the  treatment  of 
sexual  contacts.  Employing  decision  analysis  techniques, 
Genec  and  colleagues  compared  the  cost  effectiveness  of 
single-dose  azithromycin  to  multidose  doxycycline. 19  From 
this  analysis,  the  authors  concluded  that  single-dose 
azithromycin  is  more  cost  effective  for  the  treatment  of 
uncomplicated  genital  chlamydial  infections  when  com- 
pared with  doxycycline.19  Apparently,  drug  acquisition 
costs  actually  impact  the  overall  cost  of  therapy  very  little. 

Based  on  the  available  information  on  efficacy,  compli- 
ance, and  cost,  we  recommend  the  treatment  of  docu- 
mented or  suspected  uncomplicated  genital  chlamydial 
infections  with  azithromycin  given  as  a single,  one-gram 
dose. 

Neisseria  gonorrhoeae 

In  the  years  immediately  following  its  introduction, 
gonococcal  isolates  displayed  almost  universal  in  vitro 
susceptibility  to  penicillin.  This  exquisite  sensitivity  trans- 
lated into  a 95%  cure  rate  of  gonococcal  infections  with 
penicillin.20  However,  by  the  late  1950s  less  sensitive 
strains  of  N.  gonorrhoeae  associated  with  persistent 
infections  began  to  surface  and  in  1976  the  existence  of 
plasmid-mediated  (3-lactamase  production  was  recog- 
nized.2122 Shortly  afterwards,  the  existence  of  high-level, 
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Table  1. — Summary  of  the  studies  examining  the  efficacy  of  single-dose  of  azithromycin  for  the  treatment  of  uncomplicated 

infections  caused  by  Chlamydia  trachomatis. 

Study  Design 

Antimicrobial  Regimens 

Number  of 
Evaluable  Patients 

Number  of 
Patients  Cured*  (%) 

P value 

Reference 

Multicenter, 

randomized 

• Azithromycin  1 g 
(single  oral  dose) 

141 

136  (96) 

NS 

12 

• Doxycycline  100  mg 
(twice  daily  for  7 days) 

125 

122  (98) 

Randomized, 

blinded 

• Azithromycin  1 g 
(ral  dose) 

44 

43  (98) 

NS 

13 

• Azithromycin  500  mg 
(twice  daily  for  1 day) 

27 

26  (96) 

• Azithromycin  500  mg 
on  day  1 and  250  mg 
on  days  2 and  3 

25 

22  (88) 

• Doxycycline  100  mg 
(twice  daily  for  7 days) 

49 

48  (98) 

Multicenter, 

randomized 

• Azithromycin  1 g 
(single  oral  dose) 

41 

37  (90) 

NS 

14 

• Doxycycline  100  mg 
(twice  daily  for  7 days) 

24 

20  (83) 

Open-label, 

randomized 

• Azithromycin  1 g 
(single  oral  dose) 

29 

27  (93) 

NS 

15 

• Doxycycline  100  mg 
(twice  daily  for  7 days) 

22 

21  (95) 

Randomized 

• Azithromycin  1 g 
(single  oral  dose) 

28 

27  (96) 

NS 

16 

• Doxycycline  100  mg 
(twice  daily  for  7 days) 

29 

29  (100) 

Multicenter, 

randomized, 

double-blind 

• Azithromycin  1 g 
(single  oral  dose) 

44 

44(100) 

NS 

17 

• Doxycycline  100  mg 
(twice  daily  for  7 days) 

42 

42(100) 

* Cure  is  based  on  the  eradication  of  C.  trachomatis  from  cultures. 
NS — not  statistically  significant  (P  > 0.05) 

chromosomally-mediated  tetracycline  resistance  was  de- 
scribed.23 In  1991,  the  CDC  reported  that  approximately 
33%  of  N.  gonorrhoeae  isolates  were  resistant  to  penicil- 
lin, tetracycline,  or  both.24  In  response  to  the  increasing 
world-wide  resistance  to  conventional  therapies,  new  treat- 
ment options  for  gonococcal  infections  were  explored. 
This  search  led  to  the  recommendation  of  ceftriaxone  as 


first-line  therapy  against  V.  gonorrhoeae.  The  selection  of 
ceftriaxone  as  the  agent  of  choice  for  gonococcal  infec- 
tions was  based  on  the  intrinsic  resistance  of  the  third- 
generation  cephalosporins  to  numerous  [3-lactamases. 
Additionally,  ceftriaxone  stood  apart  from  the  other  third- 
generation  cephalosporins  by  virtue  of  the  effectiveness 
of  single-dose  therapy.  However,  ceftriaxone  must  be 
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Table  2. — Summary  of  the  studies  examining  the  efficacy  of  single-dose  cefixime 
for  the  treatment  of  uncomplicated  infections  caused  by  Neisseria  gonorrhoeae. 

Study  Design 

Antimicrobial  Regimens 

Number  of 
Evaluable  Patients 

Number  of 

Patients  Cured*(%)  P value 

Reference 

Multicenter, 

randomized, 

open-label 

• Cefixime  400  mg 
(single  oral  dose) 

93 

89  (96) 

NS 

27 

• Cefixime  800  mg 
(single  oral  dose) 

88 

86  (98) 

• Ceftriaxone  250  mg 
(single  IM  dose) 

94 

92  (98) 

Open-label, 

randomized 

• Cefixime  400  mg 
(single  oral  dose) 

121 

118  (98) 

NS 

28 

• Ceftriaxone  250  mg 
(single  IM  dose) 

63 

63 (100) 

Open-label 

• Cefixime  400  mg 
(single  oral  dose) 

30 

30(100) 

29 

Open-label, 

randomized 

• Cefixime  800  mg 
(single  oral  dose) 

97 

96  (99) 

NS 

30 

• Amoxicillin  3 g plus 
probenecid  1 g 
(single  oral  dose) 

46 

44  (96) 

*Cure  is  based  on  the  eradication  of  N.  gonorrhoeae  from  cultures. 
NS — not  statistically  significant  (P  > 0.05) 

given  parenterally.  This  increases  the  cost  of  therapy  and 
is  an  additional  risk  to  the  health-care  provider  administer- 
ing the  medication  since  patients  infected  with  N. 
gonorrhoeae  carry  a high  risk  of  concomitant  infection 
with  HIV  and  hepatitis  B. 

Cefixime,  an  orally  administered  third  generation  cepha- 
losporin, has  recently  been  examined  as  an  alternative  to 
ceftriaxone  for  the  treatment  of  gonococcal  infections. 
The  MICs  of  N.  gonorrhoeae  for  cefixime  are  generally 
below  0. 1 p,g/ml.25  Additionally,  cefixime  has  favorable 
pharmacokinetic  properties  which  make  single-dose 
therapy  feasible.  The  half-life  of  cefixime  has  been  re- 
ported to  be  approximately  three  hours  in  healthy  volun- 
teers and  serum  concentrations  following  a single  400  mg 
dose  remain  above  0.1  |dg/ml  for  more  than  18  hours.26 

In  a randomized,  unblinded,  multicenter  study, 
Handsfield  and  colleagues  compared  the  efficacy  of  single- 
dose cefixime  given  orally  with  intramuscularly  adminis- 
tered single-dose  ceftriaxone  for  the  treatment  of  uncom- 
plicated gonorrhea.27  Patients  were  randomized  to  receive 
a single-dose  of  cefixime  400  mg,  cefixime  800  mg,  or 
ceftriaxone  250  mg.  Efficacy  was  evaluated  only  in  those 
patients  who  returned  for  follow-up  examination  and 


culture  three  to  10  days  following  treatment.  Three  hun- 
dred thirty-three  patients  were  enrolled  in  the  study,  of 
whom  275  were  considered  evaluable  for  efficacy  and  302 
for  toxicity.  Cure  rates  for  the  three  treatment  groups  were 
reported  to  be  96%,  98%,  and  98%  for  the  cefixime  400 
mg,  cefixime  800  mg,  and  ceftriaxone  groups,  respec- 
tively. The  authors  reported  that  efficacy  did  not  appear  to 
differ  significantly  with  gender  or  site  of  infection.  Addi- 
tionally, it  was  concluded  that  cefixime  (400  mg  or  800 
mg)  is  as  effective  as  ceftriaxone  in  eradicating  N. 
gonorrhoeae  from  infected  patients.  Furthermore,  equiva- 
lent efficacies  prompted  the  authors  to  endorse  the  use  of 
the  400  mg  regimen  of  cefixime  over  the  800  mg  regimen. 
Other  clinical  studies  have  also  examined  the  efficacy  of 
single-dose  cefixime  therapy  for  gonococcal  infections 
and  have  shown  similar  high  cure  rates  (Table  2). 

Recently,  Handsfield  et  al  published  the  results  of  a trial 
examining  the  effectiveness  of  a single,  two-gram  dose  of 
azithromycin  for  the  treatment  of  uncomplicated  gono- 
coccal infections.31  In  this  multicenter  trial,  374  patients 
considered  to  be  evaluable  for  efficacy  were  treated  with 
single-dose  azithromycin.  In  patients  with  culture-proven 
gonococcal  infections,  370  out  of  374  (99%)  had  sterile 
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cultures  at  follow-up;  however,  35  % of  the  patients  treated 
with  azithromycin  reported  GI  drug-related  adverse  events. 
Furthermore,  13%  of  these  GI  events  were  classified  as 
either  moderate  or  severe.  Despite  the  high  incidence  of 
GI  toxicity  noted  with  this  dose  of  azithromycin,  the 
results  are  promising.  A study  supported  by  Pfizer  Labo- 
ratories using  a lower  dose  ( 1 .5  g daily)  of  azithromycin  is 
currently  underway;  however,  these  results  are  not  yet 
available. 

The  CDC  has  included  cefixime  400  mg  as  a first-line 
agent  in  its  recommendations  for  the  treatment  of  uncom- 
plicated gonococcal  infections.18  We  feel  cefixime  is  an 
excellent  first-line  agent  against  N.  gonorrhoeae  and 
offers  the  advantage  of  oral  administration  over  ceftriaxone. 
Therefore,  we  recommend  the  routine  use  of  cefixime  for 
the  treatment  of  uncomplicated  gonococcal  infections. 

Discussion 

Sexually  transmitted  diseases  continue  to  be  a serious 
medical  problem  despite  the  development  of  antimicrobi- 
als with  excellent  activity  against  causative  pathogens. 
Failure  to  control  these  diseases  is  a multifactorial  prob- 
lem potentiated  by  sexual  promiscuity,  lack  of  patient 
education  about  STDs,  and  noncompliance  with  standard 
treatment  regimens.  One  simple  measure  we  can  take  to 
slow  the  spread  of  STDs  is  to  insure  that  patients  diag- 
nosed with  STDs  are  treated  promptly  and  appropriately. 
Single-dose  therapy  with  cefixime  and  azithromycin  has 
been  proven  to  be  safe  and  efficacious  for  the  treatment  of 
infections  caused  by  N.  gonorrhoeae  and  C.  trachomatis. 
Furthermore,  these  agents  have  demonstrated  activity 
against  several  other  sexually  transmitted  pathogens  in- 
cluding Hemophilus  ducreyi,  Treponema  pallidum,  and 
Ureaplasma  urealyticum . 32-34  Therefore,  we  recognize  the 
single-dose  regimens  of  azithromycin  one  gram  and 
cefixime  400  mg  to  be  the  most  cost-effective  strategy  for 
the  treatment  of  uncomplicated  infections  caused  by  N. 
gonorrhoeae  and  C.  trachomatis  respectively. 
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CORRECTION 

Under  Drug  Information  Update:  Hartford  Hospital,  in 
the  article  entitled  “Torsades  de  Pointes  Induced  by 
Nonantiarrhythmic  Drugs”  which  appeared  in  the  May 
1994  issue  of  Connecticut  Medicine , on  page  293,  the 
first  sentence  of  the  first  paragraph  in  the  section  entitled 
“Management  of  Torsade  de  Pointes — depolarization 
should  be  repolarization  and  the  sentence  should  read 
“The  aim  of  the  treatment  is  to  shorten  the  QY  interval 
and  subsequent  delayed  repolarization. 
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IF  PSYCHOTHERAPY  signifies  mental  healing,  pure 
and  simple,  its  realm  is  vast  indeed.  It  comprises  hypno- 
tism, suggestion,  education  and  persuasion,  the  different 
psychoanalytic  schools,  Meyer’s  psychobiology,  voca- 
tional therapy,  music-therapy,  and  religion-therapy  in  the 
form  of  Christian  Science,  the  Emanuel  movement  and 
their  accretions.  Among  the  latter  much  can  be  said  of  the 
different  forms  of  group  psychotherapy.  For  this  or  that 
reason,  the  votaries  of  each  of  these  psychotherapeutic 
procedures  claim  theirs  as  the  method  of  preference.  We 
psychiatrists  are  wont  to  mm  up  our  noses  at  some  of  these 
methods,  especially  if  they  are  utilized  by  non  medical 
practitioners.  But  the  fact  remains  that  from  the  very 
beginning  of  medical  practice,  especially  of  psychothera- 
peutic practice,  from  the  time  of  the  Babylonians,  the 
trained  professionals  had  lay  competitors,  who  could  not 
be  just  ignored.  In  years  gone  by,  I used  to  become  irritated 
by  the  psychotherapies  which  lacked  those  standards 
which  I considered  essential  for  any  therapeutic  proce- 
dure, but  age,  either  through  the  circulation  or  experience, 
exerted  a placid  influence  over  me.  Nowadays,  when  such 
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feelings  arise,  I remember  that  Freud  said:  “There  are 
many  ways  and  means  of  psychotherapy.  All  methods  are 
good  which  produce  the  aim  of  the  therapy.  ’ ’ 1 For  compre- 
hensible reasons  I generally  disapprove  of  lay  therapists, 
no  matter  what  school  they  claim  to  represent.  I admit, 
however,  that  even  they  often  obtain  good  results  and  I feel 
that  with  proper  regulation,  some  lay  psychotherapists 
could  be  of  help  to  us. 

You  may  surmise  from  what  I have  said  that  all  forms 
of  psychotherapy  which  give  good  results  are  equally 
good,  and,  hence,  it  matters  little  what  method  one  pur- 
sues. That  is  more  or  less  true,  but  it  all  depends  on  what 
you  wish  to  accomplish  by  your  treatment.  A temporary 
alleviation  of  an  irritating  mood,  or  even  the  removal  of 
hysterical  symptoms  can  be  produced  by  any  form  of 
mental  healing,  but  if  you  look  upon  your  psychotherapy 
as  a therapy  of  the  total  psyche  in  the  sense  of  changing  it 
from  a vacillating  to  a more  or  less  firm  organism,  you  will 
have  to  know  more  concerning  the  nature  and  mechanisms 
of  the  forces  that  enter  into  its  formation. 

Such  psychotherapy  is  a very  difficult  science  to  mas- 
ter, nor  can  it  be  practised  by  the  average  psychiatrist.  It 
requires  training,  skill  and  great  patience.  In  my  long 
experience  I have  found  only  few  who  were  properly 
endowed  for  such  practice. 

Protagoras,  the  Sophist,  who  lived  in  the  5th  Century 
B .C.,  said  that  man  is  the  most  helpless  of  all  creatures,  and 
the  only  weapon  he  possesses  against  the  innumerable 
dangers  threatening  him  is  his  mind.  There  is  no  need  of 
delving  into  the  history  of  mental  evolution  to  demon- 
strate the  truth  of  this  statement.  As  psychiatrists,  we  are 
naturally  not  only  interested  in  the  psychic  development 
of  man  in  so  far  as  it  enabled  him  to  surv  ive  the  trials  and 
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vicissitudes  of  millennia  and  emerge  victorious,  even  as 
Thornton  Wilder  puts  it,  “by  the  skin  of  our  teeth,”  but  we 
are  especially  fascinated  by  the  actual  struggle  of  the 
forces  within  the  psyche,  some  of  which  we  have  learned 
to  know  as  neuroses  and  psychoses.  Let  us,  therefore, 
bring  up  to  date  Protagoras’  statement  mentioned  before, 
by  quoting  what  a great  psychiatrist  of  our  own  time  thinks 
of  the  mind.  “The  psyche,”  says  Eugen  Bleuler,  “is  the 
essential  element  in  man,  not  only  from  a religious,  but 
also  from  the  viewpoint  of  the  natural  sciences.  Strong 
muscles  and  solid  bones  are  still  agreeable  attributes  for 
those  who  possess  them,  but  one  can  direct  a world 
without  even  having  arms  and  legs,  while  a slight  distur- 
bance in  the  psychic  mechanism  can  change  the  strongest 
man  into  a pitiable  object  of  care,  or  into  a dangerous 
enemy  of  society.”2  In  discussing  psychotherapy,  we 
must,  therefore,  bear  in  mind  that  its  aim  should  not  be 
only  to  remove  neurotic  symptoms,  but  also  to  develop  a 
prophylaxis  for  the  prevention  of  mental  disturbances. 
Like  general  medicine  psychotherapy  must  strive  to  cure 
and  prevent  diseases.  For  I doubt  whether  typhoid  cures 
are  more  efficacious  today  than  a half  a century  ago,  but  in 
comparison,  typhoid  like  smallpox  and  other  contagions  is 
now  quite  rare. 

One  may  wonder  whether  psychotherapy  holds  out 
similar  prospects  and  what  is  still  more  important,  which 
form  of  it  is  likely  to  realize  them.  To  answer  these 
questions,  it  will  be  necessary  to  review  briefly  what  we 
know  about  the  origin  and  present  state  of  development  of 
psychotherapy. 

Let  us  start  by  assuming  that  some  sort  of  psycho- 
therapy has  been  practised  long  before  history.  We  know 
from  various  sources  of  antiquity  that  in  the  beginning  no 
distinction  was  made  between  physical  and  psychic  mala- 
dies, although  the  parallel  evolution  of  mind  and  thought 
has  occupied  speculative  mankind  from  the  very  begin- 
ning of  civilization.  Nevertheless,  it  is  safe  to  assume  that 
during  the  childhood  of  medicine,  as  we  find  it  in  Assyria, 
Babylonia,  Egypt,  India,  Judea,  Phoenicia,  Greece,  China, 
and  ancient  America,  the  prevailing  concept  of  disease — 
mental  or  physical — was  that  it  resulted  from  some  demo- 
niacal influence.  The  physician  and  the  priest  were  em- 
bodied in  the  same  person,  and  the  same  situation  still 
exists  among  semi-enlightened  and  primitive  peoples. 
Like  the  experienced  Egyptian  or  Chaldean  priest,  the 
Shaman,  Kahuna,  or  medicine  man  of  today  still  uses 
exorcisms  to  drive  out  the  evil  spirits  causing  the  mala- 
dies. The  physician  of  today  is  thus  a direct  descendant  of 
the  Egyptian,  Chaldean  and  Druidic  priests. 

As  man  progressed  mentally,  the  supernatural  elements 
gave  way  to  factual  truths  and  history  shows  that  the  Greek 
natural  philosophers  formed  the  first  era  of  what  we  might 
call  modern  medicine.  Their  works  amply  demonstrate 
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that  they  were  not  influenced  by  gods,  patriotism,  or  gain, 
but  by  truth  for  truth’s  sake.  Thus,  Protagoras,  who  so 
highly  valued  the  mind,  said:  “I  can  know  nothing  con- 
cerning the  gods,  whether  they  exist  or  not;  for  we  are 
prevented  from  gaining  such  knowledge  not  only  by 
obscurity  of  the  thing  itself,  but  by  the  brevity  of  human 
life.”  Concerning  him,  one  can  say  that  history  precedes 
itself.  For  he  was  driven  out  of  Athens  as  a reviler  of  the 
gods  and  his  book  was  burned  in  the  public  marketplace. 
It  was  during  this  period  that  the  two  great  maxims,  which 
exerted  so  much  influence  on  future  thought,  came  to 
light.  I am  referring  to  “Know  Thyself,”  which  was  in- 
scribed in  the  Temple  of  Delphi,  wherein  slaves  and  rulers 
sought  guidance.  This  saying,  attributed  to  Chilo,  one  of 
the  seven  sages  of  Greece,  was  considered  by  Socrates  as 
the  only  object  worthy  of  man,  and  the  starting  point  of  all 
philosophy.  The  second  maxim,  which  is  as  old  as  it  is 
profound,  “Man  is  the  measure  of  all  things,”  was  first 
uttered  and  stressed  by  Protagoras,  mentioned  above.  One 
could  proceed  from  this  Ionian  era  and  follow  the  various 
trends  that  led  directly  to  modern  psychotherapy.  In  a 
lecture  on  “The  Freudian  Epoch,”3  I chose  to  start  with 
Spinoza,  because  this  great  thinker  of  the  17th  century 
anticipated  many  of  the  truths  that  Freud  later  discovered 
and  elaborated  on  the  basis  of  clinical  experience,  and 
because  it  would  have  taken  me  too  far  afield  to  include 
everything  before  him. 

As  I am  speaking  to  a group  of  psychiatrists,  I feel  that 
it  would  be  amiss  to  burden  you  with  a conventional 
history  of  psychotherapy.  You  all  know  that  the  founda- 
tion for  modern  mental  therapy  was  laid  towards  the  end 
of  the  18th  century  by  Mesmer’s  magnetism.  Mesmer 
received  his  diploma  from  the  University  of  Vienna  in 
1766  for  a thesis,  “On  the  influence  of  the  Planets  on  the 
Human  Body.”  The  views  he  expressed  show  a mixture  of 
physiology  and  astrology,  which  was  then  in  vogue.  Later 
investigators  have  claimed  that  these  views  were  not 
original,  that  Mesmer  absorbed  them  from  Paracelsus  and 
a Scotch  physician,  William  Maxwell.  There  is  no  doubt, 
however,  that  Mesmer  was  a true  pioneer,  who  firmly 
believed  in  his  discovery.  After  years  of  prosperity,  during 
which  he  was  acclaimed  and  idolized  for  his  miraculous 
cure,  he  suffered  shipwreck  when  he  tried  to  gain  recog- 
nition from  the  Royal  Medical  Society  and  the  Academy 
of  Science  of  Paris.  Neither  the  doctors  nor  the  savants 
would  have  anything  to  do  with  him.  It  is  of  interest  to  note 
that  Lavoisier  and  our  Benjamin  Franklin  were  members 
of  the  committee  of  scientists  and  physicians  appointed  by 
King  Louis  XVI  in  1784  to  investigate  Mesmer’s  reputed 
cures.  After  a thorough  investigation,  the  committee  re- 
ported that  the  cures  were  genuine,  but  as  they  were 
altogether  due  to  the  imagination  and  imitation  of  the 
patients,  the  subject  was  not  worthy  of  further  scientific 
investigation.  I mention  this  to  show  that  the  rank  and  file 
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of  scientists  have  not  changed  much  since  then.  Please 
note  that  Mesmer’s  concept  was  based  on  his  theory  that 
human  beings  influence  each  other  just  as  the  magnet 
influences  the  iron:  namely,  that  they  either  attract  or  repel 
each  other,  and  that  the  scientific  committee,  which  con- 
ceded that  Mesmer’s  cures  were  due  “to  imagination  and 
imitation,”  made  no  effort  to  investigate  the  nature  of  the 
imagination  and  imitation  which  were  responsible  for 
these  cures.  Mesmer  died  in  obscurity  about  thirty  years 
later,  not  dreaming  that  he  had  laid  the  foundation  for 
hypnotism  and  suggestion  and  all  the  other  forms  of 
psychotherapy,  which  started  about  a hundred  years  later. 

A number  of  things  happened  between  1784  and  1880, 
when  Charcot,  a well  known  neurologist,  began  to  pave 
the  way  for  scientific  psychotherapy.  First,  the  Marquis  de 
Puysegur  discovered  somnambulism.  He  found  that  some 
people  speak  and  act  during  the  so  called  magnetic  sleep 
as  if  they  were  awake,  but  they  retain  no  memory  of  their 
behavior.  “They  have  acted,”  he  said,  “as  if  in  a dream.” 
Second,  in  1815  the  Portuguese  Abbe  Faria  demonstrated 
that  some  sensitive  individuals  are  so  impressionable  that 
they  can  be  put  to  sleep  by  a mere  command  that  they 
should  fall  asleep.  This  showed  that  to  put  some  people  to 
sleep  there  was  no  need  of  manual  or  magnetic  contact  as 
Mesmer  always  asserted.  Finally,  a number  of  English 
surgeons  used  the  Mesmeric  technique  in  their  practice 
and  one  of  them,  James  Braid,  showed  that  there  was  no 
truth  in  Mesmer’s  fluid  theory,  that  the  most  important 
factor  of  this  phenomenon  was  sleep,  and  he,  therefore, 
called  the  whole  procedure  hypnotism. 

I do  not  intend  to  go  any  further  into  the  diverse  theories 
of  the  various  French  schools.  Suffice  it  to  say  that  the 
consensus  of  opinion  of  those  who  differed  with  the  views 
originally  advanced  by  Charcot  was  that  hypnotism  was  a 
phenomenon  of  suggestion,  which  is  as  common  in  every- 
day life  as  in  the  neurotic.  None  of  these  schools,  however, 
made  any  attempt  to  learn  the  meaning  of  suggestion;  this 
discovery  was  left  to  the  Freudians.  As  this  brings  me  into 
my  own  familiar  territory,  I ask  your  indulgence  if  I appear 
too  conspicuous  in  what  is  to  follow.  Everything,  as  you 
know,  depends  on  constitution  and  fate.  You  have  diag- 
nosed my  constitutional  make-up  by  this  time  I am  sure. 
But  none  can  dispute  the  fact  that  fate  thrust  me  into  the 
field  of  psychotherapy  in  the  beginning  of  its  develop- 
ment. As  you  will  hear,  I did  not  manoeuver  myself  into  it 
with  ambition  aforethought. 

Before  1900  there  were  no  physicians  who  specialized 
in  mental  therapy  and  who  called  themselves  psycho- 
therapists. But  now  there  is  at  least  one  psychotherapist  in 
any  moderate  sized  city.  In  big  centers,  as  well  as  in  most 
of  the  psychiatric  hospitals,  there  are  trained  psychiatrists 
who  devote  most,  if  not  all,  of  their  time  to  some  form  of 
psychotherapy.  But  the  word,  psychotherapy,  is  not  found 


in  any  of  the  psychiatric  works  of  the  last  century.4  Nor  is 
it  discussed  or  indexed  in  such  psychiatric  works  as 
Clouston,  Payton,  White,  Weygand,  or  Bianchi,  which 
appeared  here  and  abroad  in  the  beginning  of  this  century. 
I was  more  than  surprised  to  find  no  reference  to  it  in  the 
1935  edition  of  such  an  important  work  as  Jelliffe  and 
White’s  Diseases  of  the  Nervous  System.  To  be  sure,  there 
are  indirect  references  and  allusions  to  what  we  might  now 
call  psychotherapy  in  many  of  the  old  writings  on  mental 
diseases,  as  well  as  on  medicine  in  general.  But  psycho- 
therapy, as  such,  was  practically  unknown. 

If  I had  been  able  to  pursue  my  medical  studies  uninter- 
ruptedly, I would  have  graduated  from  the  College  of 
Physicians  and  Surgeons  in  1900.  I had  to  stop  after  my 
second  year  and  did  not  graduate  until  1903.  During  this 
interval  I studied  philosophy  and  I experimented  with  the 
professor  of  psychology  on  hypnotism.  Thus,  when  I 
returned  to  the  medical  school,  I was  quite  interested  in 
mental  phenomena.  Dr.  Frederick  Peterson,  the  professor 
of  psychiatry  accidentally  discovered  me  as  suitable  ma- 
terial for  psychiatry.  If  not  for  him,  I probably  would  have 
been  a “pill  pusher”  in  some  country  town.  Dr.  Peterson 
introduced  me  to  Manhattan  State  Hospital  while  I was  in 
my  fourth  year  in  college.  Months  before  I graduated,  Dr. 
Dent,  the  superintendent,  promised  me  an  internship  in  the 
Manhattan  State  Hospital  West.  Why  was  I interested  in 
mental  phenomena,  you  might  ask?  First,  everybody  is. 
Man  has  always  striven  to  solve  the  mysteries  of  the  mind. 
Besides,  I was  not  just  a mere  man.  I was  a restless  and 
sensitive  individual.  A clever  psychiatrist  might  have 
called  me  neurotic.  I never  had  an  official  neurosis,  simply 
because  having  been  all  alone  in  this  great  metropolis 
since  the  age  of  fourteen,  I had  no  sympathetic  audience 
for  whom  I could  perform  psychodramatics.  Neverthe- 
less, I must  have  shown  something  that  caused  people  to 
associate  me  with  things  psychic.  Some  time  before 
Peterson  introduced  me  to  Dr.  Dent,  I was  summoned  to 
the  office  of  P.  & S.  and  asked  whether  I would  accept  a 
part  time  position  as  assistant  to  a Dr.  Boris  Sidis,  who  was 
conducting  experiments  on  hypnotism  in  the  Woman’s 
Hospital,  New  York.  A few  days  later,  while  in  the  home 
of  this  pioneer  psychopathologist,  I watched  his  three  year 
old  son,  sitting  on  the  floor  amidst  numerous  books.  His 
father  later  explained  that  he  was  not  just  playing,  but 
actually  reading  these  books.  This  infant  prodigy,  the  first 
I had  seen,  graduated  from  Harvard  at  the  age  of  14  and 
created  a furor  as  a mathematical  genius,  but  like  all  of  his 
kind  soon  petered  out.  I made  a verbal  arrangement  to 
collaborate  with  Sidis  in  the  fall  of  1903,  but  as  I was 
without  any  funds  by  the  time  I passed  my  state  board,  and 
as  it  was  unbecoming  for  a P.  & S.  graduate  to  look  for  any 
kind  of  work,  as  I was  wont  to  do  before,  Dr.  Dent 
suggested  that  I go  to  the  newly  opened  Manhattan  State 
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Hospital  in  Central  Islip  and  return  to  him  in  the  fall,  when 
he  would  have  room  for  me.  I have  recited  this  part  of  my 
history  to  show  some  of  the  trends  that,  as  it  were, 
unconsciously  led  me  to  the  field  of  psychotherapy. 

As  I showed  an  interest  in  my  work,  I was  selected  in  the 
fall  of  1903  to  attend  Dr.  Adolf  Meyer’s  first  course  for  S. 
H.  physicians  in  the  then  Pathological  Institute  at  Wards 
Island.  Dr.  Frederick  Parsons  is  the  only  other  psychiatrist 
still  living  who  was  a member  of  this  group.  We  received 
a thorough  grounding  in  modern  psychiatry,  especially  in 
Kraepelin’s  new  entities.  Everything  revolved  around 
dementia  praecox  and  manic-depressive  psychosis.  We 
all  assiduously  studied  Diefendorf’ s “Kraepelin”  together 
with  Dr.  Meyer’ s carefully  compiled  notes  on  the  modern 
way  of  examining  and  studying  patients.  This  was,  I 
believe,  a six  weeks’  course,  which  was  very  stimulating 
and  instructive.  Dr.  Meyer  implanted  in  us  a real  taste  for 
the  systematic  study  of  psychiatry,  despite  the  fact  that  he 
made  no  effort  to  impose  his  personality  on  his  students. 
I was  fascinated  by  my  case  work,  and  having  always  been 
an  omnivorous  reader,  and  a polyglot  to  boot,  I read 
whatever  I could  get  on  the  subject  of  psychopathology. 
The  first  money  that  I earned  in  the  hospital,  my  first 
month’s  salary,  $50,  I spent  on  the  original  works  of 
Kraepelin,  Wernicke,  Ziehen  and  Bianchi. 

Some  time  later  I was  again  sent  to  the  Institute — this 
time  for  a few  months,  to  be  prepared  for  the  position  of 
pathologist,  which  Dr.  Meyer  initiated  in  the  New  York 
State  hospitals.  Here  we  studied  the  latest  techniques  in 
histology  and  pathology,  especially  of  the  central  nervous 
system.  It  was  a great  treat  to  sit  at  the  microscope,  or  look 
at  some  sections  with  Dr.  Meyer  walking  from  one  to  the 
other,  dilating  on  subjects  which  had  escaped  our  own 
views. 

I was  a pathologist  for  about  two  years,  and  working 
alone  often  under  trying  conditions  I soon  tired  of  the 
routine  laboratory  technique  and  asked  for  clinical  work. 
I was  then  sent  to  the  reception  service,  where  I had  an 
excellent  opportunity  to  examine  all  the  new  cases  admit- 
ted to  the  hospital.  I enjoyed  this  kind  of  work  for  about 
two  years,  when  I gradually  found  my  interest  flagging. 
There  were  a number  of  reasons  besides  the  monotony  of 
descriptive  psychiatry  which  caused  me  to  turn  to  the 
study  of  the  borderline  cases  and  revive  my  interest  in 
hypnotism. 

For  one  thing  I had  thought  seriously  of  going  into 
private  practice;  I wondered  whether  one  could  earn  a 
livelihood  by  practising  psychiatry.  I knew  that  the  great- 
est majority  of  the  cases  in  the  hospital  could  not  be  kept 
on  the  outside,  and  even  if  that  were  possible  in  some 
cases,  what  could  one  do  for  them?  There  was  no  therapy 
to  speak  of  except  the  symptomatic  treatment,  which  I felt 


could  only  be  given  in  a hospital.  It  was  then  that  I began 
to  practice  hypnotism  on  some  of  the  accessible  patients. 
My  experience  was  no  different  than  that  of  others.  Some 
patients  were  hypnotizable,  and  it  was  a pleasure  to  see 
them  obey  my  commands,  while  others  could  not  be  made 
to  fall  asleep.  When  I cajoled  them  to  sleep,  and  finally 
said,  commandingly,  “Now,  you  are  asleep,”  they  opened 
their  eyes,  and  said,  “No,  I’m  not  asleep.”  When  this 
happened  the  first  time  I was  mortified  and  did  not  know 
what  to  say.  Later,  after  many  similar  experiences,  I saved 
my  face  by  saying  that  I did  not  mean  real  sleep.  I soon 
noticed  that  I behaved  like  the  Delphian  Oracle,  whose 
answers  could  be  construed  in  many  ways. 

In  1905  there  appeared  Jelliffe  and  White’s  English 
translation  of  Dubois’  The  Psychic  Treatment  of  Nervous 
Disorders.  Dubois  was  dead  against  hypnosis,  as  can  be 
seen  from  the  following  quotation  (p.  233):  “The  psycho- 
therapy, which  I call  rational,  has  no  need  of  this  sort  of 
preparatory  narcosis  of  hypnosis,  or  of  this  hyper  suggest- 
ibility that  is  itself  suggested.  It  is  not  addressed  to  an 
impressionable  polygon,  but  simply  to  the  mind,  and  the 
reason  of  the  subject.  This  psychic  therapy  is  indicated  in 
all  the  affections  in  which  one  recognizes  the  influence  of 
mental  ideas,  and  they  are  lesions.”  Dubois  rejects  on 
principle  in  every  attempt  at  education  or  re-education — 
first,  authority,  which,  he  claims,  is  always  bad  in  spite  of 
its  momentary  success,  because  it  does  not  conduce  the 
necessary  clear-sightedness;  second,  suggestion,  because 
it,  too,  crushes  the  spirit  and  develops  a great  field  inherent 
in  the  human  mind:  namely,  suggestibility.  “I  recognize,” 
he  states,  “but  one  means  of  education,  persuasion  by 
means  of  proof,  by  demonstration,  by  logical  induction, 
and  by  reason,  which  touches  the  heart.  Of  the  proof  of  this 
last  means  there  are  all  degrees.  Precise,  but  cold  proof 
dispenses  with  every  emotional  outlet.  It  appeals  only  to 
reason.”5 

There  is  no  method  that  Dubois  teaches  that  one  can 
master  by  reading  his  work.  The  only  interest  that  I find  in 
Dubois  now  is  his  rejection  of  hypnotism,  because  it  is 
based  on  authority.  Freud,  too,  revolted  against  the  vio- 
lence of  hypnotism,  but  mainly  because  it  did  not  allow 
any  insight  into  the  nature  and  origin  of  the  symptoms.  I 
found  Dubois’  method,  as  much  as  I could  grasp  of  it, 
monotonous,  vague,  and  often  confusing.  I once  tried 
persuasion  on  a patient  who  suffered  from  loud  tic-like 
belchings,  which  once-started,  continued  for  hours.  I 
reasoned  with  him  for  about  an  hour,  and  he  looked 
puzzled  and  continued  to  belch  as  loudly  as  before.  I 
became  irritated  at  what  I thought  his  stupidity  and  hypno- 
tized him.  I stopped  his  belching  with  a few  commands.  I 
just  yelled,  “Shut  up!”  And  he  did!  My  own  omnipotence 
of  thought  was  seemingly  more  suitable  for  the  direct 
approach  of  hypnotism — if  the  patient  was  willing.  The 
trouble,  as  I said,  was  that  not  all  of  them  were  willing. 
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In  1906  I read  in  the  daily  press  that  a Dr.  Quackenbos 
worked  miraculous  cures  by  hypnotism.  I called  on  him 
and  told  him  that  I could  not  hypnotize  some  of  my 
patients.  He  was  a fine  gentleman  of  the  Svengali  type.  He 
i listened  to  me  and  smiled.  When  I was  through  with  my 
recital,  he  led  me  to  a good  sized  room  which  was  divided 
into  cubicles  (sort  of  chambres  separees)  and  there  I saw 

I patients  lying  on  cots  fast  asleep  and  snoring.  I asked 
admiringly.  "How  do  you  do  it?’-  He  then  admitted  that  he 
had  had  the  same  experiences  of  which  I complained,  but 
he  solved  his  problem  by  giving  up  verbal  suggestion.  He 
just  gave  each  patient  a stiff  dose  of  paraldehyde  or 
i chloral,  and  when  the  patient  was  asleep,  he  walked  from 
one  to  the  other  and  made  suggestions.  While  he  spoke  I 
was  struck  by  the  odors  of  these  familiar  drugs  which  we 
so  generously  dispensed  to  our  patients  in  the  hospital. 
The  Svengali  figure  underwent  a definite  shrinkage  as  I 
listened  to  the  doctor. 

After  considerable  study  and  experimenting,  I decided 
that  Paris  would  be  the  place  where  I could  learn  whatever 
there  was  to  know  about  hypnotism,  and  there  I went  in  the 
spring  of  1907.  For  a week  or  so  I looked  over  the  field  and 
finally  entered  Pierre  Marie's  sendee  in  the  Hospice  de 
Bicetre.  I have  so  often  described  the  disappointment  that 
I experienced  in  Paris  that  it  is  somewhat  difficult  to  repeat 
it.  Briefly.  I was  surprised  that  most  of  the  neurologists 
and  psychiatrists  I met  there  no  longer  believed  in  the 
efficacy  of  hypnotism  and  suggestion.  Some  had  much 
good  to  say  about  a new  method,  isolation,  which  was  a 
sort  of  modified  Weir-Mitchell  cure.  As  soon  as  I had  a 
chance  to  speak  to  one  of  these  isolated  patients,  I discov- 
ered that  she  went  through  a number  of  these  “‘cures’'  and 
that  she  was  always  the  one  to  say  when  she  was  well.  She 
said  that  when  she  got  bored  and  no  longer  relished  her 
isolation,  she  asked  for  her  discharge,  and  the  doctors  were 
very  gentle  about  it.  Well.  I was  thoroughly  disheartened 
by  my  two  months'  sojourn  in  Paris.  I thought  seriously  of 
giving  up  psychiatry.  In  my  distress  I communicated  with 
my  mentor.  Frederick  Peterson,  and  told  him  what  was  in 
my  mind.  He  laughed  at  my  idea  of  giving  up  psychiatry, 
and  advised  me  to  go  to  the  Clinic  of  Psychiatry  at  Zurich, 
to  Bleuler  and  Jung.  He  added  casually  that  they  were 
applying  the  Freud  theories  to  psychiatry7  there. 

I have  described  a number  of  times  my  impressions  of 
the  first  encounter  with  the  Zurich  School.  I shall,  there- 
fore. not  repeat  them.  All  I wish  to  say  here  is  that  besides 
getting  a new  and  interesting  slant  on  the  subject  of  mental 
diseases,  or  better,  a new  psychiatry7,  I finally  found  a 
psychotherapy,  which  after  thirty-four  years  of  experi- 
ence I consider  the  best  and  most  logical  of  all  the  others 
mentioned  here. 

Let  me.  therefore,  summarize  what  I consider  the  essen- 
tial differences  between  all  the  other  therapies  and  psy- 


choanalysis without,  however,  delving  into  the  psycho- 
analytic therapeutic  method,  as  such. 

In  distinguishing  between  hypnotism  and  psychoanaly- 
sis, Freud  used  Leonardo  da  Vinci’s  differentiation  be- 
tween sculpture  and  painting.  Leonardo  said  that  the 
painter  works  per  via  di  porre — by  way  of  putting  on,  he 
puts  heaps  of  paint  on  an  empty  canvas,  colors  of  different 
shades,  until  he  produces  the  image  he  desires;  while  the 
sculptor  works  per  via  di  levare — by  taking  away.  That  is, 
the  sculptor  having  selected  his  marble  or  other  stone, 
chisels  away  fragments  from  the  block  until  he  gets  the 
figure  he  wishes  to  create.  In  hypnotism  the  psychothera- 
pist imposes  himself  on  the  patient's  mind  and  forces  the 
patient  to  obey  him.  If  everything  goes  well,  that  is,  if  the 
patient  is  amenable  to  hypnotic  suggestion,  he  can  be  rid 
of  his  symptoms,  at  least  for  some  time.  From  my  own 
experience  with  hypnotism,  with  suggestion,  or  with  auto- 
suggestion. which  I have  rarely  used  of  late  years.  I can 
report  as  follows:  In  favorable  cases  I have  removed 
monosymptomatic  hysterical  symptoms  as  well  as  anxi- 
eties. Most  of  these  symptoms  either  had  reappeared  after 
weeks  or  longer  intervals.  Some  exchanged  the  symptoms 
for  new  ones.  Thus,  when  a headache  was  removed,  there 
soon  appeared  a pain  in  the  shoulder  or  another  ache.  In  all 
cases  that  I could  follow  up  there  was  not  a single  case  that 
remained  cured  for  more  than  a few  months.  Hypnotism  is 
useful  when  one  wishes  to  obtain  quick  results;  hence,  it 
can  be  used  in  acute  cases  of  war  hysteria  or  anxieties 
where  neither  persuasion  nor  psychoanalysis  is  appli- 
cable. In  peacetime  practice  it  may  be  used  in  cases  not 
amenable  to  analysis,  but  the  best  results  obtained  through 
hypnotism  disappear  if  the  relation  between  doctor  and 
patient  becomes  estranged.  Last,  but  not  least,  some  pa- 
tients can  become  addicted  to  hypnotic  treatment  and 
cannot  stay  away  from  the  hypnotist. 

We  did  not  know  the  psychology  of  hypnotism  and 
suggestive  influence  until  Ferenczi  explained  it  as  the 
father-child  relation.  Looking  at  it  from  this  viewpoint, 
one  can  readily  explain  the  effect  of  hypnotic  suggestion. 
If  the  child  has  confidence  in  the  father,  he  will  obey  what 
the  latter  tells  him.  Confidence  is  thus  a primordial  requi- 
site in  psychotherapy,  from  which  the  individual  can 
always  draw  succor.  That  explains  the  comfort  and  conso- 
lation which  one  can  find  in  religion,  wherein  the  omni- 
scient and  omnipotent  father  in  heaven,  representing  the 
infantile  conception  of  one's  own  father,  is  implored  for 
those  needs  that  one  cannot  obtain  through  his  own  efforts. 
That  is  especially  true  in  disease,  especially  in  neurotic 
afflictions.  The  Nancy  School,  headed  by  Bemheim.  sensed 
this  when  he  attributed  such  a great  role  to  suggestion  in 
the  vital  economy  of  human  behavior.  As  late  as  in  1911, 
at  the  meeting  of  the  International  Society  for  Medical 
Psychology  and  Psychotherapy,  Bemheim  maintained 
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that  it  is  not  the  artificial  hypnotic  sleep  which  accounts 
for  the  results  obtained  through  hypnotism,  such  as  anes- 
thesia and  catalepsy.  All  these  phenomena  are  the  results 
of  suggestion.  To  quote  his  words:  “II  est  vrai  dire  que 
toute  la  vie  de  relation  consiste  en  phenomene  de  sugges- 
tion; nous  suggerons  aux  autre s,  nous  somme s suggestion^ 
par  les  autres.  ” (It  is  a fact  that  the  relations  of  our  whole 
life  consist  in  phenomena  of  suggestion;  we  suggest  to 
others  and  others  suggest  to  us.)  That  is  to  say,  we  are 
forever  influencing  others  and  they  influence  us.  But, 
whose  influence  does  one  accept  more  readily  than  that 
emanating  from  one’s  father?  Psychoanalysis  has  shown 
clearly  the  influence  of  the  father  or  the  parents  on  the 
child.  The  ego  and  the  superego  are  both  the  psychic 
representatives  of  the  father,  and  they  always  stand  guard 
against  the  incursion  of  the  primordial  id.  We  surely 
influence  each  other;  our  unconscious  transference  is  in 
constant  conversation  the  moment  we  meet.  Every  indi- 
vidual is  evaluated  in  terms  of  the  persons  who  constituted 
our  microcosm  in  childhood.  Our  likes  and  dislikes  are 
nothing  but  rapid  excrescences  of  confidence  and  distrust; 
and  our  neuroses  and  psychoses  nothing  but  congealed 
exaggerations  of  those  phenomena. 

There  is  no  doubt  that  suggestion  or  transference  in  the 
psychoanalytic  sense  regulates  our  normal  and  abnormal 
behavior.  Friendship  and  hostility,  peace  and  war,  are 
manifestations  of  these  same  phenomena  in  the  individual 
and  the  race.  It  is,  therefore,  no  accident  that  the  founders 
of  psychotherapy  sensed  these  very  mechanisms  as  the 
foundation  of  their  various  systems.  Mesmer  assumed  that 
human  beings  attract  and  repel  each  other  like  loadstone 
and  iron.  The  hypnotists  have  always  acted  with  the  same 
omniscience  and  omnipotence  which  the  naive  child  at- 
tributes to  the  father.  All  the  other  psychotherapies  follow 
in  the  same  path  of  endeavor,  all  of  them  are  based  on 
suggestive  influences,  whether  they  admit  it  or  not.  For 
what  are  persuasion,  education  of  the  will,  vocational 
therapy  and  all  the  others,  but  efforts  to  influence  the 
patient  in  some  way.  And  depending  on  the  knowledge 
and  affection  of  the  therapist,  that  is,  on  his  capacity  of 
transference,  his  results  will  be  good  or  poor.  Every  school 
boy  will  tell  you  that  he  learns  most  from  the  teacher  he 
likes. 

Ergo,  the  most  important  factor  in  psychotherapy  is  the 
therapist.  He  alone  is  capable  of  producing  that  positive 
transference  which  is  absolutely  essential  for  successful 
psychotherapeutic  results.  It  is  for  this  reason  that,  as  I said 
above,  psychoanalysis  is  the  most  effective,  most  logical 
method  of  psychotherapy.  If  I had  the  time  I could  tell  you 
some  of  the  deleterious  effects  of  hypnotism;  I could  cite 
many  cases.  Most  of  them  have  resulted  through  the 
ignorance  of  the  hypnotist.  He  did  not  know  that  the 
patient  unconsciously  looked  upon  him  as  a love  object. 


When  the  emanations  from  it  suddenly  cropped  up,  he  was 
either  flattered  and  readily  entered  into  an  illicit  sexual 
relation  with  his  patient,  or  like  Joseph  Breuer  he  was 
terribly  shocked  when  Anna  O.  grasped  him  and  kissed 
him  and  said  that  she  was  pregnant  from  him.  It  is  my 
feeling  that  this  was  the  main  reason  which  scared  him  off 
from  collaborating  further  with  Freud.  Transference  is  one 
of  the  great  pillars  of  the  psychoanalytic  structure,  and  to 
manage  it  successfully  and  properly  with  patients,  one 
must  first  put  his  own  transference  in  order.  It  was  one  of 
the  great  merits  of  the  Zurich  School  to  stress  this  fact 
before  Freud,  himself,  advocated  it.  While  I was  still  there, 
we  saw  so  many  complications  arising  between  the  ana- 
lyst and  the  patient  that  we  concluded  that  it  would  be  best 
to  be  analyzed  first  by  an  expert  before  one  should  analyze 
others.6  This  mode  of  training  was  later  adopted  as  a sine 
qua  non  in  all  the  Freudian  analytic  schools.  After  one 
goes  through  such  an  analysis,  he  is  amply  rewarded  for 
the  time  and  the  money  that  he  has  spent  on  it.  For  he  then 
knows  not  only  the  nature  and  mechanism  of  neuroses,  but 
having  learned  to  know  himself,  he  knows  also  that  man 
is  the  measure  of  all  things.  It  is  these  truths  that  teach  him 
how  to  parry  the  thrusts  that  come  unconsciously  from  the 
ingenuous  patients. 

Having  gone  so  far,  I will  say,  “Here  endeth  the  Odys- 
sey of  a psychiatrist,  who  was  for  years  in  search  of  a 
logical,  scientific  and  true  psychotherapy.” 
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PRESIDENT  S PAGE 


Playing  Politics 


At  this  writing,  I have  just  returned  from  Washington,  where  I was  able  to  meet 
personally  with  one  U.S.  senator  and  one  U.S.  representative  from  Connecticut’s 
congressional  delegation.  We  were  well-received,  and  I believe  were  a constructive 
influence. 

This  debate  in  Congress  on  health-system  reform  is  now  coming  down  to  the  wire, 
with  votes  due  in  both  houses  in  the  coming  weeks.  Final  votes  on  a Senate-House 
reconciliation  bill  are  due  in  the  fall,  after  the  recess.  This  1994  election  year  is  also 
coming  down  to  the  wire,  with  the  final  votes  due  the  first  Tuesday  of  November. 
Shortly  thereafter,  our  state  legislature  will  take  up  where  the  Congress  leaves  off,  and 
the  race  will  be  on  again  to  create  more  laws  and  more  commissions  to  impact  our 
practice  and  our  patients. 

All  these  votes  are  connected,  and  the  connection  is  politics.  We  may  not  be 
politicians  ourselves,  but  if  we  simply  leave  politics  to  the  politicians,  the  outcome  for 
us  and  our  patients  will  be  quite  predictable.  But  it  doesn’t  have  to  be  that  way. 

Critical  medical-care  decision  should  be  left  to  us  and  our  patients.  Keeping  government  and  business  from  intruding 
into  these  decisions  is  a full-time  job.  It  is  the  job  of  COMP  AC,  your  CSMSs  bipartisan  political  action  committee, 
and  the  job  of  AMPAC,  our  AMAs  powerful  political  action  arm.  They  both  are  there  to  assure  that  health-system 
reform  doesn't  destroy  effective  medical  practice.  And  destroy  it  will,  unless  the  politics  is  right  at  every  vote,  whether 
it  be  a roll  call  in  the  Congress  or  an  election  vote  in  your  own  district. 

But  COMP  AC  and  AMPAC  have  only  one  weapon  in  this  long  battle;  it  is  your  direct  support.  No  dues  money  can 
be  used  in  the  work  of  political  action,  only  your  personal  (not  corporate)  check.  The  alternative  is  to  leave  the  battlefield 
of  political  action  to  the  trial  lawyers,  the  insurance  companies,  the  corporate  health-benefit  moguls.  Outrageous?  Y es, 
but  that’s  what  is  actually  happening  at  present!  As  of  1 August  only  1 85  physicians  had  contributed  to  COMPAC  this 
year.  Last  year,  90%  of  your  CSMS  colleagues  never  even  left  the  barracks,  in  terms  of  organized  political  action. 
Connecticut's  600  chiropractors  raised  twice  as  much  PAC  funding  as  its  9,000  physicians. 

This  year  must  be  different  if  common  sense  and  sound  medical  judgment  are  to  prevail  in  medical  decisions.  Every 
poll  says  that  our  patients  want  to  keep  their  right  to  choose  us  as  their  own  doctors,  but  patients’  choice  is  far  down 
on  the  priority  list  of  the  insurers,  HMOs,  and  social  architects. 

This  year  will  be  different.  Every  poll  says  that  the  public  has  far  more  trust  in  their  physicians  than  in  their  lawyers, 
legislators,  news  media,  bureaucrats,  and  business  leaders.  Your  well-deserved  credibility  will  multiply  the 
effectiveness  of  even  a modest  COMPAC  contribution.  You  will  be  a powerful  patient  advocate.  It  may  be  that 
physicians  are  the  only  advocates  patients  have  left,  given  the  assortment  of  commercial  and  political  bottom-line 
feeders  now  running  loose. 

So  please,  play  politics.  Do  answer  the  COMPAC  mailing  you  received  last  month,  or  the  one  you  will  be  getting 
this  month.  Your  patients,  if  not  your  profession,  deserve  no  less. 

Theodore  Zanker,  M.D. 

President 
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REFLECTIONS  ON  MEDICINE 


I Will  Give  No  Deadly  Medicine  to  Anyone  If  Asked, 
Nor  Suggest  Any  Such  Counsel 

ROBERT  U.  MASSEY,  M.D. 


THE  matter  of  physician-assisted  suicide,  under  dis- 
cussion long  before  the  Oath  was  composed,  will  not 
go  away,  and  it  will  come  to  divide  us  just  as  the  abortion 
issue  has  done.  For  those  for  whom  abortion  is  murder  there 
can  be  no  middle  ground,  no  compromise;  for  those  who 
share  the  traditional,  although  often  paradoxical,  abhor- 
rence of  the  Western  world  for  suicide,  there  is  rarely  found 
justification  for  self-murder.  Participating  in  abortion  or 
suicide  may  be  legal,  may  even  become  reimbursable  under 
universal  health  insurance,  providing  income  for  the  phy- 
sician and  product  lines  for  the  managed  care  business,  but 
for  most,  I suspect,  will  never  feel  comfortably  ethical. 
Even  for  many  of  those  who  are  intellectually  convinced, 
there  will  linger  a troubling  feeling  of  dread  in  contemplat- 
ing either  act. 

Richard  Selzer  in  his  book  Letters  to  a Young  Doctor 
tells  the  story  of  a man  wasted  by  seven  years  of  pancreatic 
cancer,  and  how  wife,  mother,  and  patient,  no  longer 
willing  to  endure  more,  beg  the  doctor  for  release. 1 Enough 
morphine  to  stop  the  pain  must  surely  end  the  life  of  this  80- 
pound  man,  and  his  physician  gives  it,  but  he  did  not  die. 
The  story  ends  with  this  brief  exchange  between  the  doctor 
and  the  mother  and  the  man’s  wife: 

“He  didn’t  die,”  I say.  “He  won’t ...  or  can’t”  They  are 
silent. 

“He  isn’t  ready  yet,”  I say. 

“He  is  ready,  the  old  woman  says.  “You  ain’t .” 

In  this  issue  there  is  an  essay,  reprinted  from  JAMA , “A 
Conversation  With  My  Mother,  by  Dr.  David  M.  Eddy  of 
Jackson,  Wyoming.2  It  is  the  story  of  his  mother’s  final 
illness  and  his  resolve  to  help  her  end  her  life.  For  a 
physician  finally  to  enter  upon  this  agonizing  task  of 
assisting  in  ending  another’s  life  he  must,  at  the  least, 
somehow  “resolve  any  lingering  conflicts  and  obtain  the 
drugs  ...”  His  mother,  after  pneumonia  fails,  asks  about 
another  way:  could  she  stop  eating,  and,  more  important, 
stop  drinking,  and  still  be  kept  comfortable?  She  is  reas- 
sured. It  took  only  six  days  for  a peaceful  and  good  death. 


ROBERT  U.  MASSEY,  M.D.,  Professor  Emeritus,  Division  of 
Humanistic  Studies,  Department  of  Community  Medicine  and  Health 
Care,  University  of  Connecticut  School  of  Medicine,  Farmington. 


The  nurses  who  care  for  the  dying  in  Hospice  programs 
know  all  about  this  way,  and  have  known  it  for  years.  They 
also  know  how  to  manage  all  sorts  of  discomforts,  and  that 
when  they  use  opiates  they  give  enough  by  skillful  ways 
that  unfortunately  are  little  known  by  most  of  us  doctors. 
They  have  seen  patients,  who  have  had  enough  of  a life  that 
is  surely  ending,  turn  their  faces  to  the  wall  and  refuse  all 
food  and  drink,  and  they  know  that  with  good  nursing  care 
and  attention  to  anxiety  and  pain  they  need  not  suffer. 

In  a recent  study  in  Washington  state  of  physicians’ 
attitudes  toward  assisted  suicide  48%  thought  euthanasia 
was  never  justified,  and  42%  disagreed,  but  only  33% 
would  be  willing  to  perform  euthanasia.  A little  over  half 
thought  assisted  suicide  should  be  legal  in  some  instances, 
but  only  40%  would  assist  a patient  commit  suicide.3 

Legal  or  not  physicians  will  occasionally  assist  in  sui- 
cide; if  we  made  it  legal  we  could  provide  employment  for 
a whole  new  crowd  of  lawyers  and  regulators.  I am  told  that 
in  the  Netherlands,  where  it  has  become  fashionable  to 
euthanize,  the  records  are  not  well  kept,  and  many  are 
dispatched  without  their  consent.  If  it  were  legal  here,  that 
problem  of  less-than- voluntary  euthanasia  would  be  inevi- 
table even  thought  we  may  be  more  adept  at  regulating  than 
the  Dutch!  In  those  situations  where  physicians  and  fami- 
lies agree  that  death  is  the  best  solution  but  the  patient  has 
not  yet  been  brought  around  to  that  point  of  view,  fear  of  the 
law  tends  to  stay  their  hand.  It  should  be  left  that  way. 

Our  assignment,  it  seems  to  me,  is  to  reassure  our  dying 
patients  that  we  will  stay  by  them,  that  we  will  do  all  in  our 
power  to  relieve  their  pain  and  spare  them  from  inhumane 
and  degrading  treatment,  that  we  will,  in  short,  do  our 
utmost  to  guide  them,  with  the  help  of  others,  to  a good 
death.  We  may  often  fail,  but  counseling  suicide  is  just 
another  of  those  ways  to  rid  ourselves  of  burdensome  lives. 
Surely  we  have  seen  enough  of  that  in  this  century. 
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MEDICAL  NEWS  CAPSULES 


This  Month’s  Reading  in  Review 

TIMOTHY  B.  NORBECK 


“I  have  a favorite  doctor  who  thinks  I’m  special.  Is  there 
a politician  in  Washington  who  could  assure  that  the 
bureaucrats  in  health  care  will  think  I’m  special?  Do  the 
politicians  represent  me?  I wish.  Security  is  knowing  I will 
be  cared  for  when  ill.  When  serious  decisions  have  to  be 
made  for  me,  I want  a doctor  who  has  known  me  for  10 
years  and  cares.  Is  this  unreasonable?” 

A letter  from  a Medicare  patient  from  Santa  Barbara, 
California,  commenting  on  health  system  reform, 
USA  Today,  8 July  edition 

“Our  buzzword  this  year  is  sequential  reform:  Doing 
things  one  step  at  a time.  I hope  that  at  the  federal  level 
people  will  do  the  same.” 

Minnesota  Health  Commissioner  Mary  Jo  O’Brien 
Wall  Street  Journal,  8 July  1994, 

“More  and  more  it  appears  changes  in  health  insurance 
are  the  only  thing  that  can  pass  Congress  this  year  under 
the  ‘health  care  reform’  label.  And  we  should  all  be  glad 
of  that.” 

Boston  Sunday  Herald  editorial,  3 July  1994 

“Anything  less  than  universal  coverage  would  be  a 
failure.  If  members  of  Congress  think  95%  is  good 
enough,  perhaps  they  should,  as  a gesture  of  solidarity 
with  the  American  people,  draw  lots  to  exclude  5 % of  their 
number  from  health  insurance.” 

Syracuse  Herald-Journal  editorial,  1 July  1994 

People  with  traditional  insurance  are  more  satisfied 
with  their  access  to  specialty  care  than  those  in  managed 
care  plans  or  Medicare,  according  to  a patient  survey  by 
the  National  Research  Corporation....  Satisfaction  was 
higher  among  older  patients  (71.9%  for  people  65  and 
older)  than  younger  patients  (5 1 % for  people  younger  than 
35)....  Overall,  69.8%  were  satisfied  with  access  to  spe- 
cialists with  traditional  insurance,  53%  with  their  HMO. 
52%  with  their  PPO.  and  40.9%  with  Medicare....  The 
market  average  satisfaction  was  59.9%. 

AM  News,  7 July  1994 


TIMOTHY  B.  NORBECK.  Executive  Director,  the  Connecticut 
State  Medical  Society. 


According  to  General  Accounting  Office  (GAO)  report 
released  on  6 July,  primary  care  physicians/specialists 
ratios  are  as  follows:  U.S.:  34%/66%,  Canada:  60%/40%, 
U.K.:  72%/28%,  Germany  21%/79%  and  Sweden:  35%/ 
65%. 

American  Health  Line,  7 July  1994 
The  AMA  reports  that  the  number  of  physicians  partici- 
pating in  managed  care  organizations  increased  from  59% 
of  all  physicians  in  1989  to  75%  in  1993. 

USA  Today,  13  June  1994 
Citing  statistics  indicating  that  British  patients  with 
certain  types  of  cancer  are  more  likely  to  die — and  die 
sooner — than  patients  in  the  U.S.  or  the  rest  of  Western 
Europe,  increasingly  outspoken  groups  of  cancer  survi- 
vors, joined  by  Britain’s  top  cancer  specialists  and  largest 
cancer  charities,  claim  that  their  National  Health  Service 
has  failed  to  spend  enough  money  on  cancer  care  and  train 
enough  specialists....  A recent  study  by  European  re- 
searchers suggested  that  only  six  in  10  British  women 
diagnosed  with  breast  cancer  will  be  alive  after  five  years, 
compared  to  nearly  seven  in  10  in  the  rest  of  Europe,  and 
nearly  eight  in  10  in  the  United  States....  Among  lung 
cancer  patients,  a Manchester  hospital  survey  indicated 
that  only  15%  to  30%  of  British  patients  with  small-cell 
lung  cancer  will  survive  for  two  years,  compared  with 
40%  to  50%  in  the  rest  of  Western  Europe  and  in  the 
United  States.  N.Y.  Times,  26  June  1994 

Only  in  America:  Remember  the  North  Carolina  man 
who  drove  his  tractor-trailer  through  a string  of  cars  a few 
years  back  near  the  then  Stratford,  Conn,  toll  plaza  and 
killed  seven  people?  Injured  in  the  fiery  crash,  he  will 
collect  workers’  compensation  benefits  paid  for  by  Con- 
necticut employers. 

The  state  Supreme  Court  ruled  that  the  driver,  sen- 
tenced earlier  to  six  months  in  prison  and  a $ 1 ,000  fine  for 
negligent  homicide,  qualified  for  workers’  comp  because 
he  was  passing  through  Connecticut  in  the  course  of  his 
job  when  the  injury  occurred.  The  ruling  came  despite 
testimony  in  his  earlier  trial  that  he  was  driving  too  fast. 
His  employer,  Southland  Distributors  Inc.,  also  of  North 
Carolina,  carried  no  workers’  compensation  insurance. 

Readers  Digest,  July  1994 
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FOR  THE  NASAL  AND 
NON-NASAL  SYMPTOMS 
OF  SEASONAL 
ALLERGIC  RHINITIS 


A 

Clear  Choice  In 
Antihistamine 
Therapy 


Once-a-day  dosing 


Low  incidence  of  adverse  effects 


Clear  Benefits 
From  Start  To  Finish 


Proven  efficacy 
Nonsedating* 


The  incidence  of  sedation  with 
CLARITIN  Tablets  (8%)  was  similar 
to  that  of  placebo  (6%)  at  the 
recommended  dose. 


Rapid-acting f 


CLARITIN  Tablets  started  working 
in  some  patients  in  as  soon  as 
30  minutes;  65%  of  patients 
experienced  relief  within  2 hours. ' 
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In  controlled  clinical  trials  using  the  recommended  dose,  the 
incidence  of  headache  (12%),  somnolence  (8%),  fatigue  (4%), 
and  dry  mouth  (3%)  with  CLARITIN  Tablets  was  similar  to  that 
of  placebo  (1 1%,  6%,  3%,  and  2%,  respectively). 


Once-a-day 


Over  1 billion  patient  days  of 
worldwide  experience 


* In  studies  with  CLARITIN  Tablets  at  doses  2 to  4 times  higher  than  the  recommended  dose 
of  10  mg,  a dose-related  increase  in  the  incidence  of  somnolence  was  observed. 

t Relief  began  in  13%  of  treated  patients  vs  4%  of  placebo-treated  patients  within 
30  minutes  (P=.04).  At  2 hours,  48%  of  patients  receiving  placebo  experienced  relief. 
Distribution  of  onset  times  was  significantly  earlier  for  CLARITIN  Tablets  vs  placebo  fP=.03). 


IOmg 

TABLETS 


Please  see  following  page  for  brief  summary  of  Prescribing  Information. 


claritin* 

brand  of  loratadine 
TABLETS 

Long-Acting  Antihistamine 
BRIEF  SUMMARY 

(For  full  Prescribing  Information,  see  package  insert.) 

INDICATIONS  AND  USAGE 

CLARITIN  Tablets  are  indicated  for  the  relief  of  nasal  and  non-nasal  symptoms  of  seasonal  allergic  rhinitis. 

CONTRAINDICATIONS 

CLARITIN  Tablets  are  contraindicated  in  patients  who  are  hypersensitive  to  this  medication  or  to  any  of  its  ingredients. 

PRECAUTIONS 

General:  Patients  with  liver  impairment  should  be  given  a lower  initial  dose  (10  mg  every  other  day)  because  they  have  reduced 
clearance  of  CLARITIN  Tablets. 

Drug  Interactions:  The  coadministration  of  a single  20  mg  dose  of  CLARITIN  Tablets  (double  the  recommended  daily  dose]  and 
a 200  mg  dose  of  ketoconazole  twice  daily  to  12  subjects  resulted  in  increased  plasma  concentrations  of  loratadine  (180% 
increase  in  AUC)  and  its  active  metabolite,  descarboethoxyloratadine  (56%  increase  in  AUC).  However,  no  related  changes  were 
noted  in  the  QTc  on  ECGs  taken  at  2, 6.  and  24  hours  alter  the  coadministration  of  loratadine  and  ketoconazole.  Also,  there  were 
no  significant  differences  in  clinical  adverse  events  between  CLARITIN  Tablet  groups  with  or  without  ketoconazole. 

Other  drugs  known  to  inhibit  hepatic  metabolism  should  be  coadministered  with  caution  until  definitive  interaction  studies 
can  be  completed.  The  number  of  subjects  who  concomitantly  received  macrolide  antibiotics,  cimetidine.  ranitidine,  or  theo- 
phylline along  with  CLARITIN  Tablets  in  controlled  clinical  trials  is  too  small  to  rule  out  possible  drug-drug  interactions.  There 
does  not  appear  to  be  an  increase  in  adverse  events  in  subjects  who  received  oral  contraceptives  and  CLARITIN  Tablets  com- 
pared to  placebo. 

Carcinogenesis.  Mutagenesis,  and  Impairment  of  Fertility:  In  an  18-month  oncogenicity  study  in  mice  and  a 2-year  study  in 
rats,  loratadine  was  administered  in  the  diet  at  doses  up  to  40  mg/kg  (mice)  and  25  mg/kg  (rats).  In  the  carcinogenicity  studies, 
pharmacokinetic  assessments  were  carried  out  to  determine  animal  exposure  to  the  drug.  AUC  data  demonstrated  that  the  expo- 
sure of  mice  given  40  mg/kg  of  loratadine  was  3.6  (loratadine)  and  18  (active  metabolite)  times  higher  than  a human  given 
10  mg/day.  Exposure  of  rats  given  25  mg/kg  of  loratadine  was  28  (loratadine)  and  67  (active  metabolite)  times  higher  than  a 
human  given  10  mg/day.  Male  mice  given  40  mg/kg  had  a significantly  higher  incidence  of  hepatocellular  tumors  (combined 
adenomas  and  carcinomas)  than  concurrent  controls.  In  rats,  a significantly  higher  incidence  of  hepatocellular  tumors  (com- 
bined adenomas  and  carcinomas)  was  observed  in  males  given  10  mg/kg  and  males  and  females  given  25  mg/kg.  The  clinical 
significance  of  these  findings  during  long-term  use  of  CLARITIN  Tablets  is  not  known. 

In  mutagenicity  studies,  there  was  no  evidence  of  mutagenic  potential  in  reverse  (AMES)  or  forward  point  mutation 
(CHO-HGPHT)  assays,  or  in  the  assay  for  DNA  damage  (Rat  Primary  Hepatocyte  Unscheduled  DNA  Assay)  or  in  two  assays  for 
chromosomal  aberrations  (Human  Peripheral  Blood  Lymphocyte  Clastogenesis  Assay  and  the  Mouse  Bone  Marrow  Erythrocyte 
Micronucleus  Assay).  In  the  Mouse  Lymphoma  Assay,  a positive  finding  occurred  in  the  nonactivated  but  not  the  activated 
phase  of  the  study. 

Loratadine  administration  produced  hepatic  microsomal  enzyme  induction  in  the  mouse  at  40  mgAg  and  rat  at  25  mg/kg.  but 
not  at  lower  doses. 

Decreased  fertility  in  male  rats,  shown  by  lower  female  conception  rates,  occurred  at  approximately  64  mgAg  and  was 
reversible  with  cessation  of  dosing.  Loratadine  had  no  effect  on  male  or  female  fertility  or  reproduction  in  the  rat  at  doses  of 
approximately  24  mgAg. 

Pregnancy  Category  B:  There  was  no  evidence  of  animal  teratogenicity  in  studies  performed  in  rats  and  rabbits.  There  are.  how- 
ever. no  adequate  and  well-controlled  studies  in  pregnant  women.  Because  animal  reproduction  studies  are  not  always  predic- 
tive of  human  response.  CLARITIN  Tablets  should  be  used  during  pregnancy  only  if  clearly  needed. 

Nursing  Mothers:  Loratadine  and  its  metabolite,  descarboethoxyloratadine.  pass  easily  into  breast  milk  and  achieve  concentra- 
tions that  are  equivalent  to  plasma  levels  with  an  AUC^/AUC,*^  ratio  of  1.17  and  0.85  for  the  parent  and  active  metabolite, 
respectively.  Following  a single  oral  dose  of  40  mg.  a small  amount  of  loratadine  and  metabolite  was  excreted  into  the  breast 
milk  (approximately  0.03%  of  40  mg  over  48  hours).  A decision  should  be  made  whether  to  discontinue  nursing  or  to  discon- 
tinue the  drug,  taking  into  account  the  importance  of  the  drug  to  the  mother.  Caution  should  be  exercised  when  CLARITIN 
Tablets  are  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  below  the  age  of  12  years  have  not  been  established. 

ADVERSE  REACTIONS 

Approximately  90.000  patients  received  CLARITIN  Tablets  10  mg  once  daily  in  controlled  and  uncontrolled  studies.  Placebo - 
controlled  clinical  trials  at  the  recommended  dose  of  10  mg  once  a day  varied  from  2 weeks’  to  6 months’  duration.  The  rate  of 
premature  withdrawal  from  these  trials  was  approximately  2%  in  both  the  treated  and  placebo  groups. 


REPORTED  ADVERSE  EVENTS  WITH  AN  INCIDENCE  OF  MORE  THAN  2%  IN 
PLACEBO-CONTROLLED  ALLERGIC  RHINITIS  CLINICAL  TRIALS 
PERCENT  OF  PATIENTS  REPORTING 


LORATADINE 

10  mg  QD 
n = 1926 

PLACEBO 

n = 2545 

CLEMASTINE 

1 mg  BID 
n = 536 

TERFENADINE 

60  mg  BID 
n = 684 

Headache 

12 

11 

8 

8 

Somnolence 

8 

6 

22 

9 

Fatigue 

4 

3 

10 

2 

Dry  Mouth 

3 

2 

4 

3 

Adverse  event  rates  did  not  appear  to  differ  significantly  based  on  age,  sex.  or  race,  although  the  number  of  non -white  sub- 
jects was  relatively  small. 

In  addition  to  those  adverse  events  reported  above,  the  following  adverse  events  have  been  reported  in  2%  or  fewer  patients. 
Autonomic  Nervous  System  Altered  salivation,  increased  sweating,  altered  lacrimation,  hypoesthesia,  impotence,  thirst,  flushing. 
Body  As  A Whole  Conjunctivitis,  blurred  vision,  earache,  eye  pain,  tinnitus,  asthenia,  weight  gain,  back  pain,  leg  cramps, 
malaise,  chest  pain,  rigors,  fever,  aggravated  allergy,  upper  respiratory  infection,  angioneurotic  edema. 

Cardiovascular  System  Hypotension,  hypertension,  palpitations,  syncope,  tachycardia 

Central  and  Peripheral  Nervous  System  Hyperkinesia,  blepharospasm,  paresthesia,  dizziness,  migraine,  tremor,  vertigo, 
dysphonia. 

Gastrointestinal  System  Abdominal  distress,  nausea,  vomiting,  flatulence,  gastritis,  constipation,  diarrhea,  altered  taste, 
increased  appetite,  anorexia,  dyspepsia,  stomatitis,  toothache. 

Musculoskeletal  System  Arthralgia,  myalgia. 

Psychiatric  Anxiety,  depression,  agitation,  insomnia,  paroniria.  amnesia,  impaired  concentration,  confusion,  decreased  libido, 
nervousness. 

Reproductive  System  Breast  pain,  menorrhagia,  dysmenorrhea,  vaginitis. 

Respiratory  System  Nasal  dryness,  epistaxis,  pharyngitis,  dyspnea,  nasal  congestion,  coughing,  rhinitis,  hemoptysis,  sinusitis, 
sneezing,  bronchospasm,  bronchitis,  laryngitis 

Skin  and  Appendages  Dermatitis,  dry  hair,  dry  skin,  urticaria,  rash,  pruritus,  photosensitivity  reaction,  purpura. 

Urinary  System  Urinary  discoloration,  altered  micturition. 

In  addition,  the  following  spontaneous  adverse  events  have  been  reported  rarely  during  the  marketing  of  loratadine 
peripheral  edema,  abnormal  hepatic  function,  including  jaundice,  hepatitis,  and  hepatic  necrosis:  alopecia:  seizures:  breast 
enlargement;  erythema  multiforme:  and  anaohylaxis. 

OVERDOSAGE 

Somnolence,  tachycardia,  and  headache  have  been  reported  with  overdoses  greater  than  10  mg  (40  to  180  mg).  In  the  event  of 
overdosage,  general  symptomatic  and  supportive  measures  should  be  instituted  promptly  and  maintained  for  as  long  as  necessary. 

Treatment  of  overdosage  would  reasonably  consist  of  emesis  (ipecac  syrup),  except  in  patients  with  impaired  consciousness 
followed  by  the  administration  of  activated  charcoal  to  absorb  any  remaining  drug  If  vomiting  is  unsuccessful,  or  contra- 
indicated. gastric  lavage  should  be  performed  with  normal  saline.  Saline  cathartics  may  also  be  of  value  for  rapid  dilution  of 
bowel  contents.  Loratadine  is  not  eliminated  by  hemodialysis.  It  is  not  known  if  loratadine  is  eliminated  by  peritoneal  dialysis. 

Oral  LD^  values  for  loratadine  were  greater  than  5000  mgAg  in  rats  and  mice.  Doses  as  high  as  10  times  the  recommended 
clinical  doses  showed  no  effects  in  rats,  mice,  and  monkeys. 
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Letters  to  the  Editor 


Letters  to  the  Editor  are  considered  for  publication  (subject  to 
editing  and  abridgement),  provided  that  the  are  submitted  in 
duplicate,  signed  by  all  authors,  typewritten  in  double  spacing,  and 
do  not  exceed  1-1/2  pages  of  text  (excluding  references).  They 
should  not  duplicate  similar  material  being  submitted  or  published 
elsewhere.  Letters  referring  to  a recent  Journal  article  should  be 
received  within  six  w eeks  of  the  article’s  publication. 


Mr.  Clinton  Has  Submitted  a 
Health-Care  Financing  Reform  Bill 

To  the  Editor:  I was  impressed  with  the  open  letter  to 
President  Clinton  from  Dr.  Jason  Gaines  in  Cheshire 
published  in  the  June  1994  issue  of  Connecticut  Medicine . 
It  was  clear,  however,  that  the  response  received  from  the 
White  House  was  a purely  stock  letter  and  in  no  way 
responded  to  the  issues  raised  by  Jason.  I have  seen  the 
exact  wording  before  in  other  responses.  It  is  very  appar- 
ent that  the  stock  answer  was  forwarded  to  Dr.  Gaines 
from  some  underling,  and  in  all  probability,  Mr.  Clinton  as 
yet  has  not  seen  the  letter  which  was  forwarded  to  him.  I 
would  hope  that  the  members  of  the  Connecticut  State 
Medical  Society  are  wise  enough  to  recognize  that  when 
any  physician  in  private  practice  raises  questions  about  the 
present  Clinton  Health  Plan,  they  will  be  met  with  the 
same  fate.  We  must  each  let  our  legislators  know  person- 
ally of  our  feelings,  as  it  is  they  who  will  have  the  final  vote 
on  this  most  important  matter. 

Of  particular  note  in  the  stock  response  which  Jason 
Gaines  received  from  the  White  House  was  the  glaring 
statement  that  currently  37  million  Americans  are  without 
health  care.  Nothing  could  be  further  from  the  truth.  All  of 
us,  practically  every  day  of  our  medical  careers,  contribute 
to  the  health  care  of  these  37  million  Americans  without 
any  expectation  of  reimbursement.  This  is  the  most  insult- 
ing aspect  of  the  Clinton  Health  Plan  of  all.  It  is  time  our 
legislators  recognized  that  what  Mr.  Clinton  has  submit- 
ted is  a health-care  financing  reform  bill  and  not  a health- 
care reform  bill.  Each  of  us  will  continue  to  provide 
outstanding  health  care  to  all  Americans  irrespective  of 
their  abilities  to  pay. 

Raymond  E.  Sullivan.  M.D. 

Waterbury 
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From  the  Executive  Director’s  Office 


COUNCIL  MEETING 

Wednesday,  30  June  1994 

Attendance 

In  addition  to  Chairman,  Dr.  Joseph  Czarsty,  were  Drs. 
Ahamed,  Beck,  Bigos,  Bobruff,  Brooks,  Deren,  Eslami, 
Freedman,  Herzog,  Hollister,  Kamens,  Katz,  Keating, 
Lesnik,  McDonnell,  Montegut,  Mushlin,  Parke,  Redmond, 
Sadowski,  Sosa,  Tesoro,  Wetstone,  Wolfson,  Zanker. 

Also  present  were:  Mr.  Norbeck,  Ms.  Lindquist,  Mr. 
Brunell,  Mr.  Garofalo,  Ms.  Connolly,  Mr.  Staples,  Mr. 
Sullivan  (all  CSMS  staff),  Ms.  Snider  and  Mr.Schuman, 
(NLCMA)  Mr.  Coffey,  (HCMA),  Ms.  Harney,  (NHCMA), 
Mr.  Thompson,  (FCMA),  James  Orphanos,  M.D.,  Myron 
Genel,  M.D.,  Neil  Grey,  M.D.,  Patty  LeShane. 

Absent  were:  Drs.  Franklin,  Geary,  Meridy,  Petro, 
Scarpa,  Schwartz,  Timmerman, Van  Nostrand,  Watson. 

Organizational  Meeting 

The  organizational  meeting  of  the  Council  for  1994- 
1995  was  called  to  order  by  the  President,  Theodore 
Zanker,  M.D.  He  welcomed  the  old  and  new  councilors  to 
the  meeting.  He  stated  that  he  hoped  that  physicians  could 
work  together  to  set  the  tone  of  optimism  and  energy  that 
will  be  needed  in  order  to  effect  changes  that  would  be 
beneficial  to  our  patients.  He  also  stated  that  from  his  own 
experience  it  was  very  demoralizing  to  follow  things  in  the 
media  but  the  more  opportunity  he  has  had  to  see  things 
from  the  inside,  the  more  persuaded  he  was  that  organized 
medicine  locally  and  nationally  are  a lot  more  effective 
than  even  our  own  leadership  can  imagine.  Dr.  Zanker 
introduced  the  new  councilors  and  then  had  the  rest  of  the 
Council  introduce  themselves.  Dr.  Zanker  introduced 
Myron  Genel,  M.D.,  Associate  Dean  of  the  Yale  School 
ofMedicine,  who  had  been  elected  to  the  AMA  Council  on 
Scientific  Affairs  at  the  recent  AMA  meeting.  Following 
his  remarks  he  called  for  nominations  for  Chairman  and 
Vice-Chairman  of  the  Council  for  1994-1995.  It  was 


VOTED  to  elect  Joseph  C.  Czarsty,  M.D.,  Oakville,  Chair- 
man, and  Joseph  S.  Sadowski,  M.D.,  Hartford,  Vice- 
Chairman. 

Business  Meeting 

Dr.  Czarsty  thanked  the  Council  members  for  their 
continued  support  and  stated  that  he  was  honored  to  be 
chairman  of  the  Council. 

Dr.  Czarsty  announced  that,  at  the  Council’s  invitation, 
six  gubernatorial  candidates  were  going  to  appear  before 
the  Council  to  give  brief  statements  and  answer  questions. 
In  the  order  of  appearance  were:  John  Larson,  Pauline 
Kezer,  Richard  Balducci,  John  Rowland,  Bill  Curry  and 
Eunice  Groark. Governor  Lowell  Weicker,  who  was  in  the 
building  speaking  to  another  group,  also  stopped  in  and 
made  a brief  presentation  to  the  Council. 

Reports  of  Related  Organizations 

CPRO:  Dr.  Kamens  reported  on  the  transformation  of 
CPRO  from  a case  by  case  review  organization  to  one 
oriented  towards  use  of  data  collected  by  the  PRO  as  an 
educational  instrument.  This  is  compatible  with  CPROs 
philosophy  that  a nonconfrontational  approach  can 
achieve  appropriate  utilization  of  services  and  enhance 
quality  of  care. 

In  addition  to  the  recent  myocardial  infarction  project 
which  has  become  a national  model,  other  areas  of  study 
contemplated  for  Connecticut  include  community  ac- 
quired pneumonia,  blood  transfusions  and  a project  on 
CABGs  and  PTCAs.  The  basis  for  appropriateness  of  care 
parameters  in  these  projects  is  established  by  review  of  the 
medical  literature  and  by  input  from  national  specialty 
organizations.  Working  groups  of  physicians  in  Connecti- 
cut review  the  parameters  in  order  to  provide  local  input  to 
place  them  in  the  context  of  private  practice  in  our  state. 
The  names  of  the  physicians  involved  in  these  projects 
will  be  available. 

In  another  vein,  Doctor  Kamens  reported  on  the  present 
thrust  in  federal  legislation  for  the  establishment  of  quality 
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improvement  organizations  or  foundations  in  each  state. 
This  may  be  the  future  model  for  PROs  and  may  require 
some  restructuring  on  the  PROs.  CPROs  objective  would 
be  to  maintain  the  physician  influence  that  presently  exists 
in  the  PRO  so  as  to  assure  that  quality  of  care  and  the  thrust 
for  continuous  quality  improvement  is  directed  by  practic- 
ing physicians. 

Finally,  he  wished  to  report  that  an  independent  volun- 
tary data  consortium  in  Connecticut  called  the  Statewide 
Healthcare  Alliance  for  Record  Exchange  (SHARE)  has 
sought  input  from  physicians  with  an  interest  in  the 
computerized  medical  record  of  the  future  in  order  to  as- 
certain what  elements  in  such  a record  would  be  of 
importance  to  physicians.  The  response  of  physicians  with 
an  interest  in  computerization  has  been  encouraging  and 
should  be  fruitful. 

COMP  AC:  Dr.  Roger  Beck  reported  that  to  date  they 
have  supported  fund  raising  campaigns  by  means  of  buy- 
ing tickets  for  various  functions  for  the  benefit  of  people 
who  are  supportive  of  medicine’s  position.  There  are  two 
levels  of  operation,  on  a state  level  through  COMPAC  and 
on  a national  level  through  AMP  AC.  As  the  fall  elections 
approach,  the  COMPAC  Board  will  meet  again  to  deter- 
mine who  will  be  supported  in  these  elections.  To  date,  no 
position  has  been  taken  in  the  gubernatorial  race.  Dr.  Beck 
asked  that  all  members  of  the  Council  join  COMPAC. 

M.D.  Health  Plan:  Dr.  Catrini  and  Mr.  Hayward  joined 
the  Council  to  give  an  update  on  various  activities.  Dr. 
Catrini  stated  that  three  awards  have  been  given  to  M.D. 
Health  Plan.  One  was  from  the  University  of  Hartford,  it 
was  the  Innovative  Corporation  of  Connecticut  award  for 
management  and  leadership  and  recognized  dynamic 
growth.  M.D.  Health  Plan  was  chosen  from  a group  of  20 
companies.  Another  citation  was  received  from  the  Gov- 
ernment for  the  ‘'Smart  Start  Program”  which  was  pre- 
sented by  Rosalyn  Carter,  and  that  recognizedM.D.  Health 
Plan’s  contribution  to  promotion  of  a wellness  program 
among  inner  city  children.  The  third  award  was  a national 
“Effie  Award”  presented  in  New  York  City  which  recog- 
nized market  achievement  in  the  State  of  Connecticut. 
Dr. Catrini  stated  that  he  accepted  these  awards  on  behalf 
ofCSMS. 

He  stated  that  regardless  of  impressions,  M.D.  Health 
Plan  is  associated  with  and  involved  with,  both  in  founda- 
tion and  heritage,  the  Connecticut  State  Medical  Society. 
Dr.  Catrini  reported  that  we  are  in  the  midst  of  a massive 
health  change  in  our  state.  MDHP  is  not  going  to  sit  by 
motionless  as  changing  circumstances  endanger  its  exist- 
ence; they  are  looking  for  the  potential  of  having  a strate- 
gic partner,  and  that  process  will  require  review  by  the 
Board  and  all  the  shareholders.  It  is  being  driven  by  three 
concerns,  what  is  best  for  M.D.  Health  Plan,  what  is  best 


for  the  house  of  medicine  and  what  is  best  for  the  share- 
holders. Dr.  Catrini  stated  that  the  recent  article  in  the 
newspapers  about  MDHP  was  very  inappropriate  and 
misleading. 

Report  of  the  President 

Dr.  Zanker  reported  although  you  would  assume  there 
is  less  activity  in  the  summer,  it  has  already  been  an 
overwhelming  busy  time.  There  have  been  many  things  to 
react  to  and  many  places  to  go.  He  stated  that  for  the 
coming  year,  he  would  like  to  see  substantial  improve- 
ment and  activity  within  our  own  infrastructure.  He  stated 
that  the  Council  was  well  aware  of  what  needs  to  be  done 
about  educating  our  patients  and  the  public  about  health 
care  reform,  however,  one  of  his  goals  is  to  activate  our 
membership  to  work  along  with  the  Council  and  their 
county  associations  to  become  involved  in  the  activities  of 
organized  medicine.  To  accomplish  this  we  must  keep  the 
membership  informed  of  the  problems  and  supply  them 
with  supporting  materials.  He  stressed  the  importance  of 
joining  COMPAC  and  AMPAC. 

He  commended  the  AMA  delegation  for  the  work  they 
do  at  the  AMA  meetings.  He  also  thanked  John  Bigos, 
M.D.,  for  going  to  a AMA  meeting  on  health  care  reform 
in  Washington  on  very  short  notice  to  represent  CSMS. 

Report  of  the  Executive  Director 

Mr.  Norbeck  reported  on  the  following  items: 

(a)  The  California  Health  Security  Act,  which  is  the 
single  payor  health  proposal,  has  qualified  as  a 
ballot  initiative  in  California  for  the  November  8 
election.  To  place  an  issue  on  the  ballot  in  Califor- 
nia 677,000  valid  signatures  are  needed  and  audi- 
tors determined  that  at  least  725,000  were  legiti- 
mate. The  three  million  member  state  AARP 
endorsed  the  single  payor  initiative  in  California. 
The  Los  Angeles  Times  poll  shows  54%  against, 
34%  for,  and  business  and  insurance  industry  vowed 
to  defeat  it.  The  California  Medical  Association 
board  voted  to  “not  support”  the  ballot  initiative.  He 
stated  that  there  have  been  rumors  that  CMA  sup- 
ported it  or  took  no  position,  but  CMA  does  not 
support  it. 

(b)  The  State  of  Oregon  launched  its  new  health  care 
plan — it  commenced  operations  on  February  1, 
which  extends  Medicaid  coverage  to  many  working 
poor  who  have  been  uninsured.  Oregon  will  limit  its 
coverage  to  a priority  list  of  606  medical  proce- 
dures. The  state’s  uninsured  rate  at  16.1%  is  about 
double  that  of  Connecticut  and  well  above  the 
national  average  of  13.9%.  Oregon  expects  to  ex- 
tend coverage  to  120,000  previously  uninsured. 
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Between  the  February  1 launching  date  and  June  4, 
65,395  people  have  enrolled,  14,000  more  than 
were  expected.  The  biggest  surprise,  however,  was 
that  the  planners  had  thought  that  those  who  would 
sign  up  would  be  single  and  unemployed  or  child- 
less couples;  instead,  most  have  been  traditional 
families  with  a mother,  father,  and  children.  Ru- 
mors are  rampant  that  the  program  is  being  inun- 
dated with  new  subscribers  and  that  it  might  col- 
lapse under  its  own  weight.  However,  Oregon 
officials  insist  that  the  original  torrent  of  applica- 
tions is  tapering  off  and  the  danger  is  past. 

(c)  Mr.  Norbeck  briefly  discussed  the  AMA  consor- 
tium meeting  which  was  held  on  26  May  in  Chi- 
cago. Also  attending  were  Drs.  John  Franklin  and 
Christopher  McLaughlin,  who  was  substituting  for 
Dr.  Ellen  Fischbein.  One  hundred  sixty-two  repre- 
sentatives of  state,  county,  specialty  societies,  and 
the  AMA  gathered  together  at  8:00  a. m.  for  the  all- 
day meeting.  There  are  five  specific  study  objec- 
tives: 

1.  To  identify  current  and  future  needs,  expecta- 
tions and  preferences  of  physicians  and  others 
for  organized  medicine. 

2.  To  explore  membership  ideas  and  options. 

3.  To  assess  how  medical  societies  relate  to  each 
other,  including  ways  to  be  more  supportive  and 
to  avoid  duplication  of  effort,  and  leverage 
strengths  and  better  address  weaknesses. 

4.  To  discover  whether  there  are  better  tools  or 
technologies  medical  societies  could  be  using  to 
communicate  with  each  other  and  members. 

5.  To  enable  medical  societies  to  work  smarter  and 
be  more  focused  and  purposeful. 

(d)  He  reported  that  the  building  renovation  is  not 
complete  because  of  subcontractor  delays.  It  is 
hoped  that  the  next  meeting  can  be  at  the  Society’s 
building. 

Report  from  AMA  Delegation 

A written  report,  prepared  by  Dr.  Kamens,  Chairman  of 
the  Delegation,  was  distributed  at  the  meeting.  Dr.  Ka- 
mens highlighted  some  of  the  items  in  the  report: 

(a)  Robert  McAfee,  M.D.  was  installed  as  president  of 
the  AMA.  Dr.  McAfee  is  well  known  to  Connecti- 
cut physicians  since  he  has  addressed  many  of 
CSMS  meetings  over  the  past  few  years.  Doctor 
McAfee  is  a surgeon  from  Maine  and  served  on  the 
Board  of  Trustees  for  nine  years. 


(b)  Lonnie  Bristow,  M.D.,  from  California,  was  elected 
president-elect  of  the  AMA. 

(c)  Myron  (Mike)  Genel,  M.D.,  Associate  Dean  of 
Yale  School  of  Medicine,  was  elected  to  the  Coun- 
cil on  Scientific  Affairs  of  the  AMA. 

He  stated  that  there  were  400  resolutions  and  pieces  of 
business  acted  upon  during  these  meeting.  He  called  their 
attention  to  specialty  services  ethical  guidelines  in  man- 
aged care  which  places  responsibility  on  physicians  to 
support  their  patients  in  any  of  the  discussions  with  the 
managed-care  plans.  He  reported  that  the  AMA  position 
was  completely  fluid,  which  put  them  in  a position  where 
they  could  negotiate.  Other  members  of  the  delegation 
also  commented  on  the  meeting  and  there  was  extensive 
discussion  on  the  issue  of  managed  care  and  any  willing 
provider. 

Dr.  Freedman  reported  that  he  was  proud  to  announce, 
that  at  this  meeting,  Tim  Norbeck  was  elected  president- 
elect of  the  American  Association  of  Medical  Society 
Executives  (AAMSE). 

It  was  VOTED  to  accept  the  report  as  information  and 
thank  Dr.  Kamens  for  an  excellent  report. 

Actions  of  the  House  of  Delegates 
11  May  1994 

Two  resolutions  were  passed  at  the  House  of  Delegates 
that  required  Council  action  and/or  implementation: 

(a)  Resolved,  that  the  Connecticut  State  Medical  Soci- 
ety immediately  initiate  legal  action  against  the 
State  of  Connecticut  to  rectify  the  Medicaid  reim- 
bursement policy  existing  in  Connecticut. 

The  Chairman  called  on  Cam  Staples  to  report  on  his 
research  in  carrying  out  the  House  of  Delegates’  action. 
Mr.  Staples  reported  that  he  discussed  the  matter  with 
attorneys  that  handled  a Connecticut  Hospital  Association 
suit  against  the  state  and  also  with  attorneys  in  Tennessee 
and  Arkansas  who  were  involved  in  similar  cases  and 
learned  of  the  obstacles  and  options  available  in  this  kind 
of  action.  He  reported  his  findings  in  detail  to  the  Council. 

Following  discussion,  it  was  VOTED  to  table  until  the 
next  meeting  a motion  that  a letter  be  sent  to  the  members 
of  the  House  of  Delegates  giving  them  all  the  facts  about 
this  resolution  and  asking  their  opinion  as  to  whether  they 
would  like  to  proceed  immediately,  call  a special  meeting 
of  the  House,  or  drop  the  issue.  The  Chairman  suggested 
that  staff  look  into  whether  this  type  of  action  is  in  keeping 
with  the  CSMS  bylaws. 

It  was  VOTED  that  the  Speaker  of  the  House  of  Del- 
egates should  send  a letter  to  the  members  of  the  House 
informing  them  that  the  Council  had  discussed  the  issue 
and  that  many  problems  have  arisen  at  to  its  implementa- 
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tion.  Included  with  the  letter  should  be  a summary  of  the 
report  that  legal  counsel  made  to  the  Council  and  the 
Council's  intent  to  bring  the  resolution  back  to  the  next 
meeting  of  the  House  of  Delegates  for  reconsideration, 
unless  the  delegates  expressed  the  wish  for  a special 
meeting  of  the  House  of  Delegates.  (Note:  Special  meet- 
ings of  the  House  of  Delegates  may  be  called  by  the 
Speaker  of  the  House  of  Delegates  on  written  request  of 
25  or  more  delegates  elected  by  and  from  component 
associations,  or  on  written  request  of  a majority  of  the 
members  of  the  Council  eligible  to  vote  in  the  Council. 
No  other  business  shall  be  discussed  at  such  a meeting 
except  that  for  which  it  is  called.) 

(b)  Resolved,  that  to  maximize  the  serv  ices  and  cost- 
effectiveness  of  benefits  available  to  the  members, 
the  Council  identify,  review,  and  address  issues  of 
cooperation,  communication,  and  problem  solving 
among  the  county  and  state  medical  organizations, 
and  be  it  further 

Resolved,  that  CSMS  report  recommendations  back 
to  the  county  association  presidents  60  days  before 
the  next  House  of  Delegates  meeting. 

It  was  VOTED  to  appoint  a committee  composed  of  the 
presidents  and  executive  directors  of  CSMS  and  the  County 
Associations  and  request  that  they  meet  to  discuss  this 
resolution  and  report  back  to  the  Council. 

Single  Credentialing  Form 

It  was  VOTED  to  endorse  the  concept  of  a single 
credentialing  form  to  be  used  by  all  insurers  and  hospitals 
and  to  use  our  interaction  with  the  insurance  industry  and 
the  Connecticut  Hospital  Association  and  try  to  bring  all 
the  parties  together  to  take  a leadership  role. 

Statewide  Physician  Health  Program 

Dr.  Neil  Grey,  Chairman  of  the  Committee  on  Physi- 
cian Health,  submitted  a document  outlining  a program 
for  a statewide  physician  health  program.  It  was  VOTED 
to  approve  the  formation  of  a statewide  committee  on 


physician  health  and  to  develop  a budget  that  will  be 
brought  back  to  the  Council  for  its  approval. 

Bylaw  Amendments 

Dr.  Neil  Brooks  submitted  the  following  bylaw  amend- 
ments for  consideration  by  the  Council: 

Article  XVI- Amendment  to  Bylaws 

Section  1.  Action 

“The  Bylaws  of  the  Society  may  be  amended  by  an 
affirmative  vote  of  at  least  tw  o-thirds  of  the  delegates 
present  and  voting  at  any  regular  or  special  meeting  of  the 
House  of  Delegates.  Amendment  shall  take  effect  imme- 
diately upon  adoption  unless  otherwise  specified.” 

Present  Bylaw  reads  “The  Bylaws  of  the  Society  may  be 
amended  by  a majority  vote  of  the  total  number  of  the 
voting  members  of  the  House  of  Delegates.” 

Article  XVII-Parliamentary  Procedure  Section  1.  Rules 
of  Order 

“Sturgis  Standard  Code  of  Parliamentary  Procedure, 
current  edition,  shall  control  all  parliamentary  proceed- 
ings of  meetings  of  the  House  of  Delegates  and  Council 
except  when  in  conflict  with  the  Bylaws  of  the  Society.” 

Present  Bylaw  reads  “In  all  matters  of  parliamentary 
procedure,  The  Society  shall  be  governed  by  the  most 
recent  edition  of  Robert  Rules  of  Order  (Revised).” 

It  was  voted  to  approved  the  suggested  Bylaws  and 
placed  them  on  the  table  at  the  next  meeting  of  the  House 
of  Delegates. 

Dates  of  Next  Council  Meetings 

Wednesday,  August  31, 1994 

Thursday,  October  6, 1994 

House  of  Delegates  Meetings 

Semi-Annual.  Wednesday,  November  16,  1994; 
Annual,  Wednesday,  May  10, 1995. 
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CSMS  PHYSICIAN  PLACEMENT  SERVICE 


The  Society  maintains  the  Physician  Placement  Service  as  a free  service  to  the  medical  profession,  hospitals, 
and  communities  in  Connecticut. 

Opportunities  should  be  typed,  double-spaced  copy  on  letterhead  and  submitted  to  CSMS,  Physician 
Placement  Service,  160  St.  Ronan  Street,  New  Haven,  CT  06511  (203)  865-0587  or  fax  to  (203)  865-4997.  These 
will  be  published  as  space  permits  and  will  be  distributed  to  physicians  making  inquiries  of  such  opportunities. 

Physicians  wishing  to  locate  in  Connecticut  may  call  the  office  requesting  opportunities  in  their  specialty. 
Also,  candidates  are  invited  to  submit  a resume  to  be  kept  on  file  with  the  Society.  An  announcement  of  a 
physician’s  availability  will  be  published  in  two  issues  of  Connecticut  Medicine  as  space  permits. 

Listing  of  physicians  in  the  Placement  Service  does  not  in  any  way  represent  certification  by  the  Society. 
Investigation  of  credentials  and  experience  is  the  responsibility  of  those  seeking  applicants  for  positions. 

Announcements  on  the  Physician  Placement  Service  page  under  Classified  Advertising  are  charged  at  the 
regular  Classified  Advertising  rate. 


OPPORTUNITIES  FOR  PRACTICE 
ALLIED  HEALTH 

Multidisciplinary  practice  seeks  neurologist,  physiologist, 
orthopaedic  and  family  physician  to  use  our  facility  to  build  own 
practice.  No  rent  for  first  year.  Call:  (203)  568-3900. 

AMBULATORY  CARE 

Wanted  full  or  part-time  Connecticut  licensed  physician  for 
multispecialty  clinic  in  Milford.  Family  Practice,  Internal  Medi- 
cine, Neurology,  Orthopedics.  Call  Accident  and  Injury  Treat- 
ment Center  of  Milford  at  876-2179.  Ask  for  Dr.  Ron  Clukey. 

Full-time  or  part-time  position  available  for  a BC/BE  internist  or 
family  practitioner  in  well-established  ambulatory  care  center  in 
Branford.  Highly  competitive  salary  and  benefit  package;  very 
pleasant  working  conditions;  located  on  beautiful  Connecticut 
shoreline  in  family  community.  Attractive  hours.  Please  call  or 
send  C.V.  to:  Harry  Ardolino,  M.D.,  Medical  Director,  Coast- 
line Medical  Center,  9 Business  Park  Drive,  Branford,  CT 
06405.  Phone:  (203)  481-0818. 

DERMATOLOGY 

Currently  seeking  part-time  (approximately  8 to  10  hours  per 
month)  BC/BE  dermatologist  to  join  a busy  cosmetic  surgery 
practice  in  Fairfield  County.  Salary  negotiable.  Please  respond 
to:  CSMS  c/o  DE/TM. 

FAMILY  PRACTICE 

Unique  practice  opportunity.  Outstanding  combination  of  pro- 
fessional and  personal  rewards.  Thirteen-year  private  Family 
Practice  providing  continuing  ambulatory  family  care.  No  hos- 
pital responsibility.  Beautiful  living  and  working  environment 
on  the  Connecticut  shoreline.  Two  board  certified  Family  Prac- 
titioners welcoming  applications  from  FP  or  IM  certified.  Please 
reply  to:  Alan  M.  Weiss,  M.D.,  652  Boston  Post  Road,  Guilford, 
CT  06437. 


Family  Medicine/Occupational  Medicine:  Continuing  family 
medical  care  and  urgent  walk-in  care  including  occupational 
injuries  provided  in  Ambulatory  Care  Center  setting.  Well- 
rounded  medical  background  and  excellent  patient  skills  re- 
quired. Enjoyable  work  environment,  pleasant  ancillary  staff. 
Part-time  position  available,  Full-time  position  for  the  right 
physician.  Send  CV  or  call  for  further  information.  David  E. 
Wilcox,  M.D.,  FACEP,  PhysicianCare,  28  Main  Street,  East 
Hartford,  CT  06118.  (203)  569-8644. 

GENERAL  SURGERY 

Wanted  BC/BE  General  Surgeon  to  join  a busy  surgical  prac- 
tice. Additional  training  in  surgical  oncology  or  colorectal 
surgery  is  desirable  but  not  essential.  Please  respond  to:  CSMS 
c/o  GS/VS. 

INTERNAL  MEDICINE 

Beverly  Enterprises,  Inc.  is  seeking  physicians  (Internal  Medi- 
cine) to  join  new  22-bed  subacute  unit.  Please  send  resume  to 
Fran  Wechter,  5 Greenwood  Street,  CT  Hartford,  CT  06106. 

PEDIATRICS 

COASTAL  CONNECTICUT— BC/BE  Pediatrician  wanted  to 
join  thriving  lucrative  practice  in  beautiful  shoreline  commu- 
nity. University  affiliated  hospital  (Yale)  nearby.  Excellent 
salary,  production  bonus,  early  partnership.  Available  immedi- 
ately. Call  (203)  483-0918— 9:00-noon. 

BC/BE  Pediatrician  FT/PT  to  replace  retiring  member  of  pedi- 
atric group,  university  affiliation,  suburban  practice  South  Cen- 
tral Connecticut.  Competitive  salary  and  benefits.  Contact:  A. 
Heiger,  M.D.,  420  South  Main  Street,  Cheshire,  CT  06410. 
Telephone:  (203)  272-0396. 

Exceptional  opportunity  to  join  a pediatric  practice  of  four 
Board  Certified  pediatricians.  Located  in  shoreline  community, 
five  miles  from  Yale-New  Haven  Medical  Center,  our  chief 
hospital  affiliation.  Salary  $ 130,000/year.  Malpractice  Insur- 
ance included.  Buy-in  option  also  available — one  in  four  cover- 
age. Part  time  position  also  available.  Call:  1-203-248-4846, 
any  evening  after  8:00  p.m. 
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PSYCHIATRY 

JCAHO  accredited,  not-for-profit,  200  bed,  community  hos- 
pital seeks  part-time  board  certified/eligible  psychiatrist  for 
consultation/liaison  position  in  an  exciting,  progressive  De- 
partment of  Psychiatry  which  has  been  innovative  in  reducing 
length  of  stay,  creating  alternatives  to  inpatient  hospitalization, 
developing  new  services,  and  building  managed  care  alliances. 


The  Department  of  Psychiatry  maintains  inpatient,  outpatient, 
intensive  outpatient,  crisis  intervention,  and  three  partial  hos- 
pital program  services.  Salary  and  benefits  are  competitive. 
Part-time  private  practice  in  an  existing  multidisciplinary  group 
practice  is  also  available,  if  desired.  Please  respond  to:  Lowell 
Kallen,  M.D.,  Chairman.  Department  of  Psychiatry,  Lawrence 
& Memorial  Hospital,  365  Montauk  Avenue,  New  London,  CT 
06320-4769;  telephone:  (203)  442-0711,  extension  2641. 


PHYSICIANS  WISHING  TO  PRACTICE  IN 
THE  STATE  OF  CONNECTICUT 

INTERNAL  MEDICINE 


India.  Internship  at  Flushing  Hospital  Medical  Center  in  Flush- 
ing, New  York.  Residency  at  Girace  Hospital.  Would  like  to  join 
solo,  group,  associates  or  institutional  practice  in  Fairfield 
county  area.  Please  respond  to  (304)  598-3519. 


Available  July  1994.  Licensed  in  Maryland.  Passed  National 
Boards  (FMGMS  & FLEX).  American  Board  eligible.  M.D.  at 
Pathpulra  Medical  College.  Internship  and  Residency  at  Prince 
George  Hospital  Center  in  Maryland.  Looking  for  J-l  Visa 
Waiver  Program/Sponsorship.  Would  like  to  join  a solo,  group 
or  institutional  practice  in  Connecticut.  Please  respond  to: 
Gurmej  S.  Dhillon,  M.D.,  6023  Springhill  Drive,  #301 , Greenbelt, 
MD  20770. 

Available  September  1994.  Licensed  in  Connecticut.  American 
Board  eligible.  M.D.  at  Guntur  Medical  College  in  Guntur, 


PSYCHIATRY  / INTERNAL  MEDICINE 

Available  June  1994.  Licensed  in  Connecticut  and  New  York. 
American  Board  certified.  M.D.  at  Cambridge  University  in 
England.  Internship  at  The  London  Hospital  in  London,  En- 
gland. Residency  at  New  York  State  Psychiatric  Institute  and 
Columbia  Presbyterian  Medical  Center  in  New  York.  Would 
like  to  join  a practice  in  either  Fairfield  or  New  Haven  county. 
Please  respond  to:  Oliver  Quentin  Hyder,  M.D..  17  Old  Kings 
Highway  South,  Darien,  CT  06820. 


Discover... 

MEDICAL 
RESEARCH 
INVESTMENT 
FUND,  INC. 

And  be  a part  of  the  companies 
making  major  medical  advances. 


^ftpWHY  MEDICAL  RESEARCH 
T INVESTMENT  FUND? 

Medical  Research  Investment  Fund  offers  you 
the  opportunity  to  reduce  your  investment  risk 
and  maximize  your  return  potential  by 
investing  in  a diversified  portfolio  of  domestic 
and  international  health  care  securities. 
Medical  Research  Investment  Fund  seeks  long- 
term capital  appreciation  by  investing  in  health 
care  companies  located  throughout  the  world. 
The  Fund  offers  investors  exposure  to  one  of 
the  world's  fastest  growing  industries. 

All  of  the  Fund's  holdings  are  in  research- 
driven  companies  dedicated  to  the 
improvement  of  mankind  in  the  areas  of 
medical  research  and  health  care  products  and 
services. 

The  Fund  offers  further  diversification  by 
investing  in  four  industry  segments: 
Pharmaceuticals  $ Medical  supplies 
sfc  Biotechnology  % Health  care  services 

For  more  complete  information  on  Medical 
Research  Investment  Fund,  Inc.,  including  a 
prospectus  that  details  all  charges  and  expenses, 
call  us  at  (800)  353-8353  or  (203)  688-8849. 

Please  read  the  prospectus  carefully  before  you 
invest  or  send  money. 

Securities  800-353-8353 

America,  Inc.  203-688-8849 

Member  NASD,  SIPC 


Distributed  by: 

Capstone  Asset  Planning  Company 
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PAID  CLASSIFIED  ADVERTISING 


All  PAID  classified  advertising  orders,  correspondence,  and  payments  should  be  directed  to:  CONNECTICUT 
MEDICINE,  Classified  Department,  160  St.  Ronan  Street,  New  Haven,  CT  06511,  Tel.  (203)  865-0587.  The 
Classified  rates  are  as  follows:  $60.00  for  25  words  or  less;  plus  $1.00  each  additional  word.  For  confidential 
answers,  the  cost  is  $3.00  per  insertion,  sent  in  care  of  CONNECTICUT  MEDICINE.  Ad  copy  must  be  typewritten, 
double  spaced,  with  payment,  and  delivered  no  later  than  the  first  day  of  the  month  preceding  the  month  of  issue. 


MEDICAL  PRACTICE  EMBEZZLEMENT 

Embezzlement  within  medical  practices  occurs  daily.  We  can 
expose  it  for  you.  All  calls  and  inquiries  are  held  in  strict 
confidence.  Contact  Bud  Moore,  Walter  J.  Moore  & Associates 
at  (203)  294-0273. 


FAMILY  PRACTICE  FOR  SALE 

Family  practice  for  sale,  shoreline  community;  prime  location, 
ample  parking  and  well  equiped  offices,  including  six  examin- 
ing rooms  and  x-ray  facilities.  If  interested  contact  (203)  488- 
3308. 


SOLO  PRACTICE  FOR  SALE 


PROFESSIONAL  OFFICE  FOR  RENT 


Ear  nose  throat  and  allergy  solog  practice  for  sale  (available) 
immediately.  Lucrative  practice  in  shoreline  Fairfield  County. 
Ideal  office  location  (at  1-95,  Exit  16)  with  ample  free  parking. 
Well  equipped  office  with  five  examining  rooms,  x-ray,  audiol- 
ogy, operating  microscope,  Olyumpus  Rhino-Larynogo- 
fiberscope  with  screen  monitor.  Spirometry,  Allergy.  Three 
computers,  six  monitors,  Merlin  phone  system.  All  medical 
notes  typed.  Five  minutes  from  Norwalk  Hospital.  Great  oppor- 
tunity. Physician  available  to  stay  on  to  assist  in  the  transition. 
All  options  available  for  immediate  consideration.  Telephone 
(203)  852-0046  office. 


First  floor  office  at  896  Main  Street,  Branford,  CT  06405. 
Excellent  location  for  physician  or  dentist,  1,230  sq.  ft.  Large, 
spacious  waiting  room,  business  office,  three  examining  rooms, 
x-ray  room,  consultation  office,  two  bathrooms,  ample  parking, 
and  storage  areas.  Central  heat  and  air  conditioning.  For  inquir- 
ies, call  Philip  Carloni,  RE/MAX  Alliance  (203)  488-1641. 

GENERAL  SURGERY 

Solo  practice  for  sale  immediately , relocating  out  of  state.  Turn- 
key opportunity  in  Hartford  County.  Call  (203)  243-3750. 


TIME  FOR  A MOVE ? 


"We  won't  sell  you  on  a practice  - 
if  we  don't  have  it , we'll  find  it. " 


Connecticut  National 
10+ Cities  750+ Cities 

Norwich  Boston 
Putnam  Cincinnati 
New  London  Jacksonville 

New  Haven  Tampa 

Torrington  Chicago 

m\ 

* 

The  Curare  Group,  Inc. 

nwaflfm 

M-F  9:00am-8:00pm,  Sat  I -5pm  EST 


Our  client, 

a Connecticut  Community  Hospital, 
is  seeking  physicians 
to  add  to  their  growing  staffs. 

Immediate  needs: 

OB-Gyn — 3 to  4 years  experience 
Family  practice  physician — 1 to  3 years  experience 
Spanish  speaking  physicians 

They  are  also  seeking  nursing  supervisors 
in  their  pediatrics  and  family  care  units. 

Please  send  resume  to: 

Kensington  Management  Consultants, 

P.O.  Box  349,  Shelton, 

CT  06484  or  Call 
(203)  925-9555. 
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Gynecologic  Surveillance  of  Women  on  Tamoxifen 


PETER  E.  SCHWARTZ,  M.D. 


ABSTRACT — Purpose:  To  determine  the  gyne- 
cologic surveillance  practices  of  Connecticut 
physicians  regarding  asymptomatic,  postmenopausal 
women  receiving  tamoxifen  for  breast  cancer 
management  prior  to  and  following  a National 
Cancer  Institute  (NCI)  directive  recommending  on- 
going study  and  annual  pelvic  examinations. 

Materials  and  Methods:  An  anonymous  survey  of 
110  Connecticut  medical  oncologists,  and  306 
gynecologists  was  completed. 

Results:  Sixty-three  of  110  (57.3%)  medical 
oncologists  and  134  of  306  (43.8%)  gynecologists 
responded  to  the  survey.  Prior  to  the  NCI  directive, 
51  (81.0%)  of  the  medical  oncologists  referred 
patients  for  annual  gynecologic  surveillance.  A pelvic 
examination  and  Papanicolaou  smear  were  antic- 
ipated. Following  the  NCI  directive,  29  (46.0%) 
routinely  expected  an  endometrial  biopsy  and  17 
(27.0%)  expected  a pelvic  ultrasound  evaluation. 
Prior  to  the  directive,  96  (71.6%)  gynecologists 
recommended  annual  gynecologic  surveillance  and 
35  (26.1%)  recommended  it  semiannually.  Following 
the  directive,  semiannual  evaluation  was  recom- 
mended by  52  (38.8%).  Prior  to  the  directive,  11 
gynecologists  (8.2%)  recommended  annual  endo- 
metrial biopsies  and  21  (15.7%)  pelvic  ultrasound 
examinations.  Following  the  directive  these 
recommendations  increased  to  24.6%  and  59.7% 
respectively.  If  the  endometrium  was  5-8  mm  in 
maximum  thickness  by  ultrasound  evaluation, 
54.4%  of  gynecologists  recommended  endometrial 
sampling. 

PETER  E.  SCHWARTZ.  M.D..  Department  of  Obstetrics  and 
Gynecology.  Yale  University  School  of  Medicine.  New  Haven 


Conclusion:  Women  receiving  tamoxifen  are  now 
undergoing  increased  gynecologic  surveillance.  A 
rationale  for  annual  evaluation  of  asymptomatic 
postmenopausal  patients  based  on  endometrial 
thickening  by  ultrasound  examination  is  presented. 

Introduction 

TAMOXIFEN,  a triphenylethylene  estrogen  agonist — 
antagonist,  has  proven  effective  in  treating  both 
estrogen-receptor  positive  and  estrogen-receptor  negative 
breast  cancers.  1 Multiple  clinical  trials  have  established 
that  tamoxifen  prolongs  survival  in  women  known  to  have 
breast  cancer  and  significantly  reduces  the  incidence  of 
new  breast  cancers  occurring  in  the  contralateral  breast 
of  women  who  have  already  experienced  one  breast  can- 
cer.1'4 These  observations  have  led  to  tamoxifen  being 
employed  in  breast  cancer  prevention  trials  in  the  United 
States,  the  United  Kingdom,  Italy,  and  Australia.5  Re- 
cently, two  reports  have  revealed  deleterious  effects  of 
tamoxifen  on  the  uterus.4'6  These  reports  have  raised 
concerns  about  the  treatment  risk  for  women  with  breast 
cancer  who  have  an  intact  uterus,  and  the  risk  that  women 
participating  in  tamoxifen  breast  cancer  prophylaxis  trials 
will  develop  aggressive  second  malignancies. 

In  1 993  Magriples  et  al  reported  a retrospective  study  of 
3,457  women  in  the  Yale-New  Haven  Hospital  Breast 
Cancer  Tumor  Registry'.  That  study  suggested  that  uterine 
malignancies  associated  with  tamoxifen  therapy  for  women 
with  breast  cancer  may  be  proportionately  more  aggres- 
sive than  those  uterine  malignancies  associated  with  hor- 
mone replacement  therapy  or  those  occurring  unassociated 
with  exogenous  factors.6  Fifteen  women  who  received 
tamoxifen  developed  uterine  malignancies.  Ten  of  the  15 
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had  either  poorly  differentiated  endometrioid  carcinomas 
(4),  clear  cell  carcinomas  (1),  uterine  papillary  serous 
carcinomas  (3),  or  mixed  mesodermal  tumors  of  the  uterus 
(2).  Only  nine  of  the  38  (23.7%)  uterine  malignancies 
occurring  in  the  nontamoxifen  treated  group  were  aggres- 
sive malignancies.  At  the  time  of  the  report  five  of  the  10 
women  with  the  aggressive  uterine  malignancies  associ- 
ated with  tamoxifen  usage  had  died  of  the  uterine  cancer, 
and  four  of  the  remaining  five  had  recurrent  endometrial 
cancer.  One  of  53  ( 1 .9%)  breast  cancer  patients  not  treated 
with  tamoxifen  had  died  from  a uterine  malignancy.6 

The  National  Surgical  Adjuvant  Breast  and  Bowel 
Project  (NSABP)  B-14  trial  reported  a two-fold  increase 
in  relative  risk  for  tamoxifen-treated  (20  mg/day)  patients 
developing  uterine  malignancies  compared  to  placebo- 
treated  controls.4  In  the  NSABP  B-14  trial  none  of  the 
control  patients  developed  endometrial  cancer  except  for 
two  who,  subsequent  to  enrollment  in  the  control  arm, 
received  tamoxifen,  whereas  23  women  in  the  tamoxifen- 
treatment  arm  developed  endometrial  cancer.  The  authors 
of  the  B-14  trial  report  suggested  that  only  28%  of  the 
patients  had  a so-called  “aggressive”  form  of  uterine 
cancer  comparable  to  that  seen  in  the  Yale  study.4  How- 
ever, the  tables  in  the  text  suggest  that  a much  higher 
percentage  (60%)  of  the  women  may  have  had  aggressive 
forms  of  uterine  malignancies. 

As  a result  of  these  reports,  the  National  Cancer  Insti- 
tute (NCI)  warned  investigators  that  women  on  tamoxifen 
treatment  trials  must  be  informed  that  they  have  an  in- 
creased risk  for  developing  uterine  cancers  and  these 
cancers  may  be  fatal.  Additionally,  all  women  on  NCI 
trials  are  now  required  to  have  annual  gynecologic  sur- 
veillance. . . On-study  pelvic  exams  with  yearly  follow- 
up should  be  required.  Other  early  detection  methods  such 
as  yearly  vaginal  ultrasound  with  subsequent  biopsy  of 
patients  with  thickened  endometrial  linings  or  yearly 
endometrial  biopsies  are  reasonable  methods  to  con- 
sider....”7 

In  order  to  evaluate  gynecologic  surveillance  of  women 
with  breast  cancer  treated  with  tamoxifen  in  Connecticut, 
a survey  was  made  of  medical  oncologists  and  gynecolo- 
gists in  the  state  to  determine  their  practice  routines. 

Materials  and  Methods 

A letter  was  sent  to  the  110  medical  oncologist  mem- 
bers of  the  Connecticut  Oncology  Association  and  to  306 
gynecologists  in  Connecticut,  informing  them  of  the  re- 
cent NCI  directive  and  the  results  of  the  Yale  study  and  the 
NS  APB  B-14  trial.  Physicians  were  asked  to  fill  out  a 
simple,  anonymous  survey  indicating  their  routine  gyne- 
cologic surveillance  practices  prior  to  the  NCI  directive 


and  following  the  NCI  directive  for  asymptomatic,  post- 
menopausal women  receiving  tamoxifen  for  management 
of  breast  cancer. 

Sixty-three  of  110  medical  oncologists  (57.3%)  re- 
sponded to  the  survey.  Prior  to  the  NCI  directive  the 
overwhelming  majority  of  medical  oncologists  recom- 
mended annual  gynecologic  surveillance  for  asympto- 
matic postmenopausal  women  receiving  tamoxifen  (Table 
1).  The  majority,  51  (81.0%)  of  the  63,  left  the  actual 
evaluation  techniques  to  the  discretion  of  the  gynecologist 
or  internist  performing  the  gynecologic  surveillance  with- 
out making  specific  recommendations.  Medical  oncologists 
expected  a pelvic  examination  and  a Pap  smear  to  be 
routinely  performed  (Table  1).  However,  only  eight 
(12.7%)  medical  oncologists  expected  an  endometrial 
biopsy  to  be  routinely  done  and  four  (6.3%)  expected  a 
pelvic  ultrasound  examination  to  be  obtained. 

Following  the  NCI  warning,  42  of  the  63  (66.7%) 
medical  oncologists  indicated  that  they  were  more  likely 
now  to  refer  asymptomatic  postmenopausal  patients  re- 
ceiving tamoxifen  for  gynecologic  evaluation.  Nineteen 
of  the  63(30.2%)  indicated  the  NCI  directive  had  no  effect 
on  their  practice  because  their  tamoxifen  patients  were 
routinely  evaluated  by  a gynecologist.  Only  two  (3.2%) 
responded  that  they  do  the  gynecologic  evaluation  them- 
selves. 

Following  the  NCI  recommendations  for  annual  gyne- 
cologic screening,  the  overwhelming  majority  of  medical 
oncologists  continued  recommending  annual  gynecologic 
examinations  (Table  1).  It  remained  the  view  of  the  medi- 
cal oncologists  surveyed  that  the  pelvic  examination  was 
the  single  most  important  aspect  of  gynecologic  surveil- 
lance. However,  almost  one-half  now  believed  that  an 
endometrial  biopsy  was  as  important  as  the  Pap  smear,  and 
one-quarter  believed  that  a pelvic  ultrasound  examination 
was  the  most  effective  way  of  evaluating  asymptomatic 
postmenopausal  women  for  endometrial  cancer  (Table  1). 

Thirty-one  (49.2%)  of  the  medical  oncologists  reported 
that  they  continued  protocol  patients  on  tamoxifen  as  per 
their  original  assignment.  Twenty-two  (34.9%)  felt  pres- 
sured to  mandate  discontinuation  of  tamoxifen  after  five 
years.  Twenty-one  (33.3%)  stated  that  they  continue 
tamoxifen  indefinitely.  Seventeen  ( 27.0%)  indicated  that 
they  had  patients  who  wanted  to  stay  on  tamoxifen  for 
more  than  five  year  despite  the  recent  publicity.  Only  four 
(6.4%)  indicated  that  they  felt  pressured  to  discontinue 
tamoxifen  prior  to  five  years  of  treatment. 

One  hundred  thirty-four  of  306  gynecologists  (43.8%) 
responded  to  the  survey.  Prior  to  the  NCI  directive,  96  of 
the  1 34  (7 1 .6%)  followed  patients  annually,  and  35  (26. 1 %) 
gynecologists  indicated  that  they  examine  tamoxifen- 
treated  patients  every  six  months  (Table  2).  One  hundred 
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Table  1. — Gynecologic  Surveillance: 
Recommendations  of  Medical  Oncologists  (N=63) 

NCI  Directive 

Before 

After 

No.  (%) 

No.  (%) 

Frequency  of  Surveillance: 
Semiannually 

5 (7.9) 

6 (9.5) 

Annually 

50  (79.4) 

53  (84.1) 

Less  frequently 

3 (4.8) 

2 (3.2) 

Patients 's  discretion 

2 (3.2) 

— 

Limit  to  symptomatic  patients 

4 (6.3) 

— 

Unknown 

— 

3 (4.8) 

Expected  Gynecologic  Evaluation: 

Pelvic  exam 

58(92.1) 

47  (74.6) 

Pap  smear 

51  (81.0) 

29  (46.0) 

Endometrial  biopsy 

8 (12.7) 

29  (46.0) 

Pelvic  ultrasound 

4 (6.3) 

17  (27.0) 

No  answer 

7(11.1) 

2(3.2) 

thirty  of  the  134  (97.0%)  routinely  performed  a pelvic 
examination  and  126  (94%)  obtained  a Pap  smear.  Only  a 
minority  routinely  performed  pelvic  ultrasound  examina- 
tions or  endometrial  biopsies  ( Table  2).  When  asked  about 
an  ultrasound  examination  to  evaluate  the  endometrium. 
79  (58.9%)  stated  that  their  indication  for  performing  an 
endometrial  biopsy  in  tamoxifen-treated  women  was  an 
endometrial  stripe  with  a maximum  thickness  between  5 
and  8 mm  (Table  2).  Nine  (6.7%)  stated  that  the  presence 
of  polyps  was  also  an  indication  for  endometrial  sampling. 

Following  the  NCI  directive  there  was  a substantial 
increase  in  the  number  of  gynecologists  who  recom- 
mended semiannual  gynecologic  surveillance  (Table  2). 
The  majority  of  gynecologists  surveyed  believed  that  the 
NCI  directive  requires  endometrial  sampling  or  ultra- 
sound evaluation  of  all  asymptomatic,  postmenopausal 
breast  cancer  patients  on  tamoxifen  (Table  2).  Sixty  per- 
cent believed  endometrial  sampling  should  be  based  on 
pelvic  ultrasound  findings,  and  one  quarter  indicated  a 
routine  annual  biopsy  was  appropriate  (Table  2).  A minor- 
ity stated  that  they  saw  no  indication  for  performing  an 
endometrial  biopsy  in  asymptomatic  women  (Table  2). 
The  majority  of  gynecologists  sun  eyed  believed  that  the 
ultrasound  finding  indicating  a need  to  perform  an  en- 
dometrial biopsy  was  an  endometrial  stripe  of  5 to  8 mm 
in  maximum  thickness  (Table  2). 

Gynecologists  responded  that  retrospective  studies  and 
case  reports  have  been  associated  with  tamoxifen  usage 
and  endometrial  carcinoma  ( 1 19  or  88.8%).  adenomatous 


Table  2. — Gynecologic  Surveillance 
Recommendations  of  Gynecologists  (N= 

134) 

NCI  Directive 

Before 

After 

No.  (%) 

No.  (%) 

Frequency  of  Surveillance: 
Quarterly 

2(1.5) 

Semiannually 

35  (26.1) 

52  (38.8) 

Annually 

96  (71.6) 

74  (55.2) 

Less  Frequently 

1 (0.7) 

2(1.5) 

Indication  for  Endometrial  Sampling: 

None 

101  (75.4) 

21  (15.7) 

Annual  biopsy 

11  (8.2) 

33  (24.6) 

Pelvic  ultrasound 

21 (15.7) 

80  (59.7) 

Hysteroscopy  findings 

1 (0.7) 

— 

Endometrial  stripe  thickness  on  ultrasound  indicating  need 

for  an  endometrial  biopsy: 
> 4 mm 

5 (3.7) 

5 (3.7) 

> 5 mm 

32  (23.9) 

39  (29.1) 

> 6-8  mm 

42  (31.3) 

29  (21.6) 

> 9-12  mm 

23  (17.2) 

13  (9.7) 

> 13-15  mm 

3 (2.2) 

0(0) 

Presence  of  polyps 

9 (6.7) 

2(1.5) 

hyperplasia  (53  or  39.6%),  endometrial  polyps  (44  or 
32.8%),  atrophic  endometrium  (14  or  10.4%).  uterine 
sarcomas  (eight  or  6.0%),  and  ovarian  cysts  (slx  or  4.5%). 
Eleven  (8.2%)  respondents  did  not  answer  this  question. 

Discussion 

There  are  many  unanswered  questions  about  gyneco- 
logic surveillance  in  women  taking  tamoxifen  as  adjuvant 
therapy  for  breast  cancer  or  for  prevention  of  the  disease. 
The  reported  incidence  of  second  malignancies  is  derived 
from  trials  not  originally  designed  to  study  second  malig- 
nancies in  detail."  Recent  studies  have  reported  in  more 
detail  the  evaluation  of  women  receiving  tamoxifen.- 8-10 
Frequently  the  patients  are  symptomatic  or  there  is  suspi- 
cion that  the  patients  had  symptoms  leading  them  to  return 
to  their  physicians  for  further  evaluation.  One  consistent 
finding  is  that  endometrial  sampling  is  often  unsuccessful 
in  yielding  adequate  tissue  for  histologic  evaluation.  In 
one  trial.  55  of  77  (71.4%)  asymptomatic  women  receiv- 
ing tamoxifen  failed  to  have  tissue  sufficient  for  histologic 
evaluation  obtained  by  aspiration  biopsy  technique  ( Novak 
suction  curette).11 
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Figure  1. — A proposal  for  gynecologic  surveillance  of  premenopausal  women  on  tamoxifen. 


Silva  and  Tomos  recently  reported  a study  similar  to 
that  from  Yale.12  These  investigators  found  aggressive 
malignancies  in  12  of  15  (80%)  uteri  removed  from 
women  taking  tamoxifen  for  breast  cancer  compared  to  26 
of  56  (46.4%)  in  controls.  A statistically  increased  risk  for 
uterine  papillary  serous  carcinoma  was  noted  in  that 
study.12  It  is  very  possible  that  some  uterine  malignancies, 
particularly  uterine  papillary  serous  carcinomas,  may  be 
focal  in  location  rather  than  diffuse  in  the  endometrial 
cavity,  resulting  in  inadequate  surveillance  by  office  en- 
dometrial aspiration  biopsy  techniques. 

Results  of  gynecologic  surveillance  from  a prospective 
placebo-controlled  prevention  trial  was  recently  reported 
by  Kedar  et  al.5  In  that  series,  5 1 women  were  not  receiv- 
ing tamoxifen  and  60  were  receiving  tamoxifen.  All  women 
were  postmenopausal,  with  eight  women  in  each  group 
receiving  hormone  replacement  therapy.  Sixteen  percent 
of  asymptomatic  women  receiving  tamoxifen  were  found 


to  have  atypical  adenomatous  hyperplasia  on  endometrial 
sampling  compared  to  none  in  the  placebo  group.5  No  one 
had  an  endometrial  cancer.  Overall  39%  of  tamoxifen- 
treated  women  had  histologic  evidence  for  an  abnormal 
endometrium  compared  to  10%  receiving  the  placebo.5 

Other  studies  have  also  indicated  a very  high  incidence 
of  atypical  adenomatous  hyperplasia  and  polyps  in  women 
with  breast  cancer  who  have  received  tamoxifen  com- 
pared to  those  who  have  not.5,8  Lahti  et  al  prospectively 
studied  5 1 asymptomatic  women  receiving  tamoxifen  and 
52  who  had  not  received  any  hormone  treatment.8  All 
women  underwent  endovaginal  ultrasound  examinations, 
endometrial  aspiration  biopsies,  and  hysteroscopic-di- 
rected  biopsies.8  Compared  to  the  control  group,  tamoxifen- 
treated  women  had  thicker  endometrium  (mean  ± SD: 
10.4  mm  ± 5.0  vs  4.2  mm  ± 2.7;  P = .0001)  and  larger 
uterine  volumes  ( mean  ± SD:  45  cm3±  27  vs  25cm3  ±11; 
P = .00 1 ) by  ultrasound  evaluation.  Atrophic  endometrium 


518 


CONNECTICUT  MEDICINE,  SEPTEMBER  1994 


POSTMENOPAUSAL  WOMEN 


Asymptomatic 


Symptomatic 


Annual  Pelvic  Exam 

Pelvic  Exam 

+ 

+ 

Pap  Smear 

Pap  Smear 

+ 

+ 

Ultrasound 

Endometrial  i 

Sampling  l 

Endometrial 
Stripe  < 8mm 

Endometrial  | 
Stripe  > 8mm  [ 

4T- 

Observation 

Endometrial  | 
Sampling  | 

> 8mm  or  focal 
abnormalities 


Figure  2. — A proposal  for  gynecologic  surveillance  of  postmenopausal  women  on  tamoxifen. 


was  present  in  28%  of  the  tamoxifen-treated  patients  and 
87%  of  control  patients  (P  = .001).  Endometrial  polyps 
were  more  frequent  in  tamoxifen-treated  women  than  in 
controls  (36  vs  10%;  P = .004).  How  ever  only  one  patient 
in  the  tamoxifen-treated  group  had  aty  pical  adenomatous 
hyperplasia  and  one  had  adenocarcinoma.  Two  controls 
had  adenocarcinoma  of  the  uterus.  Eight  percent  of  the 
controls  and  51%  of  tamoxifen-treated  women  had  an 
endometrial  stripe  greater  than  10  mm.8 

Kedar  et  al  found  that  aty  pical  adenomatous  hyperplasia 
did  not  occur  in  women  with  an  endometrial  thickening  of 
less  than  8 mm  by  ultrasound  evaluation.5  Thus  it  is 
possible  that  an  endometrial  stripe  less  than  8 mm  in 
thickness  in  an  asymptomatic  postmenopausal  woman 
would  not  require  further  evaluation.  Granberg  et  al  re- 
ported that  no  woman  with  postmenopausal  bleeding  had 
endometrial  cancer  if  the  endometrium  was  less  than  9 mm 
in  thickness.1'  This  information  is  important  as  the  major- 


ity7 of  gynecologists  in  Connecticut  sun  eyed  would  per- 
form an  endometrial  biopsy  if  an  endometrial  stripe  was  5 
to  8 mm  in  maximum  thickness  (Table  2).  Those  women 
who  have  endometrial  thickening  greater  than  8 mm 
should  require  additional  evaluation. 

One  has  to  be  aware  of  the  cost  of  endometrial  surveil- 
lance.  Seoud  et  al  recommended  semiannual  pelvic  ex- 
aminations and  endometrial  biopsy.1'  Pathology  charges 
for  office  endometrial  biopsies  in  Connecticut  may  vary 
from  SI 80  to  S230.  Charges  for  endovaginal  ultrasound 
examination  may  vary  from  S200  to  S400.  An  unsuccess- 
ful office  endometrial  biopsy  may  result  in  inadequate 
surveillance  or  the  need  for  a hysteroscopic-directed  bi- 
opsy that  will  significantly  add  to  the  cost  of  maintaining 
women  on  tamoxifen.  It  is  possible  in  the  future  that  as 
more  gynecologists  are  trained  in  ultrasound  technology, 
endovaginal  ultrasound  examinations  will  be  incorpo- 
rated into  the  routine  pelvic  examination.15 


VOLUME  58,  NO.  9 


519 


A rational  approach  to  gynecologic  surveillance  of 
women  receiving  tamoxifen  is  needed.  Fig.  1 depicts  a 
proposal  for  gynecologic  surveillance  for  premenopausal 
women  on  tamoxifen.  Few  cancers  of  the  uterus  have  been 
identified  in  premenopausal  women  receiving  tamoxifen.4  6 
It  is  appropriate  to  limit  the  evaluation  of  asymptomatic 
women  to  an  annual  pelvic  examination  and  Pap  smear. 
However,  if  a premenopausal  woman  is  experiencing 
symptoms,  particularly  irregular  vaginal  bleeding,  an  en- 
dometrial biopsy  should  be  promptly  performed.  If  no 
abnormal  tissue  is  obtained  an  ultrasound  examination 
followed  by  a directed  biopsy  is  appropriate  if  the  en- 
dometrium is  thickened  or  if  polyps  are  present.  If  the 
initial  biopsy  is  abnormal,  the  evaluation  and  treatment 
should  proceed  based  on  that  abnormal  finding. 

Fig.  2 represents  a proposal  for  the  management  of  a 
postmenopausal  woman  on  tamoxifen.  If  she  is  symptom- 
atic, a pelvic  examination,  Pap  smear,  and  an  endometrial 
biopsy  should  be  promptly  performed.  If  the  tests  are 
unremarkable  then  an  ultrasound  and  a directed  biopsy, 
perhaps  using  hysteroscopic  techniques,  would  be  appro- 
priate, provided  that  the  endometrial  stripe  is  greater  than 
8 mm.  If  the  patient  is  asymptomatic,  an  annual  pelvic 
examination  and  Pap  smear  may  not  be  sufficient.  In  this 
circumstance  an  ultrasound  should  also  be  recommended. 
If  the  endometrial  stripe  is  equal  to  or  less  than  8 mm  the 
patient  should  be  observed  further.  If  the  endometrial 
stripe  is  greater  than  8 mm  an  endometrial  biopsy  should 
be  performed. 

An  alternative  strategy  for  managing  women  on 
tamoxifen  is  to  add  progestin  therapy  to  help  avoid  en- 
dometrial hyperstimulation.16  Unfortunately  progestins 
appear  to  stimulate  normal  breast  epithelium  proliferation 
whereas  they  have  the  opposite  effect  on  endometrial 
epithelium.17  Prospective  data  are  lacking  on  the  use  of 
progestins  to  avoid  endometrial  hyperstimulation  from 
tamoxifen.  In  the  only  available  clinical  report  progestin 
therapy  was  not  protective.18  Prospective  trials  comparing 
progestin  therapy  to  nonprogestin  therapy  in  women  on 
tamoxifen  for  management  of  or  prevention  of  breast 
cancer  are  needed. 

A number  of  other  gynecologic  disorders  have  been 
associated  with  tamoxifen.  Bleeding  from  atropic  en- 
dometrium associated  with  tamoxifen  exposure  has  been 
reported,  as  have  endometrial  polyps,  endocervix  polyps, 
and  adenomatous  hyperplasia.8,12,19  Uterine  sarcomas 
and  ovarian  cysts  have  also  been  identified  in  women 
receiving  tamoxifen  and  leiomyomas  have  grown  in  women 
receiving  tamoxifen.4-9,19'21 

Studies  of  tamoxifen-associated  second  malignancies 
have  generally  concentrated  on  (1)  the  appearance  of  a 
new  breast  cancer  in  the  contralateral  breast  of  a woman 
receiving  tamoxifen  who  has  already  had  one  breast  can- 


cer and  (2)  the  appearance  of  uterine  malignancies.4  How- 
ever, women  have  been  reported  to  have  cancers  of  the 
lung  and  gastrointestinal  cancers  while  receiving 
tamoxifen.4  More  clinical  and  laboratory  research  needs  to 
be  done  regarding  second  malignancies  in  women  receiv- 
ing tamoxifen. 

Overall  the  effect  of  the  NCI  directive  has  been  to  alert 
medical  oncologists  to  refer  their  patients  to  gynecologists 
for  annual  gynecologic  surveillance.  It  would  appear  that 
in  Connecticut,  medical  oncologists  are  moving  from 
simply  referring  these  patient  to  gynecologists  to  actually 
making  specific  recommendations  regarding  what  evalu- 
ation they  would  like.  In  turn  gynecologists  are  now 
concerned  that  annual  evaluation  of  such  patients  may  not 
be  satisfactory,  and  many  more  are  recommending  semi- 
annual evaluations.  Documentation  of  the  need  for  this 
more  frequent  evaluation  is  not  available.  Gynecologic 
surveillance  in  the  past  had  not  routinely  incorporated 
ultrasound  examinations.  Since  the  NCI  directive  was 
issued,  pelvic  ultrasound  examinations  are  being  rou- 
tinely performed  in  Connecticut,  and  endometrial  biop- 
sies are  being  done  either  routinely  or  based  on  ultrasound 
findings.  It  is  important  for  physicians  to  be  consistent  as 
to  when  to  anticipate  premalignant  or  malignant  uterine 
changes.  While  data  are  limited,  endometrial  stripes  up  to 
8 mm  in  maximum  thickness  do  not  represent  a health 
hazard  in  asymptomatic  postmenopausal  women  receiv- 
ing tamoxifen.  Endometrial  biopsies  should  be  limited  to 
those  with  endometrial  stripes  greater  than  8 mm  in 
thickness.  Issues  yet  to  be  resolved  include  (1)  the  use  of 
saline  installation  into  the  uterine  cavity  at  the  time  of  the 
ultrasound  examination  to  distinguish  polyps  from  en- 
dometrial thickening  and  (2)  the  significance  of  second 
primaries  other  than  uterine  cancer  in  terms  of  health 
hazards  due  to  tamoxifen.5 

Connecticut  is  a geographically  small  state  with  a 
population  of  3.2  million  people.  The  Connecticut  Tumor 
Registry  estimates  that  2,500  to  2,600  women  are  ex- 
pected to  have  been  diagnosed  in  1993  to  have  invasive 
breast  cancer  (Dr.  J.  Flannery,  personal  communication). 
Many  of  these  women  will  be  placed  on  tamoxifen  and 
will  require  gynecologic  surveillance.  The  management 
approaches  presented  in  Figs.  1 and  2 need  to  be  evaluated 
prospectively.  It  would  be  gratifying  to  see  such  an  evalu- 
ation supported  by  a state-wide  organization. 
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Cutaneous  Melanoma  in  Connecticut  Towns,  1989-91 

ANTHONY  P.  POLEDNAK,  PH.D. 


ABSTRACT — Some  1,522  cases  of  invasive  mel- 
anoma of  the  skin  were  diagnosed  among  Connecticut 
residents  in  1989-91  and  reported  to  the  Connecticut 
Tumor  Registry.  Statistically  significant  excess 
numbers  of  cases  (both  sexes  combined),  relative  to 
those  expected  on  the  basis  of  statewide  rates,  were 
found  for  residents  of  11  of  the  state’s  169  towns.  Six 
of  these  11  towns  are  located  on  the  ocean  shoreline 
and  two  are  near  the  largest  lake  in  the  state.  In 
another  analysis,  eight  towns  that  are  on  the  ocean 
shoreline  and  have  a state  park  or  large  beach  had  a 
64%  excess  of  melanoma  (ie,  151  cases  vs  92.4 
expected).  A case-control  epidemiologic  study  of  the 
role  of  excessive  sun  exposure  (especially  at  beaches) 
in  the  causation  of  cutaneous  melanoma  in 
Connecticut  could  provide  further  support  for 
stronger  efforts  by  physicians  and  public  health 
agencies  in  the  primary  prevention  of  a cancer  for 
which  incidence  rates  continue  to  increase. 

Introduction 

THE  population-based  Connecticut  Tumor  Registry  is 
part  of  the  National  Cancer  Institute’s  Surveillance, 
Epidemiology  and  End  Results  (SEER)  Program  initiated 
in  1973,  but  includes  data  on  cancers  diagnosed  starting  in 
1935;  since  1965-69,  2%  or  less  of  all  cancers  have  been 
ascertained  only  by  death  certificates.1  Incidence  rates  for 
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invasive  melanoma  of  the  skin  have  increased  in  Con- 
necticut since  1965-69  (Fig.  1 ) and  in  the  SEER  Program 
since  1973. 2 Incidence  rates  for  age  20-44  years  have 
increased  in  Connecticut,  especially  in  females  (Fig.  1), 
suggesting  that  young  adults  are  increasingly  being  ex- 
posed to  factors  involved  in  the  causation  of  melanoma.3 
A several-fold  increase  in  incidence  has  also  occurred 
among  middle-aged  males  (evident  in  Fig.  1),  especially 
for  trunk  and  neck  melanomas,  in  Connecticut.4  Risk  of 
cutaneous  melanoma  is  associated  with  higher  socioeco- 
nomic status  and  periodic  intense  exposure  to  ultraviolet 
radiation,  beginning  in  childhood,  especially  in  fairer- 
skinned  whites.5,6  The  association  with  higher  socioeco- 
nomic status  may  involve  low-level  occupational  expo- 
sure to  sunlight  combined  with  greater  opportunities  for 
intermittent,  intense  exposure  to  ultraviolet  radiation 
through  leisure-time  activities  such  as  travel  to  beaches 
(both  inside  and  outside  the  continental  U.S.)  and  the  use 
of  artificial  tanning  devices. 

The  purpose  of  this  study  was  to  identify  towns  in 
Connecticut  with  numbers  of  melanomas  that  were  greater 
than  expected  on  the  basis  of  sex-specific  and  age-specific 
statewide  melanoma  incidence  rates,  and  to  suggest  hy- 
potheses for  any  patterns  in  the  geographic  distribution  of 
these  towns. 

Materials  and  Methods 

This  study  involved  all  1,522  cases  of  invasive  mela- 
noma of  skin  diagnosed  in  Connecticut  residents  in  1989- 
91  and  reported  to  the  Connecticut  Tumor  Registry.  Data 
for  cases  diagnosed  as  late  as  the  end  of  1991  were 
considered  complete.  The  1989-91  period  was  used  be- 
cause of  the  availability  of  population  data  for  each  town 
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Figure  1. — Average  annual  age-standardized  incidence  rates  for  invasive  melanoma  of  the  skin  in  Connecticut  residents, 
1965-69  to  1990-91. 


(by  age  and  sex)  from  the  1990  Census,  and  because  rates 
in  the  most  recent  time  period  are  relevant  to  cancer 
control. 

Expected  numbers  by  town  for  each  sex  were  calculated 
by  multiplying  the  age-specific  (ie,  ages  0-4  to  85+  years) 
average  annual  incidence  rates  (1989-91)  for  invasive 
skin  melanoma  for  each  sex  in  the  entire  state 
by  the  age  distribution  for  each  sex  in  each  town  (using 
1990  Census  data  for  1989-91).  The  ratio  of  observed  to 
expected  cases  for  each  town  is  the  standardized  incidence 
ratio  (SIR).  The  statistical  significance  of  each  SIR  was 
tested  by  calculating  upper  and  lower  95%  confidence 
limits  (CL)  based  on  either  the  Poisson  distribution  or 
normal  distribution,  depending  on  the  number  of  cases 
observed.7  Observed  and  expected  numbers  for  each  sex 
were  combined  for  each  town,  but  sex-specific  SIRs  were 
also  examined  to  determine  if  patterns  were  consistent 
for  males  and  females.  In  multiple  linear  regression  analy- 
sis, the  SIR  for  invasive  skin  melanoma  in  each  of  the  169 
towns  (both  sexes  combined)  was  the  dependent  variable. 
The  independent  variables  included  median  household 
income  (from  the  1990  Census)  as  an  indicator  of  socio- 
economic status  for  each  town,  and  because  of  the  lower 
risk  of  melanoma  in  blacks  than  in  whites,2  the  propor- 


tion of  each  town’s  total  population  (in  the  1990  census) 
that  was  black.  Statistical  significance  of  independent 
variables  was  assessed  by  a t-test  of  the  regression  coef- 
ficients. 

Results 

Eleven  of  the  169  towns  in  Connecticut  had  signifi- 
cantly elevated  SIRs  for  cutaneous  melanoma  when  data 
for  males  and  females  were  combined;  that  is,  the  lower 
95%  CL  was  >1.00.  The  SIRs  in  these  towns  were  gener- 
ally similar  for  males  and  females;  exceptions  were  a 
higher  SIR  for  males  than  females  in  New  Milford,  and  for 
females  than  males  in  Roxbury  (based  on  small  numbers 
of  cases)  (Table  1). 

It  was  noted  that  six  of  these  1 1 towns  are  located  on  the 
ocean  shoreline,  two  towns  are  near  the  state’s  largest 
lake,  Candlewood  Lake,  and  another  town  (North  Haven) 
is  close  to  the  ocean  shoreline.  Although  West  Hartford 
has  somewhat  higher  levels  for  socioeconomic  indicators 
in  the  1 990  Census  (ie,  median  household  income  $49,642 
vs  $4 1 ,721  for  the  state,  and  poverty  rate  3.6%  vs  6.8%  for 
the  state),  with  169  towns  included  in  the  analysis,  some 
SIRs  will  appear  to  be  high  (or  low)  by  chance  alone.  Two 
additional  towns  (not  shown  in  Table  1 ) had  significantly 
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elevated  SIRs  in  only  one  sex:  Orange  for  females  (SIR= 
8/3.2  or  2.5,  95%  CL=  1.1  - 4.9)  and  New  Canaan  for 
males  (SIR=12/4.9  or  2.4, 95%  CL=  1.3  -4.3);  both  towns 
are  located  near  the  ocean  shoreline. 

Another  town  on  the  ocean  shoreline  (Waterford)  had  a 
high  SIR  that  did  not  quite  attain  statistical  significance 
(SIR=  1.70, 95%  CL=  .99  - 2.72);  this  town  also  has  a state 
park  on  the  shoreline,  Harkness  Memorial  State  Park. 
Combining  the  data  for  all  24  ocean  shoreline  towns,  the 
SIR  was  1.14  (538  cases  observed  vs  473.6  expected;  95% 
CL=  1.05  - 1.24).  Combining  the  data  for  eight  ocean 
shoreline  towns  that  have  a state  park  (East  Lyme,  Groton, 
Madison,  Milford,  Waterford,  Westbrook,  and  Westport) 
or  a large  ocean-shoreline  beach  (New  London,  with 
Ocean  Beach  Park),  the  SIR  was  1.64(151  cases  observed 
vs  92.4  expected;  95%  CL=1.39-1.92).  Thus,  residents  of 
these  eight  towns  had  a 64%  excess  of  incident  cases  of 
invasive  melanoma  in  1989-9 1 . All  of  the  eight  SIRs  were 
>1 .00,  and  three  reached  statistical  significance  (Table  1). 

SIRs  were  low  for  a few  ocean-shoreline  towns,  includ- 
ing Bridgeport  (0.38)  and  New  Haven  (0.87).  Both  of  the 
latter  towns  have  relatively  low  income  levels  and  high 
proportions  of  blacks,  as  well  as  town  parks  with  limited 
public  beach  areas  (Seaside  Park  in  Bridgeport  and  East 
Shore  Park  in  New  Haven).  SIRs  for  whites  alone,  using 
age-specific  statewide  melanoma  incidence  rates  for 
whites,  were  somewhat  higher:  0.53  (95%  CL=0.33  - .80) 
for  Bridgeport  and  1.30  (0.94-1.76)  for  New  Haven. 
Although  some  ocean-shoreline  towns  have  populations 
with  lower  proportions  of  blacks  in  comparison  with  the 
entire  state,  SIRs  would  not  be  greatly  affected  because 
only  8.3%  of  the  state’s  population  was  black  in  the  1990 
census.  Lor  example,  the  SIR  for  whites  alone  in  Madison 
was  significantly  elevated  (17  cases;  SIR=2.2;  95% 
CL=1.3-3.6).  SIRS  for  whites  would  be  underestimated 
because  “race”  was  not  available  in  the  registry  for  9.2% 
of  melanoma  cases  (including  four  of  21  cases  in  Madi- 
son) but  probably  very  few  of  these  cases  were  nonwhite. 

In  multiple  linear  regression  analysis  of  all  169  towns, 
median  household  income  (t=2.67,  P=.009)  and  a dummy 
variable  for  ocean-shoreline  location  of  the  town  (t=3.10, 
P=.002)  were  statistically  significantly  associated  with 
the  SIR  for  invasive  melanoma.  In  another  regression 
model  a dummy  variable  for  presence  of  a large  ocean- 
shoreline  park  or  beach  (eight  towns,  as  described  above) 
had  a strong  association  with  SIR  by  town  (t=3.59, 
P<.001);  median  household  income  of  town  was  again  a 
significant  predictor  (t=2.72,  P=.007).  The  proportion  of 
the  total  population  of  each  town  that  was  black  (“propor- 
tion black”)  from  the  1990  census  was  negatively  associ- 
ated with  both  median  household  income  and  the  SIR  for 
melanoma.  However,  inclusion  of  “proportion  black” 
along  with  median  household  income  as  a variable  in  a 


regression  model  did  not  affect  the  statistical  significance 
of  the  variable  “ocean-shoreline  location”  (t=3.24, 
P=.001)  or  (in  another  model)  “large  ocean-shoreline 
park”  (t=3.59,  Pc. 001). 

These  analyses  have  emphasized  ocean-shoreline  ar- 
eas, but  a few  towns  near  large  lakes  (conducive  to 
sunbathing  and  other  recreational  sun  exposure)  also  had 
significantly  elevated  SIRs  (Table  1).  All  other  towns  with 
SIRs  of  1.50  or  greater  (based  on  at  least  five  observed 
cases),  and  not  listed  in  Table  1,  were  also  identified. 
Griswold  (seven  cases,  SIR=1.61,  95%  CL=0.65-3.32), 
New  Canaan  (16  cases,  SIR=1.72,  95%  CL=0.98-2.78), 
and  Weston  (seven  cases,  SIR=1.66, 95%  CL=0. 67-3.43) 
are  located  close  to  the  ocean  shoreline.  Colchester  (eight 
cases,  SIR=1.76,  95%  CL=0.76-3.47),  Columbia  (five 
cases,  SIR=2.46, 95%  CL=0.80-5.74),  Middlebury  (seven 
cases,  SIR=2. 13, 95%  CL=0.85-4.38),  Stafford  (10  cases, 
SIR=2.08, 95  % CL=  1 .00-3 . 83),  and  Winchester  ( 1 0 cases, 
SIR=1.87,  95%  CL=0.90-3.45),  are  located  in  areas  with 
lakes;  eg,  Middlebury  has  Lake  Quassapoug,  with  a beach 
and  swimming.  Haddam  (six  cases,  SIR=1.93,  95% 
CL=0.7 1-4.21)  is  on  the  Connecticut  River. 

Discussion 

Increases  in  melanoma  incidence  rates  in  recent  de- 
cades (Pig.  1)  are  regarded  as  real,  on  the  basis  of  detailed 
review  of  pathological  specimens  from  1930  to  1980 
obtained  from  nine  countries.8  The  increase  is  probably 
underestimated,  because  studies  using  direct  contact  with 
dermatopathologists  indicate  that  skin  melanomas  are 
increasingly  underreported  to  cancer  registries,9  although 
such  underreporting  is  greater  for  in  situ  than  for  invasive 
cancers.  The  increases  in  melanoma  rates  may  be  due  in 
part  to  increasing  recreational  exposure  to  ultraviolet 
radiation.2'5 

This  “ecologic”  study  found  statistically  significant 
excesses  in  numbers  of  invasive  melanomas  among  resi- 
dents of  certain  towns  on  the  ocean  shoreline  (especially 
those  with  beaches)  and  near  the  state’s  largest  lake 
(which  has  a large  beach).  This  finding  was  unexpected 
because  statewide  rates  for  melanoma  could  be  influenced 
by  the  small  size  of  the  state  which  facilitates  travel  to 
beaches  by  all  residents.  While  the  results  are  consistent 
with  the  epidemiologic  literature  on  the  role  of  excessive 
sun  exposure  in  the  causation  of  cutaneous  melanoma,  no 
data  were  collected  on  actual  use  of  beaches.  Geographic 
variation  in  physician  and  public  awareness  of  skin  mela- 
noma, which  could  result  in  variation  in  melanoma  detec- 
tion rates,  was  not  examined.  A case-control  epidemiologic 
study  is  needed,  in  which  the  relative  risk  associated  with 
frequent  vs  never  use  of  ocean  or  lake  beaches  could  be 
estimated;  the  use  of  tanning  devices  at  commercial  facili- 
ties and  at  home,10  and  degree  of  sensitivity  of  the  skin  to 
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Table  1. — Connecticut  Towns  with  Statistically  Significantly  Elevated  Standardized  Incidence  Ratios  (SIRs)f  for  Invasive 
Skin  Melanoma  (1989-91)  When  Data  for  Males  and  Females  were  Combined 


Both  Sexes 

Males 

Females 

Town 

Cases 

SIR 

SIR 

SIR 

Comments 

Branford 

25 

1.80  (1.16-2.66)*§ 

1.80 

1.80 

Ocean  shoreline 

Coventry 

11 

2.67  (1.1 1-4.78)* 

2.71 

2.61 

Lake  region 

Fairfield 

53 

1.89  (1.43-2.50)* 

1.76* 

2.04* 

Ocean  shoreline 

Greenwich 

46 

1.45  (1.07-1.95)* 

1.49 

1.41 

Ocean  shoreline 

Groton 

31 

1.95  (1.35-2.81)* 

1.86* 

2.06* 

Ocean  shoreline; 
Bluff  Point  SP 

Madison 

21 

2.71  (1.68-4.15)* 

2.41* 

3.05* 

Ocean  shoreline; 
Hammonassett  Beach  SP 

New  Milford 

18 

1.85  (1.09-2.92)* 

2.38* 

1.28 

Candlewood  Lake  nearby 

North  Haven 

22 

1.81  (1.14-2.74)* 

1.95* 

1.64 

Close  to  ocean 

Roxbury 

4 

4.04(1.10-10.34)* 

1.77 

6.92* 

Candlewood  Lake  nearby 

West  Hartford 

52 

1.51  (1.14-1.99)* 

1.62* 

1.38 

Higher  income  area 

Westport 

23 

1.73  (1.09-2.59)* 

1.95* 

1.47 

Ocean  shoreline; 
Sherwood  Island  SP 

fThe  ratio  of  the  observed  number  of  cases  of  invasive  melanoma  of  the  skin  in  each  town  to  the  number  expected  on  the 
basis  of  statewide  rates  (see  text). 

§95%  confidence  limits  on  SIR. 

SP:  State  park. 

^Statistically  significant  SIR. 


the  sun,  also  could  be  considered.  The  results  could 
provide  further  support  for  stronger  efforts  by  physicians 
and  public  health  agencies  in  the  primary  prevention  of 
skin  melanomas  by  avoidance  of  a major  risk  factor  (ie, 
excessive  sun  exposure). 
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EPITOMES  OF  PROGRESS 


Important  Advances  in  Clinical  Medicine 


Obstetrics  and  Gynecology 
R.  Jeffrey  Chang,  M.D.,  Section  Editor 


The  Council  on  Scientific  Affairs  of  the  California  Medical  Association  presents  the  following  epitomes  of  progress 
in  obstetrics  and  gynecology.  Each  item,  in  the  judgment  of  a panel  of  knowledgeable  physicians,  has  recently  become 
reasonably  firmly  established,  both  as  to  scientific  fact  and  clinical  importance.  The  items  are  presented  in  simple 
epitome,  and  an  authoritative  reference,  both  to  the  item  itself  and  to  the  subject  as  a whole,  is  generally  given  for  those 
who  may  be  unfamiliar  with  a particular  item.  The  purpose  is  to  assist  busy  practitioners,  students,  researchers,  and 
scholars  to  stay  abreast  of  progress  in  medicine,  whether  in  their  own  field  of  special  interest  or  another. 

The  epitomes  included  here  were  selected  by  the  Advisory  Panel  to  the  Section  on  Obstetrics  and  Gynecology  of  the 
California  Medical  Association,  and  the  summaries  were  prepared  under  the  direction  of  Dr  Chang  and  the  panel. 


Group  B streptococcal  Infections  in  Pregnancy 

GROUP  B Streptococcus  (Streptococcus  agalactiae) 
is  a perinatal  pathogen  with  substantial  maternal  and 
neonatal  morbidity  and  mortality.  A study  by  the  Centers 
for  Disease  Control  and  Prevention  estimated  that  more 
than  15,000  cases  and  more  than  1,300  deaths  are  caused 
by  group  B streptococcal  infection  in  the  United  States 
each  year.  The  economic  effects  are  also  considerable.  In 
1985,  the  cost  of  group  B streptococcus  infection  was 
estimated  to  be  $726  million  for  one  year.  This  included 
obstetric  cases  ($269. 6 million),  early-onset  neonatal  group 
B streptococcal  sepsis  ($243.9  million),  and  late-onset 
neonatal  sepsis  ($213.3  million). 

Maternal  morbidity  included  cystitis,  pyelonephritis, 
preterm  labor,  premature  rupture  of  membranes, 
chorioamnionitis,  postpartum  endometritis,  wound  infec- 
tions, bacteremia,  and  sepsis. 

Neonatal  infection  with  group  B streptococcus  can  be 
classified  as  early-  or  late-onset.  The  incidence  of  early- 
onset  infection — occurring  in  the  first  week  of  life — is 
1/1,000  to  3/1,000  live  births.  Most  infants  are  diagnosed 
within  the  first  48  hours;  two  thirds  are  symptomatic 
within  six  hours  of  birth.  The  clinical  presentation  is 
usually  septicemia,  pneumonia,  or  meningitis.  Reported 
mortality  ranges  from  15%  to  55%. 


Reprinted  from  The  Western  Journal  of  Medicine,  August  1994. 


Late-onset  neonatal  infection  occurs  after  the  first  week 
of  life,  up  through  12  weeks  of  age.  The  incidence  is 
0.5/1,000  to  1.0/1,000  live  births.  Infants  usually  present 
with  meningitis  (80%  to  85%),  and  mortality  rates  are 
lower  (10%  to  20%).  Unfortunately,  as  many  as  half  of 
infants  who  have  meningitis  will  have  long-term  neuro- 
logic sequelae — cranial  nerve  palsies,  subdural  effusions, 
seizure  disorders,  cognitive  dysfunction,  deafness,  and 
learning  disabilities. 

Asymptomatic  vaginal  colonization  with  group  B strep- 
tococcus is  common  in  pregnancy,  occurring  in  4.6%  to 
40%  of  women.  Variables  affecting  carriage  rates  include 
age,  race,  parity,  geographic  location,  duration  of  gesta- 
tion, location,  and  number  of  sites  cultured.  An  increased 
risk  is  seen  with  older  age.  African-American  race,  third- 
trimester  gestations,  patients  living  in  the  Southeast  United 
States,  and  those  patients  who  have  both  a vaginal  and  a 
rectal  swab  sent  for  culture.  Vaginal  and  rectal  swabs  have 
the  highest  yield  of  positive  cultures,  and  isolation  rates 
from  the  cervix  are  the  lowest.  Laboratory  methods  are 
also  important:  if  selective  media  (Todd-Hewitt  broth 
with  added  nalidixic  acid,  gentamycin  and  sheep  blood) 
are  not  used,  the  false-negative  rate  may  be  as  high  as  50%. 

Infection  occurs  by  vertical  transmission  from  mother 
to  fetus.  Transmission  of  group  B streptococcus  may 
follow  rupture  of  membranes,  may  occur  in  the  presence 
of  intact  membranes,  or  may  be  acquired  intrapartum. 
Infants  bom  to  colonized  mothers  have  a 42%  to  72%  risk 
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of  being  infected;  infants  born  to  noncolonized  mothers 
have  an  8%  risk  of  becoming  colonized.  Although  almost 
two  thirds  of  infants  born  to  colonized  mothers  become 
colonized  themselves,  it  is  important  to  recognize  that 
only  1 % to  2%  become  infected  at  parturition.  Nosocomial 
transmission  also  occurs  and  may  play  a role  in  late-onset 
neonatal  infection. 

The  rate  of  neonatal  infection  is  dramatically  increased 
if  a mother  is  heavily  colonized  or  in  the  setting  of 
prolonged  rupture  of  membranes  or  prematurity,  amniotic 
fluid  colonization,  intrapartum  fever,  or  has  a history  of 
another  child  who  was  infected. 

Efforts  to  prevent  neonatal  group  B streptococcus  in- 
fection by  maternal  antepartum  screening  and  treatment 
are  ineffective.  Maternal  colonization  status  is  variable, 
with  spontaneous  clearing  and  recolonization,  with  or 
without  treatment.  In  addition,  antepartum  screening  cul- 
tures are  not  predictive  of  colonization  status  intrapartum. 
Even  if  antepartum  screening  cultures  were  predictive  of 
intrapartum  status,  this  would  result  in  treating  1 00  women 
to  prevent  one  or  two  neonatal  infections,  which  would  be 
expensive,  would  involve  the  risk  of  anaphylactic  reac- 
tions, and  could  select  out  resistant  organisms. 

Selective  intrapartum  antibiotic  chemoprophylaxis  has 
been  shown  to  be  effective  in  reducing  the  rate  of  neonatal 
group  B streptococcus  infection.  The  American  College 
of  Obstetricians  and  Gynecologists  recommends 
intrapartum  antibiotics  in  patients  with  the  following  risk 
factors:  preterm  labor  (less  than  37  weeks),  preterm  pre- 
mature rupture  of  membranes  (less  than  37  weeks),  pro- 
longed rupture  of  membranes  (more  than  18  hours),  a 
previous  child  infected  with  group  B streptococcus,  or 
maternal  fever  during  labor. 

Treatment  should  consist  of  ampicillin,  2 grams  intra- 
venously every  six  hours,  or  penicillin  G,  5 million  units 
intravenously  every  six  hours  until  delivery.  Women 
allergic  to  penicillin  may  be  treated  with  clindamycin  or 
erythromycin. 

Selective  screening  cultures  may  be  helpful  in  popula- 
tions with  an  increased  incidence  of  neonatal  group  B 
streptococcal  infection,  in  women  with  arrested  preterm 
labor,  with  premature  rupture  of  membranes  remote  from 
term,  and  those  undergoing  surgical  procedures  of  the 
cervix  in  pregnancy. 

Currently,  none  of  the  diagnostic  tests  available  for 
group  B streptococcal  infection  is  rapid  enough  or  has 
high  enough  sensitivity  and  specificity  to  allow  more 
accurate  prophylaxis  directed  at  patients  who  would  ben- 
efit most.  Maternal  vaccines  are  being  developed  and  may 
play  an  important  role  in  prevention  of  this  infection  in  the 
future. 

Nina  M.  Boe,  M.D. 

Sacramento,  California 
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Multiple  Marker  Screening 

OBSTETRICIANS  and  gynecologists  are  always 
searching  for  a noninvasive  way  to  screen  for  genetic 
abnormalities  of  the  fetus.  Of  particular  interest  is  Down’s 
syndrome,  the  most  common  serious  chromosome  disor- 
der, occurring  in  one  in  800  newly  born  infants.  Most  of 
these  are  due  to  nondisjunction  (usually  in  meiosis  1) 
causing  a trisomy  21 . Nondisjunctional  events  occur  more 
frequently  with  advanced  maternal  age.  Age-specific  rates 
of  Down’s  syndrome  are  available. 

Until  1988,  women  were  offered  only  amniocentesis  or 
chorionic  villus  sampling,  both  invasive  procedures  in- 
volving some  risk  to  the  pregnancy.  Between  1984  and 
1988  several  investigators  began  reporting  on  serum  mark- 
ers. Maternal  serum  a-fetoprotein  (MSAFP)  levels  were 
found  to  be  low  in  association  with  fetal  aneuploidy,  and 
elevated  human  chorionic  gonadotropin  (hCG)  levels  were 
found  in  many  Down’s  syndrome  pregnancies,  along  with 
reduced  maternal  serum  unconjugated  estriols.  Several 
prospective  studies  have  reported  the  usefulness  of  varied 
combinations  of  these  markers  in  screening  for  Down’s 
syndrome  pregnancies.  Although  a specific  protocol  can- 
not be  suggested,  at  least  a double  marker  or  a triple 
marker  offers  notably  enhanced  sensitivity  and  specificity 
in  the  detection  of  the  pregnancy  at  risk.  The  value  of 
routine  ultrasound  studies  as  a fourth  marker  has  yet  to  be 
established. 

Screening  in  women  older  than  35,  to  whom  prenatal 
diagnosis  of  some  type  traditionally  has  been  offered, 
appears  to  have  promise.  Because  the  frequency  of  a 
positive  result  is  relatively  high  in  this  population  and 
because  detection  is  less  than  with  amniocentesis  or  chori- 
onic villus  sampling,  it  is  difficult  to  recommend  replace- 
ment of  these  tests  by  multiple-marker  screening  in  women 
older  than  35. 

Other  chromosomal  disorders  can  be  detected,  to  a 
lesser  extent,  using  multiple  markers.  In  trisomy  18,  all 
three  markers  are  reduced.  Trisomy  13  may  be  detected  in 
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some  cases  as  well.  Testing  for  neural  tube  defects  using 
MS. ATP  alone  may  be  done  simultaneously  using  stan- 
dardized cut-off  levels. 

In  California,  plans  are  under  way  to  replace  the  state 
MS  AFP  program  with  a triple-marker  screening  program. 
A start-up  date  in  early  1995  is  anticipated.  Triple-marker 
screening  will  be  offered  at  between  16  and  18  weeks, 
gestation,  with  appropriate  counseling,  to  women  younger 
than  35.  Women  older  than  35  will  be  offered  the  choice 
of  amniocentesis  or  chorionic  villus  sampling  or  triple- 
marker screening.  If  a patient  chooses  the  screen,  how- 
ever. and  it  indicates  a risk  less  than  that  of  a 35 -year-old 
(using  age  alone  as  a criterion),  she  cannot  then  choose  to 
have  an  amniocentesis  and  must,  therefore,  be  carefully 
counseled  regarding  potential  false-negative  test  results. 

Ongoing  studies  are  looking  at  other  markers  including 
pregnancy-specific  (3. -glycoprotein  and  leukocyte  alka- 
line phosphatase,  which  may  offer  further  specificity  and 
a wider  range  of  detection  of  abnormalities.  The  future  of 
noninvasive  testing  looks  bright.  The  vast  numbers  of 
women  who  will  be  tested  in  California  in  the  coming 
years  should  provide  further  information  about  the  reli- 
ability and  cost-effectiveness  of  mass  screening. 

Vivian  M.  Dickerson.  M.D. 

Los  Angeles,  California 
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The  Acquired  Immunodeficiency  Syndrome 
in  Women 

WOMEN  are  among  the  fastest-growing  groups  of 
persons  with  the  acquired  immunodeficiency  syn- 
drome (AIDS)  in  the  United  States,  accounting  for  6.571 
cases  in  1992,  or  13.4%  of  all  reported  AIDS  cases. 
Because  there  is  a long  lag  period  between  infection  with 
the  human  immunodeficiency  virus  (HIV)  and  the  devel- 
opment of  AIDS,  and  because  rates  of  heterosexual  trans- 
mission are  increasing  in  the  United  States,  most  authori- 
ties believe  women  account  for  an  even  larger  proportion 
of  all  persons  with  HTV  infection.  Among  women  with 


.AIDS  reported  from  1988  through  1991,  injection  drug 
use  was  the  most  common  transmission  mode.  In  1992. 
however.  AIDS  cases  in  women  attributed  to  heterosexual 
transmission  exceeded  cases  attributed  to  injection  drug 
use  for  the  first  time.  Some  regional  variation  was  ob- 
served. Among  women  in  the  West.  Midwest,  South,  and 
US  territories,  heterosexual  contact  was  the  predominant 
means  of  transmission,  while  in  the  Northeast,  injection 
drug  use  remained  the  predominant  means.  In  1992,  among 
women  with  AIDS  whose  infection  was  attributed  to 
heterosexual  contact.  57%  had  a sex  partner  who  was  an 
injection  drug  user. 

Although  HTV  transmission  could  theoretically  occur 
whenever  an  uninfected  person  is  exposed  to  body  fluids 
from  an  infected  person,  studies  indicate  that  most  HIV  is 
transmitted  through  sex.  that  penile-anal  intercourse  car- 
ries a higher  risk  than  penile-vaginal  intercourse,  and  that 
penile-vaginal  intercourse  carries  a higher  risk  than  oral- 
genital  sex.  Despite  this,  many  cases  of  oral-genital  trans- 
mission have  been  documented,  primarily  among  gay 
men.  Transmission  studies  among  heterosexual  women 
and  men  indicate  that  HIV  is  probably  transmitted  more 
efficiently  from  male  to  female  than  from  female  to  male. 
Among  women  with  .AIDS  who  report  sex  with  women, 
most  also  report  a history  of  injection  drug  use  or  having 
had  male  partners  who  were  injection  drug  users.  A few 
reports,  however,  describe  cases  that  may  have  been 
transmitted  female  to  female  related  to  oral-genital  inter- 
course. 

Factors  that  must  be  considered  in  evaluating  and  car- 
ing for  women  with  HTV  infection  include  routine  gyne- 
cologic care,  pregnancy  prevention,  or.  if  a woman  is 
pregnant  and  plans  to  have  the  baby,  preventing  perinatal 
transmission  of  HTV  from  mother  to  infant.  In  1993.  the 
Centers  for  Disease  Control  and  Prevention  (CDC)  re- 
vised the  AIDS  surveillance  case  definition  to  include 
invasive  cervical  cancer  as  an  AIDS  indicator,  further 
underscoring  the  importance  of  gynecologic  care  and 
other  HIV  management  strategies  for  these  women.  Sev- 
eral researchers  have  observed  that  the  prevalence  of 
cervical  dysplasia  is  higher  among  women  with  HIV 
infection  than  among  uninfected  women  with  similar  risk 
profiles,  and  reports  from  some  case  series  suggest  that 
women  with  HIV  infection  may  have  higher-than-ex- 
pected  rates  of  cervical  cancer.  Prospective  studies  are 
under  way.  In  the  interim,  a panel  of  experts  convened  at 
CDC  in  1993  provisionally  recommended  that  women 
with  HIV  infection  should  have  a Pap  smear  as  part  of  their 
initial  medical  evaluation.  If  the  initial  Pap  smear  results 
are  within  normal  limits,  an  additional  smear  should  be 
obtained  within  the  next  six  months,  and  if  that  smear  is 
normal,  repeat  smears  should  be  obtained  annually.  If  the 
initial  or  follow-up  smears  show  inflammation  with  reac- 
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tive  squamous  cellular  changes,  another  Pap  smear  should 
be  collected  within  three  months.  As  is  the  case  for  any 
woman  with  an  abnormal  Pap  smear,  women  with  HIV 
infection  with  abnormal  smears  should  be  referred  for 
colposcopic  examination. 

Although  not  identified  as  AIDS-indicator  diseases, 
two  other  gynecologic  conditions  besides  cervical  cancer 
have  been  recognized  as  being  related  to  or  complicated 
by  HIV  infection:  vulvovaginal  candidiasis  that  is  persis- 
tent, frequent,  or  unresponsive  to  drug  therapy;  and  pelvic 
inflammatory  disease,  particularly  if  complicated  by  tubo- 
ovarian  abscess.  The  effect  of  HIV  infection  on  the  clini- 
cal course  of  pelvic  inflammatory  disease  has  not  been 
completely  elucidated,  but  in  two  studies,  women  with 
HIV  infection  with  pelvic  inflammatory  disease  were  less 
likely  to  have  a leukocytosis  and  were  more  likely  to 
require  surgical  intervention  for  tubo-ovarian  abscess. 
Based  on  this  limited  information,  CDC  recommends 
routine  hospital  admittance  and  intravenous  antibiotic 
therapy  for  women  with  HIV  infection  with  pelvic  inflam- 
matory disease. 

Perinatal  transmission  occurs  in  13%  to  39%  of  preg- 
nancies in  women  who  are  infected  with  HIV,  and  the 
virus  also  can  be  transmitted  through  breast  feeding. 
Although  the  factors  associated  with  perinatal  HIV  trans- 
mission are  not  completely  understood,  maternal  viremia 
associated  with  recent  seroconversion  or  a low  CD4  count 
appears  to  increase  the  likelihood  of  transmission.  Cesar- 
ean section  may  be  associated  with  a modest  reduction  in 
the  risk  of  perinatal  transmission,  but  randomized  con- 
trolled trials  are  needed  to  define  the  role  of  operative 
delivery.  Zidovudine  appears  to  be  effective  in  reducing 
perinatal  HIV  transmission.  In  a randomized,  controlled 
trial,  infants  born  to  women  taking  zidovudine  (500  mg 
orally  daily)  during  mid-  to  late-pregnancy  combined  with 
intravenous  zidovudine  intrapartum  and  six  weeks 
postdelivery  to  the  newborn,  showed  significantly  lower 
rates  of  HIV  transmission  (8%)  compared  to  infants  born 
to  women  taking  a placebo  (26%).  For  mothers,  preg- 
nancy does  not  appear  to  accelerate  the  progression  of 
early  HIV  infection. 

In  the  absence  of  a vaccine,  the  most  effective  HIV 
prevention  strategy  available  to  women  is  avoiding  sex 
with  a partner  with  HIV  infection.  Latex  condoms  are  also 
highly  effective  for  preventing  HIV  infection  when  used 
consistently  and  correctly,  and  women  at  risk  for  HIV 
should  be  encouraged  to  carry  condoms  themselves  and  to 
talk  with  their  partners  about  using  condoms.  Other  bar- 
rier methods,  including  antimicrobial  agents  used  with  a 
diaphragm  or  applied  alone,  appear  promising;  their  effec- 
tiveness in  preventing  HIV  transmission  is  still  unknown, 
however.  When  a male  condom  cannot  be  used,  couples 
should  consider  using  a female  condom.  While  results  of 


clinical  trials  have  not  been  published,  the  female  condom 
has  been  shown  to  be  an  effective  barrier  to  HIV  and  other 
sexually  transmitted  organisms.  As  is  true  for  men,  sexu- 
ally active  women  with  risk  factors  for  HIV  infection  or 
who  live  in  areas  with  high  HIV  prevalence  should  be 
offered  or  advised  to  seek  HIV  counseling  and  testing. 

H.  Trent  MacKay,  M.D.,  M.P.H. 

Mary  L.  Kamb,  M.D.,  M.P.H. 

Atlanta,  Georgia 
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The  New  Progestins 

IN  an  effort  to  decrease  androgenic  side  effects,  com- 
bination oral  contraceptive  pills  have  undergone  a fur- 
ther refinement.  New  oral  contraceptive  formulations  are 
available  containing  one  of  these  19-nortestosterone 
progestins:  desogestrel,  norgestimate,  or  gestodene.  While 
other  progestin  preparations  are  still  available,  these  new 
ones  have  less  binding  affinity  to  the  androgen  receptor 
and  decrease  androgen-mediated  metabolic  changes, 
weight  gain,  acne,  and  hirsutism.  When  compared  to  other 
low-dose — not  more  than  35  |_Lg  ethinyl  estradiol — com- 
bination oral  contraceptive  pills,  these  new  formulations 
were  comparable  in  efficacy,  the  incidence  of  break- 
through bleeding,  and  the  absence  of  withdrawal  menses. 
They  had  less  effect  on  carbohydrate  and  lipoprotein 
metabolism  than  currently  used  oral  contraceptives.  No 
difference  was  seen  in  the  incidence  of  thromboembolic 
events  or  an  increase  in  blood  pressure  with  the  new 
progestins. 

Before  their  introduction  in  the  United  States,  these 
progestins  were  extensively  tested  in  Europe.  Studies 
reported  increased  levels  of  sex  hormone-binding  globu- 
lin with  all  associated  decrease  in  free  testosterone  levels 
after  new  progestin  use.  While  all  combination  oral  con- 
traceptives have  the  ability  to  decrease  androgen-medi- 
ated side  effects,  the  new  progestins  offer  clinically  proved 
improvement  of  acne  and  hirsutism.  With  respect  to  car- 
bohydrate metabolism,  women  using  desogestrel-  and 
gestodene-containing  oral  contraceptives  had  small  in- 
creases in  the  area  under  the  glucose  curve,  determined 
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during  an  oral  glucose  tolerance  test.  In  comparison, 
norgestimate  formulations  caused  no  changes  in  carbohy- 
drate metabolism.  When  compared  for  their  effect  on  lipid 
metabolism,  new  progestins  increased  high-density  lipo- 
protein (HDL)  levels  and  decreased  low-density  lipopro- 
tein (LDL)  levels  to  a greater  extent  than  most  currently 
used  oral  contraceptives.  Subtle  differences,  however, 
exist  among  the  new  progestins.  Desogestrel  preparations 
produced  the  largest  average  increase  (12.9%)  in  HDL 
levels,  while  desogestrel  and  gestodene  formulations  were 
associated  with  the  largest  average  decrease  (2.1%  to 
2.5%)  in  LDL  levels.  All  three  new  progestins  increased 
triglyceride  levels  (range,  14.8%  to  38.3%),  with 
norgestimate  and  gestodene  demonstrating  the  minimal 
and  maximal  average  increases,  respectively. 

Desogestrel-containing  oral  contraceptive  pills  are  avail- 
able currently  as  a monophasic  preparation  (Desogen, 
Ortho-Cept)  for  clinical  use.  Norgestimate-containing  oral 
contraceptive  pills  are  also  available  as  a monophasic 
(Ortho-Cyclen)  and  triphasic  (Ortho  Tri-Cyclen)  proges- 
tin preparation.  Where  competing  pharmaceutical  compa- 
nies are  producing  similar  products,  there  may  be  a dis- 
tinct difference  in  the  selling  price  of  the  medication. 
Additional  formulations  (a  gestodene-containing  and  a 
desogestrel  triphasic  preparation)  are  currently  being  re- 
viewed by  the  US  Food  and  Drug  Administration.  The  oral 
contraceptives  are  packaged  in  both  standard  21-  and  28- 
day  regimens.  New  progestins  have  a comparable  or 
longer  half-life  than  current  progestins,  which  minimizes 
the  effect  of  a missed  or  late  pill  ingestion.  These  medica- 
tions represent  a good  initial  choice  for  the  first-time  oral 
contraception  user. 

Steven  T.  Nakajima,  M.D. 

Davis,  California 
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Laparoscopically- Assisted  Hysterectomy 

THE  use  of  the  laparoscope  during  hysterectomy  has 
generated  much  interest  and  controversy.  Terms  such 
as  “laparoscopically-directed  hysterectomy,”  “laparo- 
scopically-assisted  vaginal  hysterectomy,”  and  “laparo- 
scopic hysterectomy”  are  often  used  interchangeably  and 
represent  a spectrum  of  laparoscopic  procedures.  Diag- 
nostic laparoscopy  before  standard  vaginal  hysterectomy 


may  help  surgeons  detect  unsuspected  pelvic  pathology. 
Operative  laparoscopy  is  used  to  treat  conditions  that 
would  have  prevented  a safe  vaginal  approach  (“directed”) 
or  to  “assist”  the  hysterectomy  by  doing  some  of  the 
dissections,  ligations,  and  incisions  laparoscopically  that 
would  have  otherwise  been  done  vaginally.  Total 
laparoscopic  hysterectomy  involves  the  complete 
laparoscopic  ligation  of  uterine  blood  supply  and  support- 
ing ligaments.  The  surgical  steps  are  the  same  as  for 
abdominal  hysterectomy,  but  the  uterus  is  usually  deliv- 
ered vaginally. 

The  laparoscopic  approach  has  potential  advantages 
over  standard  vaginal  hysterectomy.  It  allows  safer  and 
better  adnexal  surgical  procedures  when  benign  ovarian 
pathology  is  present,  provides  better  uterine  descensus 
and  thus  facilitates  vaginal  surgical  procedures,  offers 
better  pelvic  overview  both  before  and  after  a surgical 
procedure,  and  allows  lysis  of  adhesions  and  treatment  of 
endometriosis.  It  can  also  be  used  to  treat  other  pelvic 
conditions.  The  main  advantage  of  this  procedure  is  its 
potential  ability  to  convert  many  abdominal  cases  into 
vaginal  ones.  There  has  been  concern  about  the  potential 
risks  of  complications  and  increased  anesthesia  and  oper- 
ating time.  In  expert  hands,  however,  this  procedure  rarely 
exceeds  two  hours,  and  current  series  have  not  reported 
higher  rates  for  these  operative  complications.  There  have 
been  reports  of  ureteric  injuries,  postoperative  bleeding, 
and  hematomas  with  the  use  of  endoscopic  staple  devices. 

The  nature  of  this  new  technique  has  ethical, 
medicolegal,  and  economic  ramifications.  Whether  the 
laparoscopic  procedure  is  going  to  replace  a good  number 
of  abdominal  surgical  procedures  is  uncertain  at  this  time. 
Early  reports  have  shown  that  in  expert  hands  the  imme- 
diate morbidity,  mortality,  and  postoperative  course  of 
these  procedures  are  comparable  to  their  vaginal  counter- 
parts and  better  than  their  abdominal  ones.  Numbers  are 
still  limited,  and  there  are  no  long-term  follow-up  studies. 
An  important  concern  is  whether  these  numbers  represent 
a bias  because  published  reports  have  mostly  come  from 
expert  laparoscopists.  Retrospective  analysis  of  50 
laparoscopically-assisted  vaginal  hysterectomy  procedures 
done  in  a residency  setting  indicate  that  perioperative 
complications  occur  in  12%  of  patients,  compared  to  26% 
for  abdominal  hysterectomy  and  6%  for  vaginal  hysterec- 
tomy. The  most  common  complications  were  febrile  mor- 
bidity, abdominal  wall  ecchymosis,  and  intraoperative 
bleeding  requiring  transfusion,  occurring  in  4%,  4%,  and 
6%  of  patients,  respectively.  All  these  complications  were 
managed  conservatively.  With  laparoscopically-assisted 
vaginal  hysterectomy  procedures,  hospital  costs  (about 
$10,000)  are  comparable  to  those  with  abdominal  hyster- 
ectomy (about  $12,000)  but  notably  higher  than  for  vagi- 
nal hysterectomy  (about  $8,000). 
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Laparoscopically-assisted  hysterectomies  are  techni- 
cally difficult  and  developing  the  necessary  skills  is  typi- 
cally associated  with  a slow  learning  phase.  We  recom- 
mend that  procedures  be  done  with  the  assistance  of  an 
experienced  surgeon  until  one  feels  comfortable  without 
supervision.  Appropriate  proctoring  is  important. 

Walid  A.  Saleh,  M.D. 

Camran  Nezhat,  M.D. 

Stanford,  California 
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Assisted  Reproductive  Technology 

SUCCESS  rates  for  assisted  reproductive  technology 
continue  to  improve  and  availability  has  become  wide- 
spread. More  than  33,000  cycles  of  treatment  are  initiated 
annually,  with  delivery  rates  ranging  from  1 5 % to  27%  per 
retrieval.  Improvements  in  embryo  freezing  have  further 
increased  overall  success.  More  than  4,800  frozen  embryo 
transfers  resulted  in  an  additional  1 1 % delivery  rate  per 
transfer. 

The  growth  of  assisted  reproductive  technology  has 
accelerated  research  efforts  in  all  aspects  of  reproduction. 
This  relates  particularly  to  bettering  the  understanding  of 
spermatogenesis,  oocyte  maturation,  fertilization, 
preembryo  growth  and  development,  and  implantation. 
Exciting  and  innovative  developments  have  occurred  with 
respect  to  micromanipulation  for  the  treatment  of  male 
infertility;  the  application  of  oocyte  donation  to  women  of 
advanced  reproductive  age;  and  the  reexamination  of  the 
unstimulated  cycle  and  its  value  to  in  vitro  fertilization. 

In  men,  40%  of  infertility  results  from  abnormalities  in 
gamete  production.  In  vitro  fertilization  success  rates  have 
been  low  in  these  couples  compared  to  patients  with  tubal 
disease.  An  inability  to  fertilize  oocytes  represents  the 
greatest  problem  these  men  encounter.  Pregnancies  and 
births  following  micromanipulation  have  been  reported  in 
men  previously  unable  to  fertilize,  using  procedures  such 
as  partial  zonal  dissection,  subzonal  insemination,  and 
most  recently  intracytoplasmic  sperm  injection.  In  expe- 
rienced hands,  pregnancy  rates  as  high  as  30%  per  embryo 
transfer  and,  more  impressively,  22%  of  retrieval  cycles 
have  been  reported  following  the  application  of 
intracytoplasmic  sperm  injection. 


Oocyte  donation  to  women  of  advanced  reproductive 
age  (older  than  40  years)  has  opened  up  therapy  to  a new 
subset  of  patients.  Success  measured  by  implantation 
rates,  clinical  pregnancy  rates,  and,  most  important,  deliv- 
ery rates  in  recipients  between  the  ages  of  40  and  60  years 
have  been  no  different  from  that  of  their  younger  counter- 
parts. Presently  more  than  1,000  oocyte  donation  cycles 
are  done  annually.  The  method  involves  synchronizing 
young,  fertile  oocyte  donors  undergoing  controlled  ova- 
rian hyperstimulation  and  transvaginal  ultrasound-directed 
follicle  aspiration  and  hormonally  prepared  functionally 
agonadal  recipients.  Delivery  rates  are  typically  reported 
between  25%  and  40%  per  embryo  transfer.  Guidelines 
published  by  the  American  Fertility  Society  should  aid  the 
practitioner  in  selecting  appropriate  candidates  for  treat- 
ment. 

Combining  assisted  reproductive  technology  and  a 
patient’s  own  natural  cycle  has  reemerged.  Pregnancy 
rates  per  retrieval  are  highest  when  using  controlled  ova- 
rian hyperstimulation.  There  are  disadvantages  related  to 
the  high  cost  of  medications,  the  need  for  expensive 
surveillance  methods,  and  the  multiple  birth  rate  that 
follows  the  transfer  of  supernumerary  embryos,  however. 
Unstimulated  cycles  take  less  time,  are  less  traumatic,  are 
less  expensive,  and  result  in  singleton  pregnancies.  Preg- 
nancy rates  per  retrieval  are  lower  using  unstimulated  in 
vitro  fertilization  (28%  versus  14%);  the  embryo  implan- 
tation rates  are  actually  higher  (1 3%  versus  9%),  however. 
Accordingly,  life-table  analysis  indicates  that  two  to  three 
cycles  of  unstimulated  in  vitro  fertilization  yield  the  same 
likelihood  of  pregnancy  as  a single  cycle  of  controlled 
ovarian  hyperstimulation.  Given  the  reduced  cost  of  the 
unstimulated  approach,  repetitive  attempts  on  an  indi- 
vidual basis  become  reasonably  cost-effective. 

As  illustrated  by  the  above  examples,  assisted  repro- 
ductive technology  now  includes  multiple  measures  to 
treat  patients  once  considered  hopelessly  infertile.  Suc- 
cessful resolution  of  a patient’ s infertility  warrants  careful 
attention  to  the  treatment  plan  and  the  appropriate  selec- 
tion of  various  approaches. 

Mark  V.  Sauer,  M.D. 

Los  Angeles,  California 
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“F  illing  out  insurance  forms  gives  my  patients 
a pain  in  the  neck.” 

—Dr.  Patrick  J.  Carolan,  Orthopedics,  Bridgeport,  CT 


“Good  medical  care  was  once  as  easy  as  seeing  your  doctor. 
Complications  set  in.  Forms  to  fill  out.  Deductibles.  Hidden  costs.  Partial 
coverage.  Non-medical  intrusions  into  the  patient-physician  relationship.” 

“Doctors  decided  to  do  something  about  it.  Through  our  State  Medical 
Society,  we  first  created  CSMS-IPA,  Connecticut's  only  statewide  I PA. 
Then  we  launched  M.D.  Health  Plan,  based  on  a simple  principle:  The  best 
medicine  for  patients  is  practiced  by  physicians — not  insurance  companies, 
not  benefit  managers,  not  cost  analysts.” 

“It  worked!  Now  the  fastest  growing  health  plan  in  Connecticut  and  the 
choice  of  over  1 15,000  patients,  our  company  is  100%  owned  and  100% 
directed  by  practicing  physician.  Why  not?” 

Patrick  Caroian,  M.D. 
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“Medicine  on  Wheels”: 

An  Opportunity  for  Outreach  and  Housestaff  Education 
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ABSTRACT — Ambulatory-care  teaching  programs 
have  been  traditionally  based  in  hospital  settings.  As 
many  patients,  in  particular  the  homeless  and 
underinsured,  have  never  reached  these  settings,  we 
describe  a nontraditional  outreach  health-care 
program  for  medical  residents.  This  multi- 
disciplinary program  places  medical  residents  on  a 
mobile  van  to  deliver  care  to  a population  in  New 
Haven  where  18.2%  of  its  families  are  below  the 
poverty  level  and  have  limited  or  no  access  to  health 
care  at  the  teaching  hospital.  On-site  urgent  care  is 
given  along  with  HIV,  pregnancy  testing,  and  blood 
pressure  screening.  Health-care  follow-up,  dental 
care,  alcohol  detoxification,  and  drug  counseling 
are  scheduled.  A total  of  764  adult  patients  were 
seen  between  November  1991  and  June  1993  by 
PGY,  residents  on  ambulatory  rotations.  One 
hundred  forty-one  patients  consented  to  respond  to 
a questionnaire.  Thirty-seven  (26%)  were  homeless 
with  a mean  length  of  homelessness  of  15  months. 
Forty-one  percent  had  been  victimized  within  one 
year  and  33%  currently  used  illicit  drugs.  The 
benefits  of  this  unique  ambulatory  teaching  program 
for  medical  residents  are  described. 
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AS  academic  internal  medicine  programs  redefine 
ambulatory  teaching  in  order  to  prepare  residents 
for  careers  in  primary  care,  a growing  sentiment  has 
emerged  for  academic  institutions  to  take  more  responsi- 
bility for  the  health  of  the  communities  in  which  they  are 
located.1-3  In  response  to  both  these  objectives,  we  devel- 
oped a program  which  places  medical  residents  on  a 
mobile  van  to  deliver  care  to  a New  Haven  population  that 
has  limited  or  no  access  to  health  care  at  the  teaching 
hospital.  A collaborating  team  composed  of  residents,  an 
attending  physician,  a pediatric  nurse,  a social  worker,  a 
substance  abuse  counselor,  and  a public  health  student 
coordinator  began  to  offer  urgent  care  and  primary  health 
care  in  January  1992  to  all  clients  of  the  major  soup 
kitchens  in  New  Haven.  The  goals  of  the  multidisciplinary 
team  were  (1)  to  offer  primary  urgent  health  care  to  an 
underserved  population,  (2)  to  offer  immediate  referral  for 
continuity  care  within  the  city  (3)  to  identify  barriers  for 
accessing  health  care,  and  (4)  to  offer  the  residents-in- 
training  a multidisciplinary,  outreach-team  approach  to 
ambulatory  care.  This  article  describes  the  educational 
development  of  this  unique  outreach  program  as  well  as  a 
health  needs  assessment  of  the  population  served  by  the 
van. 

Background 

Despite  being  the  wealthiest  state  in  per  capita  income 
in  the  United  States,  Connecticut  has  many  impoverished 
urban  cities.  New  Haven,  has  a population  of  130,474, 
with  an  ethnicity  distribution  of  36%  African-American, 
13%  Hispanics,  49%  white,  and  2%  other  minorities.4  In 
1989  New  Haven  was  noted  to  be  the  39th  poorest  city  in 
the  United  States  with  18.2%  of  its  families  having  in- 
comes below  the  poverty  level.5  Infant  mortality  rate 
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Table  1. 

— Demographic  Characteristics 
of  Patient  Population 

Characteristic 

No. 

(%) 

Gender 

Male 

91 

(65) 

Female 

50 

(35) 

Total 

141 

(100) 

Age 

17-24 

5 

(4) 

25-34 

43 

(31) 

35-44 

48 

(34) 

45-54 

31 

(22) 

55-64 

10 

(7) 

>65 

3 

(2) 

Total 

140 

(100) 

Median 

37 

Ethnicity 

Afro-American 

88 

(62) 

White 

35 

(25) 

Hispanic 

15 

(ID 

Native  American  0 

Other 

2 

( 1) 

Total 

140 

(100) 

Veterans 

20 

( 14) 

Education 

< 9 grades 

15 

( ID 

9-11  grades 

44 

(31) 

diploma/GED 

82 

(58) 

Total 

141 

(100) 

Health  Insurance 

City  Welfare 

63 

(45) 

None 

38 

(27) 

Title  19 

24 

(17) 

Private 

9 

(6) 

VA  Coverage 

4 

(3) 

VA  Benefits 

2 

( 1) 

Total 

140 

(100) 

(IMR)  in  New  Haven  has  been  documented  as  the  highest 
of  any  city  of  comparable  size  in  the  United  States.  In  1989 
IMR  was  11.6  per  thousand  for  whites  and  23.9  per 
thousand  for  nonwhites6  as  compared  to  the  national  IMR 
being  8.2  per  thousand  for  whites  and  17.7  per  thousand 
for  nonwhites.7  When  specific  lower  socioeconomic  neigh- 
borhoods were  examined  within  New  Haven  IRMs  were 
as  high  as  40  per  thousand.8  Between  April  1989  and 
March  1991,  nearly  one  in  65  women  giving  birth  in  New 
Haven  was  infected  with  the  human  immunodeficiency 
virus  (HIV)  virus.9  Against  this  background  of  urban 
poverty,  a mobile  van  community  health  team  was  devel- 
oped. 

Medical  Residency  Program  at  Yale 

In  response  to  the  forces  well-described  by  Schroeder 
and  colleagues  that  have  driven  internal  medicine  resi- 
dency programs  towards  shifting  to  the  ambulatory  set- 
ting, Yale  University’s  internal  medicine  residency  pro- 
gram developed  an  ambulatory  block  ( 1 month  rotation)  in 
1988  in  addition  to  the  traditional  weekly  outpatient 
longitudinal  care  clinic.210  During  the  month  block  rota- 
tions, residents  see  patients  on-site  in  the  Primary  Care 
Clinic  at  Yale-New  Haven  Hospital  with  generalists  as 
attendings,  and  also  attend  subspecialty  outpatient  clin- 
ics.10 Primary-care  electives  in  collaborative  sites  in  Af- 
rica, the  Caribbean,  Central  America,  and  Fiji  have  been 
available  since  1981,  and  are  elected  by  over  half  of  the 
residents  during  their  training  as  one  or  two-month  blocks. 1 1 

Yale-New  Haven  Hospital’s  Primary  Care  Center  is 
situated  in  one  of  the  lowest  socioeconomic  neighbor- 
hoods in  New  Haven.  However,  the  patient  population 
seen  by  the  internal  medicine  residents  in  this  ambulatory 
care  setting  does  not  include  city  welfare  patients  who  are 
overwhelmingly  cared  for  in  a local  community  health 
center.  This  community  center  contracts  with  the  City  of 
New  Haven  to  see  all  city  welfare  patients  as  well  as  the 
homeless  at  their  facility.  Currently,  few  Yale  medical 
residents  electively  rotate  at  this  local  community  health 
center. 

Methods 

In  order  to  offer  the  residents  an  outreach  ambulatory 
experience  in  this  community  based  on  the  multidisci- 
plinary primary-care  team  approach  that  one  of  us  (MB) 
supervises  in  overseas  sites,  a team  of  nurses,  physicians, 
social  workers,  substance  abuse  counselors,  and  a public 
health  student  was  assembled.  A medical  van  was  donated 
by  a local  alcohol  and  substance  abuse  treatment  and 
prevention  organization  (the  APT  Foundation)  and  stocked 
with  pharmaceuticals,  immunization  material,  condoms, 
pregnancy  testing,  blood  pressure,  and  glucometer  screen- 
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Table  2. — Self-Reported  Clinical  Features  (n-141) 

No. 

(%) 

Self-described  health 

Excellent 

15 

(ID 

Good 

72 

(51) 

Fair 

44 

(31) 

Poor 

10 

(7) 

On  medication 

41 

(29) 

Physical  disability 

48 

(34) 

Victimized  within  1 yr 

58 

(41) 

Cigarette  user 

110 

(78) 

Current  use  of  illicit  drugs 

47 

(33) 

ing.  A cellular  telephone  was  made  available  to  make 
immediate  referrals  for  follow-up  appointments  at  an 
appropriate  health  facility. 

Appointment  cards  from  all  the  major  community  health 
centers  in  New  Haven  as  well  as  Yale-New  Haven 
Hospital’s  Primary  Care  Center  were  made  available  on 
the  van. 

At  first,  all  of  the  van’s  equipment  was  donated  by 
pharmaceutical  representatives,  the  APT  Foundation,  and 
Y ale-New  Haven  Hospital.  Shortly  afterwards,  the  Kellogg 
Foundation  offered  seed  money  and  other  matching  money 
was  obtained  from  foundations.  A unique  collaboration 
was  forged  between  the  local  community  health  center 
(Hill  Health  Center)  which  provides  an  AIDS  counselor, 
Yale  University  which  furnishes  the  medical  attendings, 
Yale-New  Haven  Hospital  which  donates  the  time  of  the 
house  officers  and  a social  worker,  and  the  APT  Founda- 
tion which  maintains  the  van.  The  van  goes  out  twice 
weekly;  one  day  to  soup  kitchens  and  the  second  day  to 
needle  exchange  sites  where  clean  needles  are  distributed 
to  substance  users.  During  their  ambulatory  month,  two 


Table  3. — Common  Barriers  to  Health-Care  (n-122) 

No. 

(%) 

Unaffordable 

45 

(37) 

Waiting  for  appointment 

27 

(22) 

Lack  of  transportation 

31 

(25) 

Lack  of  trust  in  doctors 

14 

(12) 

Disliked  facility 

13 

(ID 

No  babysitter 

5 

(4) 

Total 

122 

jjc 

* Respondents  were  asked  to  cite  all  barriers  they  had  experienced 

soup  kitchen  visits  and  the  ambulatory  medical  chief 
resident  rotates  on  the  van  when  the  van  visits  needle 
exchange  sites. 

Each  soup  kitchen  gets  a monthly  schedule  of  the  van 
visits  and  all  major  soup  kitchens  in  New  Haven  are 
visited  on  a rotating  basis.  All  31  second-year  residents 
from  November  1991  to  June  1993  rotated  on  the  van 
during  their  ambulatory  block.  If  two  second-year  resi- 
dents were  not  available  because  of  scheduling,  a first- 
year  resident  was  assigned  to  the  van.  Rotation  on  the 
medical  van  is  now  a mandatory  part  of  the  ambulatory 
care  month. 

Data  Collection 

A questionnaire  was  offered  to  a convenience  sample  of 
patients  seen  on  the  van  servicing  the  soup  kitchens  in 
order  to  determine  primary-care  health  needs.  Patients 
were  approached  after  medical  treatment  and  no  financial 
inducement  was  offered.  The  data  were  coded  using  the 
Epi  Info  software  package.  Because  the  sample  was  non- 
random  only  descriptive  statistics  are  presented. 

Results 

A total  of  7 64  adult  patients  were  seen  on  the  van  at  soup 
kitchens  from  November  1991  to  June  1993.  Of  these,  141 
consented  to  respond  to  the  questionnaire  which  was 
verbally  administered  by  the  program  coordinator  (SL) 
and  then  analyzed.  Demographic  characteristics  of  the 
population  are  displayed  in  Table  1 and  Table  2.  Of  the  141 
patients  interviewed,  37  (26%)  reported  themselves  as 
homeless.  Mean  length  of  homelessness  was  15  months 
with  a median  of  four  months.  The  mean  number  of  meals 
consumed  per  day  were:  one  meal  - 24(18%),  two  meals 
- 50(34%),  three  meals  - 55(42%),  more  than  three  meals 
- 12(6%).  Ninety-one  percent  of  the  population  was  unem- 
ployed (128/141)  with  54%  (75/140)  making  less  than 
$300/per  week  (19%  had  no  income).  Twenty-seven  per- 
cent (38/140)  had  no  insurance  and  another  62%  (87/140) 
were  either  on  city  or  state  (Title  19)  health  coverage.  The 
other  11%  either  had  coverage  as  veterans  or  private 
insurance. 

When  this  population  was  asked  to  describe  their  health 
status,  61%  (87/141)  described  their  health  as  either  good 
or  excellent  (Table  2).  Yet  19%  (22/1 19)  had  been  hospi- 
talized in  the  past  year,  and  39%  (46/119)  had  used  an 
emergency  room  in  the  past  year  (average  visits  for  these 
patients  were  2.83/yr).  Forty-two  percent  (58/139)  had 
been  victimized  (raped  or  assaulted)  within  the  past  year, 
and  34%  (48/141)  described  a physical  disability. 

Substance  use  was  prevalent  with  66%  (47/140)  using 
alcohol  within  30  days,  34%  (47/140)  illicit  drugs,  and 
78%  (110/141)  tobacco.  Cocaine  was  the  most  frequent 
illicit  drug  used  with  34/140  reporting  use  within  30  days. 
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Past  medical  history  included  a history  of  HIV  testing 
in  65/140  clients  with  77%  of  those  tested  not  knowing 
their  results,  11%  positive,  12%  negative.  Tuberculosis 
testing  had  been  done  prior  to  the  van’s  use  in  86/139 
clients  with  74%  negative,  3%  positive  and  the  remaining 
23%  unaware  of  their  results.  Less  than  20%  of  this  high- 
risk  group  had  received  pneumococcal  vaccine  and  only 
38/140  had  received  influenza  vaccination  prior  to  being 
seen  on  the  van  in  the  past  year. 

Common  diagnoses  on  the  van  included  upper  respira- 
tory infections,  cellulitis,  abscesses,  skin  rashes,  hyper- 
tension, lacerations,  HIV-related  illnesses,  dental  prob- 
lems, and  musculoskeletal  complaints.  Desire  for 
immunization,  blood  pressure  screening,  or  detoxification 
referral  motivated  the  majority  of  clients  to  come  on  the 
van.  All  minor  problems  were  treated  on  the  van.  Influ- 
enza immunization,  pneumococcal  vaccination,  and  diph- 
theria-tetanus toxoid  were  administered.  On-site  referral 
was  made  for  dental,  alcohol  detoxification,  or  drug  coun- 
seling. 

Common  barriers  to  health  care  were  described  in  Table 
3 and  when  the  open-ended  question  “what  would  make 
getting  health  care  easier”  was  raised;  such  answers  as 
“bus  fare  or  transportation,”  “getting  a job,”  “less  red 
tape,”  “better  benefits,”  and  “less  wait”  were  answers 
offered  more  than  once. 

Discussion 

Although  over  200  Yale  medical  residents  have  rotated 
in  primary-care  electives  since  1981  in  collaborative  sites 
in  Africa,  the  Caribbean,  Central  America,  and  the  South 
Pacific,  it  has  been  rare  for  a medical  resident  to  work  in 
any  outreach  programs  in  inner  city  New  Haven.  Ironi- 
cally, IMR,  often  an  indicator  of  poor  health  care  access, 
is  better  in  many  “developing  countries”  than  in  New 
Haven.  For  example,  in  contrast  to  New  Haven’s  IMR  of 
27/1000  for  nonwhites,  Jamaica’s  IMR  is  18/1000, 
Malaysia’s  24/1000,  Costa  Rica’s  18/1000. 12 

Ambulatory  care  at  Y ale  has  been  traditionally  taught  in 
a hospital  setting  where  the  patient  seeks  the  care  of  the 
resident  physician.  Since  the  City  of  New  Haven  contracts 
with  a community  health  center  and  city  welfare  patients 
are  not  covered  for  health  care  at  the  teaching  hospital, 
45%  of  the  patients  seen  on  the  mobile  van  would  never 
have  been  able  to  receive  care  in  the  teaching  program. 
Residents  rotating  on  the  van  have  an  opportunity  to  work 
side-by-side  with  a team  of  nurses,  social  workers,  sub- 
stance abuse  counselors,  public  health  students,  in  addi- 
tion to  the  traditional  attending-resident  relationship.  The 
residents  learn  about  entitlement  programs,  never  for- 
mally taught  during  hospital  training.  They  see  the  frustra- 


tions of  poor  people  trying  to  obtain  health  care  in  the  City 
of  New  Haven,  and  they  care  for  a disadvantaged  “third 
world”  population  they  ordinarily  would  not  see.  Evalua- 
tions of  this  rotation  have  been  enthusiastic.  Whether  this 
exposure  will  help  residents  make  a career  choice  in 
primary  care,  working  with  this  population  is  the  subject 
of  future  study. 

During  the  residents’  rotation  on  the  van,  a small  study 
was  undertaken  to  understand  the  health  needs  of  the 
population  cared  for  by  the  residents.  Although  the  physi- 
cal health  results  were  potentially  biased  by  the  self- 
reporting  and  sampling  strategy,  many  of  these  needs  are 
similar  to  other  studies  of  homeless  populations.13,14  One 
surprising  health-care  statistic  was  the  large  number  of 
patients  who  had  been  HIV-tested  and  tuberculin-tested 
but  did  not  know  their  results.  We  suspect  that  a high 
proportion  of  these  patients  had  been  incarcerated  while 
tested  and  never  notified  of  their  results.  We  have  added 
this  question  to  the  study  questionnaire  in  order  to  offer 
feedback  to  the  city  and  state  prisons.  Currently  a coalition 
in  New  Haven  is  trying  to  develop  new  transportation  for 
clients  in  need  of  health  care;  transportation  clearly  was 
identified  as  the  major  barrier  to  obtaining  health  care  for 
our  population. 

In  summary,  we  report  a successful  outreach  program 
which  not  only  mobilized  medical  residents  into  inner  city 
New  Haven,  but  also  exposed  them  to  a multidisciplinary 
health  team  approach  to  primary  care.  Additional  benefits 
to  this  teaching  program  was  the  identification  of  health- 
care barriers  and  health-care  needs  for  an  underserved 
population  of  the  city.  Future  studies  are  needed  to  deter- 
mine whether  such  experiences  influence  resident  career 
choice. 
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CALL  FOR  PAPERS 

Members  of  the  Connecticut  State  Medical  Society 
reading  papers  before  other  organizations  are 
invited  to  submit  their  papers  to  the  Journal  for 
consideration.  Authors  preparing  manuscripts  for 
submission  to  Connecticut  Medicine  should 
consult  Information  for  Authors.  This  is 
published  in  most  issues  of  Connecticut  Medicine 
or  may  be  obtained  from  the  Journal  office. 
Adherence  to  the  instructions  will  prevent  delays 
both  in  acceptance  and  in  publication. 

Papers  prepared  on  a word  processor  should  be 
submitted  on  a diskette  along  with  the  hard  copy. 

Please  send  them  to: 

Robert  U.  Massey,  M.D. 

Connecticut  Medicine 
160  St.  Ronan  Street 
New  Haven,  CT  06511 


Wanted !!! 

Skilled  Medical  Volunteers 
MD,  RN,  PA,  EMT 

The  largest  athletic  event  in  1995  is  coming  to  New  Haven,  CT!  The  1995  International 
Special  Olympics  will  bring  over  6,500  athletes  and  17,  000  coaches,  family  members, 
and  friends  from  120  countries.  In  addition,  the  Special  Olympics  will  bring  500,000 
spectators. 

We  need  a minimum  of  45,  000  volunteers  from  June  30  through  July  9,  1995. 


6.  New  Haven  Health  Department:  Infant  Deaths  and  Rates.  New 
Haven,  Conn.  1989. 
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Washington,  DC:  1992;6. 

8.  Department  of  Health-City  of  New  Haven:  1989  Annual  Report  of 
Vital  Statistics.  Table  VI — New  Haven  Resident  Births:  1989. 
New  Haven,  Conn.  1989;32. 

9.  AIDS  in  Connecticut:  Anuual  Surveillance  Report  of  the  AIDS 
Section,  State  of  Connecticut  Department  of  Health  Services. 
Hartford,  Conn.  December  1992. 

10.  Henrich  JB,  Rahn  DW,  Fiebach  NH:  Integrating  general  medicine 
and  rheumatology  training  in  the  outpatient  setting:  A practice 
model.  J Gen  Intern  Med  1992;7:434-6 

11.  Barry  M,  BiaFJ:  Departments  of  medicine  and  international  health. 
Am  J Med  1986;80:1019-21. 

12.  UNICEF:  The  State  of  the  World’s  Children  1990.  New  York: 
Oxford  University  Press,  1990;77. 

13.  Institute  of  Medicine,  Homelessness,  Health  and  Human  Needs. 
Washington,  DC:  National  Academy  Press,  1988. 

14.  Gelberg  L,  Linn  L:  Assessing  the  physical  health  of  homeless 
adults.  JAMA  1 989;262: 1 973-9. 


Please  sign  up  today. 

For  Information  Call  203-789-4003 
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# FREE  AIR  TRANSPORTATION  FROM  MOST  MAJOR  CITIES 

# TRANSFERS  AND  LUGGAGE  HANDLING  FOR  AIR/SEA  PASSENGERS 

# EXCLUSIVE  SERVICES  OF  AN  AWT  TOUR  DIRECTOR 
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SNACKS  AND  24-HOUR  ROOM  SERVICE 
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Diseases  Transmissible  by  Transfusion: 
Changing  Risks  and  New  Surveillance  Recommendations 


STANLEY  J.  BADON,  M.D.,  RITCHARD  G.  CABLE,  M.D.,  AND  THE  CONNECTICUT 
STATE  MEDICAL  SOCIETY  COMMITTEE  ON  ORGAN  AND  TISSUE  TRANSFERS 


Introduction 

TRANSFUSION  transmitted  diseases  have  been  widely 
reported  and  studied  over  the  past  decade.  The  pur- 
pose of  this  brief  summary  is  to  update  the  reader  on  the 
current  approaches  to  reduce  the  risk  of  transfusion  trans- 
mitted diseases,  to  state  the  current  risk  of  transfusion 
transmitted  diseases,  and  to  revise  previous  recommenda- 
tions to  physicians  for  follow-up  of  transfusion.1 

Blood  Donor  Screening 

Blood  donor  testing  originated  with  syphilis  testing  in 
the  1920s,  followed  by  hepatitis  B surface  antigen  testing 
in  the  early  1970s,  in  an  effort  to  prevent  the  spread  of 
disease  by  blood  transfusion.  In  the  past  two  decades,  five 
additional  tests  have  been  implemented  to  reduce  the 
spread  of  disease  through  blood  transfusion.  Currently, 
blood  donors  are  tested  for  anti-HIV  1/2,  HBsAg,  anti- 
HCV,  anti-HTLV  I,  syphilis,  anti-HBc,  and  alanine 
aminotrasferase  (ALT).  With  the  introduction  of  each  test, 
the  risk  of  transfusion  transmitted  disease  has  been  signifi- 
cantly reduced.  In  addition  to  testing,  additional  safety 
measures  have  been  implemented  to  increase  transfusion 
safety.  These  include  deferral  of  high  risk  populations, 
“Lookback”  investigations,  and  epidem-iologic  investi- 
gation of  reports  of  posttransfusion  disease. 


STANLEY  J.  BADON,  M.D.,  Associate  Medical  Director,  American 
Red  Cross,  Connecticut  Region,  Farmington,  Assistant  Professor, 
Department  of  Laboratory  Medicine,  University  of  Connecticut  School 
of  Medicine,  Farmington;  RITCHARD  G.  CABLE,  M.D.,  Medical 
Director,  American  Red  Cross,  Connecticut  Region,  Farmington, 
Associate  Professor,  Departments  of  Medicine  and  Laboratory  Medicine, 
University  of  Connecticut  School  of  Medicine.  Farmington;  and  the 
Connecticut  State  Medical  Society  Committee  on  Organ  and  Tissue 
Transfers. 


With  the  exception  of  ALT  and  HBsAg,  tests  currently 
employed  by  the  blood  collection  agencies  depend  on  the 
detection  of  antibodies.  A major  current  cause  of  transfu- 
sion transmitted  disease  is  the  presence  of  a “window 
period,”  ie,  the  antibody  negative  period  from  the  time 
that  the  donor  is  infected  to  the  time  it  takes  for  the 
antibody  to  develop.  It  is  for  this  reason  that  attention  must 
be  paid  to  prevent  high-risk  individuals  from  donating. 

Syphilis  testing  was  the  first  test  used.  It  has  been 
subsequently  discovered  that  the  syphilis  spirochete  does 
not  survive  more  than  72  hours  at  4°C.  Therefore,  the  only 
significant  danger  of  syphilis  transmission  is  posed  by 
unstored  blood  products,  or  platelets  and  granulocytes  that 
are  stored  at  room  temperature.  Syphilis  testing  is  cur- 
rently more  useful  as  a surrogate  test  for  other  sexually 
transmitted  diseases,  such  as  HIV. 

Hepatitis  B surface  antigen  testing  was  introduced  in 
1971.  In  1986-87  ALT  and  antiHBc  testing  were  intro- 
duced as  surrogate  markers  for  non-A,  non-B  hepatitis. 
Both  of  these  tests  also  further  reduce  the  risk  of  hepatitis 
B infection  from  donors  that  test  HBsAg  negative.  Today, 
because  of  this  testing  and  high-risk  donor  deferral,  the 
risk  of  acquiring  hepatitis  B from  transfusion  is  estimated 
to  be  one  in  200,000  units  of  blood  transfused.2 

Prior  to  1977  there  was  very  little  risk,  if  any,  of  HIV 
infection  from  a blood  transfusion.  The  risk  increased 
with  the  spread  of  the  disease  in  the  general  population. 
Since  HIV  testing  was  not  available  in  the  late  1970s  and 
early  1980s,  the  seroprevalence  of  the  disease  in  the 
general  population  was  not  known.  The  first  case  of 
transfusion  associated  HIV  infection  was  reported  in 
1982. 3 During  this  period  information  concerning  risk 
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factors  was  evolving.  In  1983,  persons  considered  to  be  at 
risk  for  infection  were  asked  to  defer  themselves  as  blood 
donors.4 

HIV  antibody  testing  was  introduced  in  April  1985.  The 
highest  risk  of  transfusion  transmitted  HIV  infection, 
therefore,  may  have  been  in  the  period  just  prior  to  the 
implementation  of  testing.  In  February  1985  this  was 
estimated  to  be  33  cases  per  100,000  units  transfused. 
After  the  implementation  of  first  generation  HIV  testing, 
this  estimated  risk  decreased  to  three  cases  per  100,000 
units  transfused.  This  was  further  reduced  to  0.4  cases  per 
100,000  units  transfused  with  subsequent  test  improve- 
ments and  the  implementation  of  HIV  1/2  testing  in  1992.5 
The  residual  risk  of  posttransfusion  HIV  infection  occurs 
during  the  window  period  before  the  donor  seroconverts. 
The  risk  of  transfusion  transmitted  HIV  is  currently  esti- 
mated to  be  one  case  in  225,000  units  transfused.2 

The  HIV  “Lookback”  program  was  initiated  in  1986. 
This  program  tracks  the  prior  donations  of  an  HIV  positive 
donor,  with  the  intent  of  informing  patients’  physicians 
who,  in  turn  should  inform,  test,  and  counsel  their  patients. 
Approximately  half  of  the  blood  recipients  initially  iden- 
tified in  this  program  were  HIV  positive.  These  patients 
had  all  received  blood  untested  for  HIV.  It  is  not  known 
how  many  HIV  positive  donors  have  not  returned  to 
donate  after  the  implementation  of  HIV  testing  and  how 
many  recipients  of  HIV  positive  blood  have  not  been 
identified.  One  study  estimated  as  many  as  12,000  HIV 
infected  recipients  may  have  been  living  in  the  United 
States  in  1 987  who  received  transfusions  during  the  period 
1978-84.6 

Hepatitis  C testing  was  implemented  in  1990.  Prior  to 
the  availability  of  specific  testing,  anti-HBc  and  ALT 
were  used  as  surrogate  markers.  The  surrogate  markers 
were  only  partially  successful  and  eliminated  an  estimated 
30%  to  50%  of  cases  of  hepatitis  C from  the  blood 
supply.7,8  In  retrospect,  the  additional  donor  screening 
measures  undertaken  for  HIV  in  1983-85  were  also  effec- 
tive in  reducing  the  risk  of  hepatitis  C.  Since  the  hepatitis 
C antibody  test  was  implemented  in  1990,  it  has  been 
modified  to  increase  its  sensitivity.9  The  estimated  risk  of 
hepatitis  C was  reduced  from  7.0  cases  per  1,000  units 
transfused  in  1 98010  to  4.5  cases  per  1 ,000  units  transfused 
prior  to  implementation  of  surrogate  testing  in  1 986,  to  1 .9 
cases  per  1 ,000  units  transfused  after  the  implementation 
of  surrogate  testing  in  1987-89,  and  to  0.3  cases  per  1,000 
units  transfused  after  implementation  of  HCV  1.0  testing 
in  1990."  Current  estimates  suggest  today’s  risk  of  hepa- 
titis C in  Connecticut  (using  HCV  2.0  donor  screening) 
may  be  0.15  cases  per  1,000  units  transfused. 

HTLV  I testing  was  implemented  in  1989.  This  testing 
was  implemented  to  prevent  the  spread  of  the  HTLV  I 
virus  which  causes  adult  t cell  leukemia/lymphoma 


(ATL)  and  HTLV-I-associated  myelopathy/tropical 
spastic  paraparesis  (HAM/TSP).  This  test  also  detects 
some  infections  with  of  HTLV  II,  although  the  disease 
associations  of  HTLV  II  are  less  clear  than  HTLV  I.  There 
are  few  studies  documenting  the  effectiveness  of  this  test. 
Prior  to  the  implementation  of  HTLV  I/II  testing,  one 
study  estimated  the  risk  of  transfusion  transmitted  HTLV 
to  be  11.8  cases  per  100,000  units  transfused.  After  imple- 
mentation of  testing,  this  risk  was  reduced  to  1 .6  cases  per 
100,000  units  transfused.12  Currently,  based  on  Red  Cross 
data,  the  risk  is  estimated  to  be  two  cases  per  1 00,000  units 
transfused.2 

The  Red  Cross  also  has  a “Lookback”  program  for 
HTLV  I/II.  If  a donor  is  confirmed  positive  for  HTLV  I/II, 
a search  through  the  donor’ s donation  history  is  made  to 
determine  if  any  potentially  infectious  units  were  re- 
leased. The  physicians  of  patients  who  received  such 
blood  are  then  notified  so  that  appropriate  testing  and 
counselling  may  be  performed. 

Programs  to  educate  physicians  and  patients  about 
transfusion  transmitted  diseases  have  been  conducted 
nationally  and  locally.  In  April  1989  the  American  Hospi- 
tal Association  recommended  patient  education  on  the 
risks  of  HIV  infection  after  transfusion  in  response  to  the 
Presidential  Commission’s  Report  on  the  Human  Immu- 
nodeficiency Virus  (HIV)  Epidemic  .13 

Recommendations  to  Physicians 

A major  part  of  ensuring  the  safety  of  the  blood  supply 
is  the  recognition  of  transfusion  transmitted  diseases.  This 
allows  preventive  measures  against  secondary  spread 
from  infected  transfusion  recipients.  It  also  allows  the 
identification  of  the  infected  donor,  their  removal  from  the 
blood  donor  pool,  and  preventive  measures  to  prevent  the 
donor  from  spreading  the  disease  in  other  ways. 

In  1992  the  Connecticut  State  Medical  Society  Com- 
mittee on  Organ  and  Tissue  Transfers  presented  its  first  set 
of  recommendations  on  transfusion-transmitted  diseases. 1 
Based  on  the  changing  risks  of  transfusion  transmitted 
disease,  the  Connecticut  State  Medical  Society  Commit- 
tee on  Organ  and  Tissue  Transfers  has  issued  these  addi- 
tional recommendations: 

1 . Transfuse  patients  only  when  clinically  indicated. 

2.  Use  autologous  blood  and  programs  designed  to 
limit  allogeneic  blood  exposures  whenever  appro- 
priate. 

3.  Obtain  a transfusion  history  from  all  patients  at  the 
time  of  routine  health  visits  in  order  to  identify  those 
who  may  be  at  greater  risk  of  transfusion  transmitted 
disease. 

4.  Evaluate  and,  when  appropriate,  offer  testing  for 
selected  transfusion  transmitted  disease  markers  to 
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Table  1, 

— Current  Risk  of  Transfusion 

Test 

Date  Introduced 

Type  of  Test 

Current  Risk 
(per  unit)* 

Syphilis 

1920s 

Antibody  test  for  syphilis, 
surrogate  test  for  other  sexually 
transmitted  diseases. 

< 1/1,000,000 

HBsAg 

1971 

Antigen  and  antibody  test  for  hepatitis  B 

1/200,000 

Anti-HBc 

1987 

Test  for  hepatitis  B 

HTLV-I 

1989 

Antibody  test  for  HTLV  I 

1/50,000 

HIV 

1985  HIV  1 
1992  HIV  1/2 

Antibody  test  for  HIV 

1/225,000 

HCV 

1990  HCV  1.0 
1992  HCV  2.0 

Antibody  test  for  hepatitis  C 

1/6,600 

* The  risk  of  transfusion  in  a given  recipient  is  related  to  the  number  of  transfused  blood  components  (whole  blood, 

red  blood  cells,  platelets,  cryoprecipitate,  and  plasma). 
Adapted  from  reference  5.  Used  with  permission. 

patients  who  have  been  transfusion  recipients.  The 
following  suggestions  should  guide  clinical  decision 
making: 

a.  Hepatitis  C (non- A,  non-B  hepatitis),  hepatitis 
B,  and  HIV  1 represent  the  most  significant 
diseases  transmitted  by  transfusion. 

b.  Individuals  transfused  prior  to  implementation 
of  routine  testing  of  the  blood  supply  for  these 
infectious  agents,  and  individuals  who  receive 
large  numbers  of  transfusion  exposures,  are  at 
greater  risk  of  exposure  and  should  be  strongly 
considered  for  evaluation.  Patients  transfused 
after  the  implementation  of  these  tests  are  at 
significantly  lower  risk  of  disease  transmission 
and  screening  in  the  absence  of  symptoms  should 
be  considered  only  in  unusual  circumstances. 
However,  physicians  should  be  alert  to  current 
risks  of  transfusion  transmitted  diseases  and 
recognize  the  symptoms  that  may  indicate  past 
transfusion  disease  transmission. 

5.  Cooperate  fully  with  the  Red  Cross/Hospital 
“Lookback”  programs.  Notification,  counseling,  and 
testing  of  recipients  of  blood  components  identified 
through  the  “Lookback”  programs  is  almost  always 
indicated. 

6.  Report  cases  of  transfusion  transmitted  diseases  to 
the  state  health  authorities  and  hospital  blood  banks. 
Hospital  blood  banks  will  then  report  these  cases  to 
the  Red  Cross  or  other  blood  collection  centers. 
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To  Someone 
Who  Stutters, 
It’s  Easier  Done 
Than  Said. 

The  fear  of  speaking  keeps  many  people 
from  being  heard.  If  you  stutter  or  know  someone 
who  does,  write  or  call  for  our  free  informative 
brochures  on  prevention  and  treatment  of 
stuttering. 


I 

Stuttering 

FOUNDATION 

of  America 

■ 

FORMERLY  SPEECH  FOUNDATION  OF  AMERICA 

A Nonprofit  Organization 
Since  1947 — 

Helping  Those  Who  Stutter 

P.O.  Box  11749 
Memphis,  TN  38111-0749 

1-800-992-9392 


CURRENT  TRENDS 


Medical-Care  Expenditures 
Attributable  to  Cigarette  Smoking — 
United  States,  1993 


CIGARETTE  smoking  is  the  most  important  prevent- 
able cause  of  morbidity  and  premature  mortality  in 
the  United  States;  however,  approximately  48  million 
persons  aged  18  years  are  smokers,  1 and  approximately 
24  billion  packages  of  cigarettes  are  purchased  annually.2 
Each  year,  approximately  400,000  deaths  in  the  United 
States  are  attributed  to  cigarette  smoking3  and  costs  asso- 
ciated with  morbidity  attributable  to  smoking  are  substan- 
tial.4 To  provide  estimates  for  1993  of  smoking-attribut- 
able costs  for  selected  categories  of  direct  medical-care 
expenditures  (ie,  prescription  drugs,  hospitalizations,  phy- 
sician care,  home-health  care,  and  nursing  home  care),  the 
University  of  California  and  CDC  analyzed  data  from  the 
1987  National  Medical  Expenditures  Survey  (NMES-2) 
and  from  the  Health  Care  Financing  Administration 
(HCFA).  This  report  summarizes  the  results  of  the  analy- 
sis. 

The  NMES-2  is  a population-based  longitudinal  survey 
of  the  civilian,  noninstitutionalized  U.S.  population.5  A 
cohort  of  35,000  persons  in  14,000  households  was  se- 
lected for  face-to-face  interviews  four  times  during  Feb- 
ruary 1987-May  1988.  Respondents  provided  data  about 
sociodemographic  factors,  health  insurance  coverage,  use 
of  medical  care,  and  medical-care  expenditures.  Informa- 
tion also  was  collected  about  self-reported  health  status 
and  health-risk  behaviors  including  smoking,  safety-belt 
nonuse,  and  obesity.  The  Medical  Provider  Survey,  a 
supplement  to  NMES-2,  provided  confirmation  of  self- 
reported  medical-care  costs  and  supplied  information 
about  costs  that  survey  respondents  were  unable  to  report. 

To  estimate  costs  attributable  to  smoking,  respondents 
were  categorized  as  never  smokers,  former  smokers  with 
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less  than  15  years’  exposure,  former  smokers  with  15  or 
more  years’  exposure,  and  current  smokers.  First,  the 
effect  of  smoking  history  on  the  presence  of  smoking- 
related  medical  conditions  (ie,  heart  disease,  emphysema, 
arteriosclerosis,  stroke,  and  cancer)  was  determined.  Sec- 
ond, for  each  of  the  medical-care  expenditure  categories, 
the  probability  of  having  any  expenditures  and  the  level  of 
expenditures  were  estimated  as  a function  of  smoking, 
medical  conditions,  and  health  status.6  All  models  con- 
trolled for  age,  race/ethnicity,  poverty  status,  marital  sta- 
tus, education  level,  medical  insurance  status,  region  of 
residence,  safety-belt  nonuse,  and  obesity.  Data  were 
weighted  to  project  the  estimated  costs  of  smoking-attrib- 
utable medical  care  to  the  noninstitutionalized  U.S.  popu- 
lation. These  costs  were  then  adjusted  for  1993  by  apply- 
ing the  category-specific  smoking-attributable  percentages 
to  national  health-care  expenditure  data  for  1993  reported 
by  HCFA.7  Nursing-home  costs  were  estimated  by  apply- 
ing the  smoking- attributable  percentage  of  hospital  ex- 
penditures for  persons  aged  65  years  to  total  nursing- 
home  expenditures  reported  by  HCFA.  Costs  of 
smoking-attributable  medical  care  also  were  categorized 
by  source  of  payment  (ie,  self-pay,  private  insurance, 
Medicare,  Medicaid,  other  federal,  other  state,  and  other). 

In  1987,  the  total  medical-care  expenditures  for  the  five 
expense  categories  reported  on  NMES-2  was  $308.7  bil- 
lion; of  this  total,  an  estimated  $21.9  billion  (7.1%)  was 
attributable  to  smoking  (Table  1).  Hospital  expenses  ac- 
counted for  most  ($11.4  billion)  costs  attributable  to 
smoking,  followed  by  ambulatory  physician  care*  ($6.6 
billion)  and  nursing-home  care  ($2.2  billion).  Public  fund- 
ing (ie,  Medicare,  Medicaid,  and  other  federal  and  state 


includes  hospital-based  outpatient  and  emergency  care  and  care  in 
physicians’  offices. 
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Table  1. — Amount*  and  Percentage  of  Total  Medical-Care  Expenditures  Attributable  to  Cigarette  Smoking, 
by  Age  Group  and  Expenditure  Category — United  States,  1987f 

Age  Physician§  Prescription  drugs  Hospital  Home-health  care'ft  Nursing-home  care  Total 


group  (yrs) 

Amount 

(%) 

Amount 

(%) 

Amount  (%) 

Amount 

(%) 

Amount 

(%) 

Amount 

(%) 

19-64 

$5,185 

(8.3) 

$224 

(1.8) 

$ 6,995  (8.2) 

$ 371 

(4.9) 

NA** 

— 

$12,775 

(7.6) 

65 

$1,439 

(5.9) 

$303 

(3.9) 

$ 4,358  (6.6) 

$ 861 

(8.6) 

$2,156 

(6.6) 

$ 9,117 

(6.5) 

Total 

$6,624 

(7.7) 

$527 

(2.6) 

$11,353  (7.5) 

$1,232 

(7.0) 

$2,156 

(6.6) 

$21,892 

(7.1) 

*In  millions.  Based  on  reported  medical-care  expenditures  of  $308.7  billion  during  1987. 
f Weighted  data. 

§lncludes  hospital-based  outpatient  and  emergency  care  and  care  in  physicians’  offices, 
f Includes  Medicare-  and  Medicaid-certified  services  and  other  reported  services. 

**Not  applicable. 


Table  2. — Amount*  and  Percentage  of  Total  Medical-Care  Expenditures  Attributable  to  Cigarette  Smoking, 
by  Age  Group  and  Source  of  Payment — United  States,  1987f 

Private 

Age  Self  pay  insurance  Medicare 

group  (yrs)  Amount  (%)  Amount  (%)  Amount  (%) 

Medicaid 
Amount  (%) 

Other  federal 
Amount  (%) 

Other  state 
Amount  (%) 

Other 

Amount  (%) 

Total 

Amount  (%) 

19-64 

$2,274  (17.8)  $6,119  (47.9)  $ 728  (5.7) 

$1,086  (8.5) 

$1,571  (12.3) 

$600  (4.7) 

$396  (3-1) 

$12,775  (100) 

65 

$2,325  (25.5)  $1,185  (13.0)  $3,756  (41.2) 

$1,158  (12.7) 

$ 520  (5.7) 

$ 91  (1.0) 

$ 82  (0.9) 

$ 9,117  (100) 

Totals 

$4,599  (21.0)  $7,304  (33.4)  $4,485  (20.4) 

$2,244  (10.2) 

$2,091  (9.5) 

$692  (3.2) 

$478  (2.2) 

$21,892  (100) 

*In  millions. 

•(•Weighted  data. 

§Numbers  may  not  add  to  totals  because  of  rounding. 

sources)  paid  for  43.3%  of  the  medical-care  expenditures 
attributable  to  smoking  (Table  2).  The  distribution  of 
expenditures  by  source  of  payment  varied  substantially  by 
age  group.  For  persons  aged  65  years,  public  funding 
accounted  for  60.6%  of  smoking- attributable  costs,  com- 
pared with  31.2%  for  persons  aged  <65  years. 

When  the  smoking-attributable  percentages  derived 
from  NMES-2  were  applied  to  HCFA  national  health-care 
expenditure  data,6  estimated  smoking-attributable  costs 
for  medical  care  in  1993  were  $50.0  billion.  Of  these  costs, 
$26.9  billion  were  for  hospital  expenditures,  $15.5  billion 
for  physician  expenditures,  $4.9  billion  for  nursing-home 
expenditures,  $1.8  billion  for  prescription  drugs,  and  $900 
million  for  home  health-caref  expenditures. 

Reported  by:  J.C.  Bartlett,  School  of  Public 

Health,  L.S.  Miller,  Ph.D.,  School  of  Social  Welfare, 
University  of  California- Berkeley;  D.P.  Rice,  Sc.D.,  W.B. 
Max,  Ph.D.,  Institute  for  Health  and  Aging,  University  of 
California — San  Francisco.  Office  on  Smoking  and  Health, 
National  Center  for  Chronic  Disease  Prevention  and 
Health  Promotion;  Public  Health  Practice  Program  Of- 
fice, CDC. 

fin  1993,  HCFA  excluded  all  but  Medicare-  and  Medicaid-certified 
care  in  this  category. 


Editorial  Note:  The  findings  in  this  report  indicate  that 
cigarette  smoking  accounts  for  a substantial  and  prevent- 
able portion  of  all  medical-care  costs  in  the  United  States. 
For  each  of  the  approximately  24  billion  packages  of 
cigarettes  sold  in  1993,  approximately  $2.06  was  spent  on 
medical  care  attributable  to  smoking.  Of  the  $2.06,  ap- 
proximately $0.89  was  paid  through  public  sources. 

From  1987  to  1993,  the  more  than  two-fold  increase  in 
estimated  direct  medical-care  costs  attributable  to  smok- 
ing primarily  reflects  the  substantial  increase  in  medical- 
care  expenditures  during  this  period.7  In  addition,  the  1 993 
HCFA  estimate  of  national  health-care  expenditures  in- 
cluded expenses  not  covered  by  NMES-2  (eg,  hospitaliza- 
tion and  other  medical-care  costs  for  persons  too  ill  to 
respond  to  NMES-2). 

This  analysis  controlled  for  potential  confounders  such 
as  sociodemographic  status,  health  insurance  status,  and 
risk  behaviors  other  than  smoking.  Previous  estimates 
assumed  the  difference  in  medical-care  use  between  smok- 
ers and  nonsmokers  was  primarily  attributable  to  smoking 
and  did  not  account  for  other  associated  risk  factors  that 
may  result  in  excessive  medical  expenditures.4 

The  smoking-attributable  costs  described  in  this  report 
are  underestimated  for  two  reasons.  First,  the  cost  esti- 
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mates  do  not  include  all  direct  medical  costs  attributable 
to  cigarette  smoking  (eg,  bum  care  resulting  from  ciga- 
rette-smoking-related fires,  perinatal  care  for  low- 
birthweight  infants  of  mothers  who  smoke,  and  costs 
associated  with  diseases  caused  by  exposure  to  environ- 
mental tobacco  smoke).  Second,  the  indirect  costs  of 
morbidity  (eg,  due  to  work  loss  and  bed-disability  days) 
and  loss  in  productivity  resulting  from  the  premature 
deaths  of  smokers  and  former  smokers  were  not  included 
in  these  estimates.  In  1990,  estimated  indirect  losses 
associated  with  morbidity  and  premature  mortality  were 
$6.9  billion  and  $40.3  billion,  respectively;3  these  esti- 
mates suggest  that  the  total  economic  burden  of  cigarette 
smoking  is  more  than  twice  as  high  as  the  direct  medical 
costs  described  in  this  report. 
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A child  cries  for 
food.  We  doctors 
must  answer. 

World  hunger  is  an 
ever-present  scourge  that  claims 
35,000  lives  each  day. 


Physicians  Against  World  Hunger  (PAWH)  is  a 
non-profit,  tax-exempt  organization,  founded 
by  physicians  to  defend  the  basic  human  right 
to  food.  In  partnership  with  well  recognized 
and  reputable  organizations  PAWH  supports 
hunger  projects  throughout  the  world. 


Together  physicians  must  bring  an  end  to  world 
hunger.  We  are  sworn  to  protect  human  life. 
When  people  dying  of  hunger  cry  out  for  help, 
we  must  respond.  — Please  join  us. 


Physicians  Against  World  Hunger 

# 2 Stowe  Road , Peekskill,  NY  10566  (914)  737-8570 


□ YES  I wish  to  join  PAWH  in  the  struggle  to  end  world  hunger — enclosed  is  my  contribution. 


□ $50  a $100 

□ $250 

□ $500 

□ Other 

NAME  PLEASE  PRINT 

ADDRESS 

CITY 

STATE 

ZIP 

SIGNATURE 

Please  forward  your  tax  deductible  contribution  to  Physicians  Against  World  Hunger  # 2 Stowe  Road,  Peekskill,  NY  1 0566 


The  Miraculous  Willow  Tree 

STANLEY  M.  ARONSON,  M.D. 


IN  1638  the  wife  of  the  Spanish  governor  of  Peru,  the 
Countess  of  Chinchon,  was  taken  gravely  ill.  The  treat- 
ment provided  for  her — a decoction  made  from  the  bark  of 
a local  tree — was  admittedly  a desperate  measure.  This 
new  therapy  succeeded,  however,  and  the  news  of  the 
suppression  of  her  quotidian  fevers  spread  to  Spain  and 
beyond.  In  time,  her  name  was  given  to  the  family  of  trees 
(Cinchona)  from  which  this  unique  bark  came.  The  medi- 
cation rapidly  became  a popular  therapy  in  the  Old  World, 
not  only  for  malaria  but  for  all  manner  of  agues,  intermit- 
tent, relapsing  or  hectic.  Its  rapid  dissemination  in  Europe 
was  accomplished  by  the  Jesuit  brotherhood  (and  hence  its 
alternate  name,  Jesuit  bark).  The  essential  alkaloid  within 
the  bark  was  called  quinquina,  or  in  English,  quinine. 

By  the  18th  century,  the  supply  of  this  rare  and  expen- 
sive antipyretic  was  near  exhaustion.  The  natural  habitat 
of  the  cinchona  trees  was  confined  to  the  Andean  wilder- 
ness of  Peru,  Ecuador,  Bolivia  and  Colombia;  further- 
more, the  bark  was  difficult  to  harvest  because  these  trees 
grew  singly  or  in  widely  separated  clusters.  Wasteful  bark 
collection  techniques  finally  led  to  perilously  diminished 
numbers  of  cinchona  trees.  Numerous  European  govern- 
ments then  undertook  to  transplant  young  cinchona  sap- 
lings (particularly  C.  succirubra)  to  sites  more  suitable  for 
the  economic  harvesting  of  the  red  bark.  By  the  mid- 19th 
century,  cinchona  trees  had  adapted  admirably  to  their 
new  locations  and  immense  stands  flourished  in  India, 
Ceylon  and  Java  becoming,  for  a while,  the  main  source  of 
quinine.  Quinine  was  synthesized  in  1944  thus  eliminat- 
ing the  need  for  the  cinchona  farms  of  Asia. 


STANLEY  M.  ARONSON,  M.D.,  Editor-in-Chief,  Rhode  Island 
Medicine.  Reprinted  with  permission  from  Rhode  Island  Medicine.  June 
1994,  Vol.  77,  No.  6,  pp.  159-61. 


The  interval  of  quinine  scarcity  in  the  18th  century 
encouraged  European  naturalists  to  seek  substitutes  for 
the  cinchona  tree.  They  tested  the  barks — and  other  ele- 
ments— of  many  local  trees  looking  for  quinine-like  sub- 
stances. In  1757,  the  Reverend  Edward  Stone,  an 
Oxfordshire  clergyman  with  an  intuitive  gift  for  clinical 
trials,  joined  the  quest  for  botanical  febrifuges.  The  bark 
of  the  English  willow  tree  ( Salix  alba ) impressed  him  with 
its  intensely  bitter  quality,  reminiscent  of  the  taste  of  the 
prohibitively  costly  Peruvian  bark.  For  six  years  he  tested 
the  effects  of  willow  bark  extract  upon  a variety  of  fevers 
and  on  April  25,  1763,  he  submitted  his  comprehensive 
findings  to  the  Royal  Society.  (“There  is  a bark  of  an 
English  tree  which  I have  found  by  experience  to  be  a 
powerful  astringent,  and  very  efficacious  in  curing  aguish 
and  intermitting  disorders.”) 

A half  century  later,  Buchner,  in  Germany,  isolated  an 
active  glucoside  from  willow  bark,  calling  it  salicin  (after 
the  willow  genus  Salix).  In  1838,  further  labors  by  the 
chemist,  Piria,  culminated  in  the  purification  and  identifi- 
cation of  salicylic  acid  as  the  antipyretic  element  within 
salicin. 

Yet  other  plants  were  now  tested  and  it  was  found  that 
bark  from  the  Spireae  family  of  shrubs  (meadowsweets) 
also  yielded  an  oil  containing  salicylates.  The  German 
chemists  called  this  Spirsaure  (ie,  the  acid  from  Spireae). 
The  methyl  ester  of  salicylic  acid  (called  oil  of  winter- 
green)  was  isolated  in  1844. 

Purified  salicylic  acid  proved  to  be  somewhat  toxic,  but 
its  sodium  salt  was  found  to  be  more  readily  tolerated  by 
mouth  and  effective  in  suppressing  fevers  as  well  as  the 
symptoms  of  acute  rheumatism.  But  even  sodium  salicy- 
late produced  sufficient  side  effects  to  justify  the  continu- 
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ing  search  for  more  acceptable  salicylates.  Felix  Hoffman, 
an  organic  chemist  at  the  Bayer  factory  in  Germany,  tried 
acetylsalicylic  acid  on  his  ailing  father  and  was  impressed 
with  its  superiority  over  the  sodium  salt.  (Acetylsalicylic 
acid  actually  had  been  synthesized  some  50  years  before 
Hoffman’s  attempt,  but  it  had  never  been  tried  clinically.) 
Bayer,  appreciating  the  marketing  potential  of  this  novel 
form  of  salicylate,  devised  a new  name  for  it,  selecting 
initials  from  the  product’ s German  name  (acetvlspirsaiire) 
and  adding  the  chemical  suffix  -in  to  coin  the  new  name, 
aspirin.  The  medicinal  uses  of  pure  salicylic  acid,  today, 
are  confined  to  such  tasks  as  the  removal  of  external  warts 
and  corns. 

Despite  the  commercial  success  of  aspirin,  the  screen- 
ing persisted  for  other  variants  of  salicylic  acid,  and  within 
years,  newer  salicylate  derivatives  emerged.  The  aniline- 
linked  salicylate  acetanilide  proved  too  toxic  (particularly 
on  bone  marrow-  but  its  byproduct,  acetaminophen,  was 
demonstrated  to  be  an  excellent  antipyretic  (known  now 
under  such  commercial  names  as  Excedrin,  Phenaphen, 
Dristan,  and  Tylenol).  Tylenol,  incidentally,  obtains  its 
name  from  the  siglum  of  N-acetyl-p-aminophenol  (an 
intermediate  breakdown  product  of  acetaminophen). 

Today,  60,000  tons  of  aspirin  are  consumed  by  Ameri- 
cans each  year.  Assuming  equal  distribution,  this  amounts 
to  an  impressive  140  tablets  per  person  annually.  Were  it 
not  for  the  fact  that  aspirin  is  now  commercially  synthe- 
sized, an  equally  impressive  number  of  willow  trees 
would  need  be  sacrificed  to  fulfill  this  demand. 

The  distinction  between  discovery  and  dissemination 
must  be  recognized.  Native  Peruvians  exploited  the 


antipyretic  action  of  cinchona  bark  centuries  before  the 
Spanish  arrived  on  the  west  coast  of  South  America.  So, 
too,  were  the  medicinal  properties  of  willow  bark  re- 
corded long  before  Stone’s  careful  studies.  Indeed,  his 
notes  indicate  that  it  was  a “local  folk  remedy,”  which 
initially  prompted  him  to  study  willow  bark. 

The  eminent  13th-century  Persian  physician,  Al- 
Samarqandi,  wrote  numerous  texts  on  disease  etiology, 
but  his  most  enduring  contribution  was  his  Medical  For- 
mulary representing  a summation  of  pharmacologic  infor- 
mation known  to  the  Arab  world.  His  analect  describes  the 
Egyptian  willow  (S.  aegyptfaca)  and  its  merit  in  making 
poultices  and  decoctions.  He  also  comments  that 
Maimonides  and  other  contemporary  physicians  had  em- 
ployed the  weeping  willow  ( S . babylonica ) for  the  treat- 
ment of  migraine  and  other  headaches.  Rufinus,  the  early 
medieval  age  physician,  also  mentions  the  therapeutic 
value  of  the  Salix  trees.  Even  more  remotely,  the  1st- 
century  Greek  physician  and  author  of  a widely  employed 
materia  medica,  Dioscorides,  noted  that  willow  bark  pro- 
vides an  excellent  astringent  for  iliaca  passio  (pelvic 
pain?)  and,  as  a decoction,  a fine  remedy  for  the  gout. 

Are  antipyretic  salicylates  confined  just  to  the  willow 
trees  and  spirea  shrubs?  In  somewhat  lesser  concentra- 
tions, they  are  readily  demonstrated  in  the  barks  of  poplar 
trees  and  other  species.  Lt.  Col.  Charles  C.  Brown,  an 
American  army  physician  who  accompanied  the  Ameri- 
can prisoners  of  war  during  the  infamous  Bataan  death 
march  of  1942,  describes  the  utter  lack  of  medications  for 
the  treatment  of  his  fellow  prisoners.  An  aqueous  extract 
of  the  bark  of  the  Philippine  guava  tree  ( Psidium  guajava) 
provided  him  with  a primitive  fever-suppressing  solution, 
which,  in  his  judgment,  saved  many  lives  during  those 
trying  months. 

Aspirin,  through  near  universal  usage,  was  assumed  to 
be  an  unsophisticated  medication,  one  step  removed  from 
a placebo.  It  became  the  butt  of  humor  in  the  oft-repeated 
line:  “Take  two  aspirins  and  call  me  in  the  morning.” 
During  the  last  three  decades,  however,  this  inconsequen- 
tial drug  has  been  shown  to  be  substantially  more  than  a 
mere  headache  suppressant  or  antipyretic.  Aspirin  pos- 
sesses astonishing  capacities  in  modifying,  among  other 
physiologic  systems,  prostaglandin  activity  and  in  so 
doing  lessens  the  risks  of  cardiovascular  and  cerebrovas- 
cular disease.  The  line,  no  longer  flippant,  is  now:  “take  an 
aspirin  every  other  day  and  diminish  significantly  your 
likelihood  of  myocardial  infarction  and  stroke.” 
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Death,  Dying,  and  Assisted  Suicide 


RAMA  P.  COOMARASWAMY,  M.D. 


Editor’s  note:  The  following  article  by  Dr.  Rama  P.  Coomaraswamy  represents  the  personal  opinions  of  a surgeon,  drawn 
from  years  of  experience  and  interpreted  against  a background  of  deeply-held  personal  beliefs.  Before  lawyers,  legislators, 
and  professional  activists  seize  upon  these  issues  with  their  almost  unlimited  potential  for  mischief,  other  physicians  and 
health  professionals  are  invited  to  express  their  opinions  about  their  roles  in  caring  for  patients  at  the  end  of  life. 

Robert  U.  Massey,  M.D. 


THE  current  literature,  both  medical  and  lay,  is  suf- 
fused with  opinions  about  death,  dying,  and  assisted 
suicide — much  of  it  written  by  individuals  with  little  or  no 
clinical  experience.  The  thoughts  and  opinions  of  an 
individual  who  has  practiced  general,  thoracic,  and  car- 
diovascular surgery  for  over  30  years  may  be  of  interest  in 
this  escalating  debate. 

Many  writers  are  subject  to  the  impression  that  terminal 
cancer  is  always  and  inevitably  a painful  affliction.  Pic- 
tures of  agonizing  and  uncontrollable  pain  are  used  to 
justify  assisted  suicide.  In  the  practice  of  surgery  for  over 
30  years,  I have  never  had  a terminal  patient  whose  pain 
could  not  be  relieved  by  means  of  medication.  I am  sure 
that  such  exist,  but  they  must  be  rare.  Lest  some  suggest 
that  my  experience  is  limited,  allow  me  to  state  that  I was 
in  medical  practice  before  the  fragmentation  of  specialties 
shunted  terminal  care  into  the  hands  of  oncologists,  that 
my  experience  ranged  over  the  entire  field  of  cancer 
surgery,  and  that  even  after  it  was  common  practice  to 
refer  surgically-incurable  patients  to  other  specialties, 
many  of  my  patients  returned  to  me  for  terminal  care.  Let 
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it  also  be  clear  that  I am  not  stating  that  terminal  patients 
do  not  suffer.  All  I am  stating  is  that  in  most,  if  not  all 
cases,  the  suffering  due  to  pain  can  be  adequately  and 
completely  eliminated.  So  much  has  this  been  the  case  that 
I have  been  able  to  promise  my  terminal  patients  that  when 
living  was  no  longer  worth  the  effort,  I would  put  them  in 
the  hospital  and,  once  they  had  seen  their  “spiritual-care 
provider”  (shades  of  “health-care  providers”),  I would  not 
prolong  the  dying  process  (often  incorrectly  called  “pro- 
longing life”)  and  would  keep  them  pain  free.  It  has  been 
a promise  which,  to  the  best  of  my  knowledge,  I have 
never  failed  to  fulfill. 

Lest  this  statement  be  surprising,  allow  me  to  quote  Dr. 
Saunders’  work  which  has  been  referred  to  in  The  New 
Harvard  Guide  to  Psychiatry  (Nicholi): 

When  Saunders  documented  the  exact  incidence  of 
practical  problems  in  terminal  cancer  at  St.  Joseph's 
Hospital  in  London,  she  found  that  the  three  most  com- 
mon complaints  were  nausea  and  vomiting,  shortness  of 
breath,  and  dysphagia.  It  was  striking  that  pain  did  not 
appear  high  on  the  problem  list:  with  proper  medication 
about  90%  of  her  patients  remained  pain  free. 

There  is  considerable  and  possibly  deliberate  confusion 
in  the  literature  between  what  is  called  “active”  and 
“passive”  euthanasia.  Active  euthanasia  means  actively 
killing  a patient.  Passive  euthanasia  means  allowing  a 
patient  to  die.  There  is  a world  of  difference  between  the 
two.  Actively  and  with  full  intention  to  kill  another  indi- 
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vidual,  even  though  it  is  done  by  the  Kavorkian  method,  is 
murder.  Physicians,  except  perhaps  in  Nazi  Germany, 
have  throughout  history  rejected  such  a role.  Passive 
euthanasia  is  a misnomer — it  is  not  euthanasia  at  all,  but 
rather  a matter  of  allowing  nature  to  take  its  course  without 
interference.  As  an  older  generation  of  physicians  used  to 
say,  “pneumonia  is  the  old  man’s  friend.”  Giving  a patient 
large  doses  of  pain  medications  may  shorten  his  or  her 
life — as,  for  example,  when  mild  respiratory  depression 
leads  to  a pulmonary  infection  that  one  elects  (with  the 
patient’s  and  family’s  concurrence)  not  to  treat.  It  is  the 
principle  of  primary  intent  and  secondary  effect  that 
makes  the  difference.  In  order  to  clarify  this  distinction, 
consider  the  patient  who  is  given  clozapine  (assuming 
proper  indications  and  so-called  “informed  consent”)  and 
who  develops  agranulocytosis  that  proves  fatal.  The  legal 
system  apart,  the  physician  involved  would  never  be 
accused  of  killing  the  patient.  Or  as  another  example,  a 
surgeon  performs  an  appendectomy  on  a pregnant  patient 
who  subsequently  aborts;  the  surgeon  is  not  guilty  of 
performing  an  abortion. 

Allow  me  to  paint  a clinical  picture  which  is  fairly 
typical  in  practice.  In  passing,  let  me  also  point  out  that  an 
individual  such  as  Dr.  Kavorkian,  who  is  a pathologist  and 
not  a clinician,  would  almost  certainly  not  be  familiar  with 
such  examples. 

The  terminal  patient  has  been  admitted  to  the  hospital 
floor  for  the  last  time.  She  is  placed  in  “the  single-bed 
room”  at  the  end  of  the  hall  reserved  for  those  with  severe 
infections,  high  levels  of  radioactivity,  or  terminal  dis- 
ease. DNR  (do  not  resuscitate)  is  placed  over  the  door. 
Daily  rounds  are  made.  Younger  patients  with  curable  or 
interesting  diseases  are  visited  and  examined,  but  when 
the  house  staff  comes  to  this  patient’s  room,  if  they  stop 
at  all,  it  is  to  wave  briefly  and  rush  away.  As  a case,  such 
an  individual  is  no  longer  of  interest — she  is  one  of 
medicine’s  failures.  No  effort  is  made  to  see  if  the  patient 
is  comfortable.  The  movement  of  bowels,  dehydration, 
and  bedsores  are  not  checked.  In  similar  manner,  the 
nurses,  aides,  and  medical  students  all  avoid  either  exam- 
ining or  talking  to  the  patient.  The  family  rarely  visits  and 
then  only  for  a few  minutes — they  have  been  through  the 
long  course  of  illness  and  are  weary.  The  patient  has  for 
all  intents  and  purposes  been  abandoned  by  physician, 
staff,  and  acquaintances. 

Orders  are  written  by  the  medical  student  whose  famil- 
iarity with  pain  medications  is  necessarily  limited  and 
who  has  been  brought  up  on  an  educational  diet  that 
stresses  the  addictive  quality  of  narcotics.  God  forbid  that 
the  terminal  patient  should  have  addiction  added  to  her 
woes.  Despite  the  fact  that  it  is  well  known  that  terminal 
patients  can  self-administer  their  pain  medications — 
usually  at  lower  doses — better  than  medical  personnel, 
rarely  are  they  given  the  opportunity  to  do  so.  I cannot 


begin  to  count  the  number  of  times  I have  insisted  that  the 
nurse  give  a patient  pain  medication  now,  and  not  when 
she  makes  medication  rounds. 

But  the  opposite  can  also  happen.  As  evening  wears  on 
and  darkness  closes  in,  our  frightened  and  abandoned 
patient  begins  to  groan.  Cries  of  “doctor”  and  “nurse” 
become  annoying  and  keep  the  healthier  patients  awake. 

An  immediate  assumption  is  made  that  the  cause  is  pain. 
PRN  (on  demand)  pain  medications  have  been  ordered 
and  the  nurse  comes  in  to  give  her  a shot.  Rarely  does  the 
nurse  ask  what  the  patient  really  wants.  How  often  it  is 
something  as  simple  as  changing  the  sheets  because  the 
bedpan  was  not  brought  when  requested — and  the  patient 
was  too  weak  and  exhausted  to  maintain  bladder  control. 
The  shot  takes  effect  and  30  minutes  later  the  patient  is 
asleep.  Quiet  once  again  reigns  on  the  floor.  And  so  the 
patient  is  caught  on  the  horns  of  a dilemma.  Pain  relief  is 
frequently  inadequate  or  narcotics  are  inappropriately 
administered. 

There  are  those  who  will  claim  I have  painted  a highly 
exaggerated  picture  of  callousness  and  insensitivity.  Un- 
fortunately, it  has  been  my  experience  that  such  is  all  too 
often  the  case.  (My  own  experience  ranges  from  inner  city 
hospitals  in  the  Bronx  to  some  of  the  finest  hospitals  in 
Fairfield  County.)  There  are  of  course  exceptions  and 
many  mitigating  circumstances  that  vary  from  hospital  to 
hospital.  For  example,  nurses  now  are  so  committed  to 
paperwork  that  they  rarely  have  time  for  what  is  called 
“primary  nursing  care.”  The  net  effect  is  that  when  a 
patient  rings  the  bell,  it  is  usually  a nurse’s  aide  who 
responds — an  individual  with  inadequate  training  for  the 
task.  Y et  the  fact  remains  that  whenever  feasible,  I ordered 
private  nurses  whom  I personally  knew  for  my  postopera- 
tive and  terminal  patients — often  telling  the  family  that  it 
was  the  greatest  gift  they  could  give  a loved  one. 

Even  though  a patient  can  be  kept  pain  free,  this  by  no 
means  guarantees  she  will  not  suffer.  But  what  in  fact  is 
the  nature  of  this  suffering?  One  can  categorize  suffering 
as  being  on  three  levels— physical,  psychological,  and 
spiritual.  First  of  all  there  is  physical  suffering  resulting 
from  the  failure  to  be  sure  that  such  a mundane  thing  as 
adequate  pain  medication  is  given.  Then  there  is  the 
suffering  secondary  to  the  disease  or  treatment  process. 
What  is  often  forgotten  is  that  pain  medications  are  consti- 
pating and  patients  who  are  in  a weakened  condition 
because  of  their  illness  need  help  in  moving  their  bowels. 
Terminal  patients  frequently  get  dehydrated  and  have 
long  since  exhausted  their  venous  access  for  intravenous 
fluids.  Interventions  such  as  keeping  the  patient  adequately 
hydrated  by  means  of  a subclavian  line  or  Hickman 
catheter  are  frequently  seen  as  surgical  procedures  and 
therefore  rejected.  Yet  patients  are  eternally  grateful  for 
such  lines,  not  only  because  they  prevent  the  discomfort  of 
dehydration,  but  also  because  they  allow  for  the  drawing 
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of  blood  samples  (often  not  really  necessary,  but  God 
forbid  the  patient  should  die  out  of  electrolyte  balance) 
without  being  repeatedly  stuck.  The  placement  of  such 
lines  does  not  require  that  they  be  used  for  nutritional 
purposes.  Again,  few  things  are  more  disconcerting  to  a 
patient  and  family  than  the  inability  to  clear  secretions  that 
cause  the  death  rattle.  However,  gentle  intermittent 
suctioning  can  easily  relieve  this.  Mouth  care  is  often 
ignored.  Terminal  patients  rarely  have  the  energy  to  brush 
their  teeth.  Continuous  breathing  through  the  mouth  leads 
to  the  caking  of  secretions  over  the  entire  mucosal  surface. 
Wiping  out  a person’s  mouth  with  a damp  face  cloth  (not 
just  wiping  their  lips  with  lemon  sticks)  can  be  a source  of 
great  comfort.  There  are  obviously  hundreds  of  things  that 
can  be  done  to  make  a person’s  “passing”  more  comfort- 
able. One  hopes  that  when  one’ s own  time  comes  they  will 
not  be  forgotten. 

Psychological  suffering  is  harder  to  define  because  it 
borders  on  the  spiritual.  However,  within  this  category  I 
would  include  depression.  Many  terminal  patients — re- 
gardless of  whether  their  course  is  short  or  long — become 
depressed.  Our  society’s  vaunted  values — ”He  who  has 
the  most  toys  when  he  dies  wins” — obviously  excludes 
the  majority  from  departing  with  a sense  of  accomplish- 
ment. Broken  families  have  become  the  norm  and  tragic 
scenes  are  often  played  out  at  the  death  bed.  That  terminal 
illness  can  be  a time  for  reconciliation  is  often  forgotten 
and  relatives  have  to  be  instructed  in  the  need  to  forgive 
and  to  let  go.  Active  and  successful  individuals  often  feel 
their  usefulness  is  over  and  begin  to  see  themselves  as  a 
burden  on  survivors.  It  is  important  to  realize  that  medica- 
tions given  to  the  elderly  can  actually  be  the  cause  of 
depression;  for  example,  antihypertensives  given  to  the 
elderly  frequently  cause  impotence  which  is  experienced 
as  “castrating.”  And  finally,  there  is  frank  clinical  depres- 
sion which  frequently  goes  untreated  because  it  is  seen  as 
part  of  the  disease  process.  A recent  article  in  the  Con- 
necticut Medicine  describes  this  situation  in  a patient  with 
Alzheimer’s  disease  very  well.  Individuals  who  see  their 
independence  and  ability  to  function  slipping  away  under- 
standably are  subject  to  depression  and  can  be  greatly 
helped  with  appropriate  medications. 

Third  to  be  considered  is  spiritual  suffering.  It  has  been 
adequately  demonstrated  in  both  the  psychiatric  and  reli- 
gious literature  that  people  do  not  change  their  personali- 
ties on  the  approach  of  death — selfish  individuals  remain 
selfish  to  the  very  end.  Yet  faced  with  death  there  are  few 
if  any  who  do  not  have  a sense  of  dread.  Perhaps,  after  all, 
the  religious  teachings  of  our  childhood  are  correct? 
Perhaps  there  will  be  a judgment  of  some  sort — or  even 
worse — perhaps  there  is  nothing  but  an  abysmal  void. 
People  used  to  die  at  home  surrounded  by  praying  family 
and  friends  and  provided  with  the  consolations  of  religion. 


Now  they  die  in  sterile  hospitals,  narcotized  and  fre- 
quently alone  in  the  middle  of  the  night  with  the  television 
set  or  Muzac  blaring.  Clergy,  who  once  spent  time  with  the 
patient,  now  see  their  role  as  one  of  giving  psychological 
support  to  the  survivors.  (Funerals  have  frequently  be- 
come “happy  times”  that  deprive  survivors  of  the  psycho- 
logical need  to  mourn  and  to  bury  the  past.)  Yet  clinicians 
often  observe  that  it  is  the  truly  religious  whose  passing  is 
the  easiest  on  themselves  and  others.  The  most  difficult 
situations  I have  encountered  are  those  in  which  the 
patient  and  family  adamantly  believe  in  nothing. 

But  spiritual  preparation  for  a patient’s  passing  starts 
long  before  she  enters  the  final  phase.  It  is  here  that  a 
physician  can  play  a major  role — but  only  if  that  physician 
himself  has  come  to  terms  with  his  own  mortality.  In  the 
absence  of  clergy  willing  to  undertake  this  task,  the 
physician’ s role  becomes  even  more  important.  This  brings 
us  back  to  the  first  time  when  one  must  face  the  patient 
with  bad  news.  One  doesn’t  start  by  telling  the  patient 
everything,  but  rather  what  he  or  she  can  absorb.  Three 
things  are  essential:  (1)  One  never  lies  to  the  patient,  for 
how  can  a dying  patient  trust  a physician  who  lies? 
Families  may  ask  the  physician  not  to  tell  the  patient,  but 
can  usually  be  convinced  that  such  a stance  is  cruel.  It 
isolates  the  patient  who  intrinsically  knows  something  is 
wrong  and  can  “smell”  the  insincerity  of  those  who  deny 
it.  I have  never  known  a patient  who  is  dying  not  to  have 
some  awareness  of  the  fact.  It  further  prevents  the  person 
from  resolving  conflicts,  paying  debts,  and  putting  her 
affairs  in  order.  Muslim  patients  are  particularly  sensitive 
about  dying  in  debt.  Finally,  it  prevents  the  individual 
from  preparing  to  die  and  virtually  cuts  her  off  from  any 
available  spiritual  help.  How,  after  all,  can  a patient  talk  to 
her  pastor  about  death  when  assured  that  death  is  not  in  the 
offing?  Many  people  desire  a sudden  and  unexpected 
death.  It  may  surprise  those  brought  up  in  the  West  that 
other  cultures  consider  sudden  death  a tragedy.  Death  is 
seen  as  one  of  the  most  important  events  in  a person’s  life 
and  proper  preparation  for  it  is  considered  essential.  Tell- 
ing the  patient  the  truth  is  important  even  on  the  practical 
level.  I well  remember  a patient  who  was  not  informed  that 
he  had  lymphoma  because  the  physician  felt  it  was  a 
highly  curable  disease.  The  patient  did  well  for  several 
months  and  then  cashed  in  his  life  insurance  in  order  to 
expand  his  business.  He  then  developed  a recurrence 
which  was  unresponsive  to  therapy.  The  net  result  was  that 
his  business  fell  apart,  and  when  he  died,  his  life  was  left 
financially  destitute.  (2)  One  always  leaves  the  patient 
with  hope.  The  hope  for  remission  or  cure  is  never  false. 
Clinicians  well  know  the  impossibility  of  predicting  when 
an  individual  will  reach  the  end  of  his  course — every  bell- 
shaped curve  has  two  tails.  Medical  advances  are  always 
in  the  offing,  and  even  apart  from  what  science  may  have 
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to  offer,  we  have  all  seen  those  cases  of  spontaneous 
remission  that  cannot  be  explained.  Part  of  this  hope  may 
be  tied  to  prayer  and  pilgrimage.  The  physician  must 
remember  that  his  own  agnosticism  is  not  to  be  fostered  on 
the  patient.  Hence  it  is  that  I have  often  encouraged 
patients  who  raise  the  issue  to  visit  places  like  Lourdes  or 
Loretto.  Hindus,  Jews,  and  Moslems  also  have  locations 
where  they  may  seek  a cure.  Whatever  one  believes  about 
the  medical  effects  of  such  actions,  their  psychological 
benefits  can  be  immense.  (3)  I have  always  assured  the 
patients  that  I would  be  there  for  them.  Even  when  it 
becomes  necessary  to  pass  the  patient’s  care  on  to  another 
specialty,  I have  stressed  my  availability — especially  when 
they  have  the  need  to  talk.  Finally,  as  the  disease  progresses, 
always  depending  upon  what  the  patient  is  ready  to  hear, 
I have  shared  with  them  increasing  details  about  what  they 
are  going  through  and  what  they  can  expect.  Some  patients 
wish  to  investigate  alternative  methods  of  treatment.  I 
have  investigated  these  with  them  and  encouraged  them  to 
try  those  which  we  have  together  concluded  are  not  likely 
to  be  harmful.  For  example,  I well  remember  a patient  with 
terminal  cancer  of  the  lung  that  had  invaded  the  trachea, 
who  wished  to  get  vitamin  therapy  in  Bermuda.  His 
general  condition  was  quite  good  except  when  the  tumor 
encroached  on  his  ability  to  breathe.  As  he  was  living  out 
his  time  during  a dreary  winter  in  New  York  City,  I 
encouraged  him  to  go.  He  would  return  every  four  to  six 
weeks  for  laser  treatment  of  his  tracheal  tumor.  He  was, 
incidentally,  an  avid  golfer. 

Suffering  is  by  no  means  always  a curse — indeed  it  can 
be  a blessing.  It  recalls  to  us  our  frailty  and  when  pointing 
to  termination,  allows  us  to  reorient  our  lives  and  place 
first  things  first.  Interpersonal  relationships  have  often 
been  sacrificed  in  the  pursuit  of  economic  success  and  the 
warning  which  suffering  offers  allows  for  fences  to  be 
mended.  There  is  often  a fairly  long  period  after  the 
diagnosis  is  made  during  which  the  patient  is  asymptomatic. 
I usually  try  to  find  out  what  the  patient’ s life  long  “dream” 
has  been — a trip  to  the  place  of  his  birth — a cruise  with  his 
spouse  to  Alaska.  It  is  during  this  period  that  I encourage 
them  to  fulfill  such  dreams.  Those  who  take  advantage  of 
these  opportunities  have  a chance  to  reflect  on  their  lives 
and  round  patients  off  with  a certain  sense  of  fulfillment. 
It  is  far  easier  to  let  go  at  the  end  if  one’ s dreams  have  been 
fulfilled. 

Beware  the  family  that  wants  “everything  done”  for  the 
dying  relative.  They  are  often  those  who  have  failed  to 
keep  in  contact  during  the  illness  and  show  up  for  the 
terminal  event  suffused  with  guilt.  Fortunately  one  can 
usually  talk  them  into  a proper  and  supportive  attitude — 
but  clearly  one  cannot  win  every  battle.  Even  more  diffi- 
cult is  the  patient  who  wants  everything  done.  Usually 
such  an  individual  is  convinced  that  any  life,  no  matter 


how  difficult,  is  better  than  none.  Once  again,  one  must 
respect  the  patient’s  wishes.  And  again,  one  is  not  always 
free  to  use  one’s  best  judgment.  In  my  experience,  this 
rarely  happens  with  patients  one  has  walked  through  the 
course,  but  rather  those  that  one  sees  for  the  first  time 
because  their  own  physician  has  given  up.  They  are 
looking  for  the  miracle  no  physician  can  provide. 

Terminal  disease  can  be  a wonderful  opportunity  for  the 
patient.  The  way  in  which  he  faces  death  can  be  an 
example  to  the  family  that  is  remembered  with  fondness. 
I remember  a good  friend,  a physician,  who  wished  to 
commit  suicide  because  he  felt  his  life  was  a burden  on 
others.  I was  able  to  persuade  him  of  the  need  to  “play  the 
man”  for  the  sake  of  his  estranged  son.  During  the  last 
three  weeks  of  his  life,  he  and  his  son  became  reconciled. 
To  this  day  the  son  respects  and  admires  the  courage  with 
which  his  father  faced  the  end.  Suicide  would  have  left  his 
son  with  a very  different  memory.  We  must  remember  that 
suffering  is  part  of  the  human  condition.  It  is  not  the 
suffering,  but  what  we  do  with  it  that  is  important. 

The  story  of  the  Buddha  is  not  without  pertinence.  His 
father  had  been  warned  that  once  the  young  prince  became 
aware  of  death,  disease,  grief,  and  old  age,  he  would 
renounce  the  world  and  become  a monk.  The  father  did 
everything  possible  to  keep  knowledge  of  these  four 
things  from  his  son,  but  all  his  efforts  proved  impossible. 
And  indeed,  once  he  became  aware  of  them  he  did  re- 
nounce the  kingdom  and  enter  a spiritual  path.  Now,  a 
small  amount  of  reflection  makes  it  clear  that  despite 
utopian  imperatives,  mankind  can  never  create  a society  in 
which  death,  disease,  grief,  and  old  age  are  eliminated. 
Indeed,  such  a society,  supposing  it  were  possible,  might 
well  prove  to  be  a horror,  for  it  is  precisely  the  manner  in 
which  we  deal  with  these  issues  that  makes  us  human. 

It  is  clear  that  we  shall  all  grow  old  and  frail.  Physicians 
have  a particularly  difficult  time  with  facing  ineptitude 
because  they  are  so  invested  in  doing  for  others.  I am 
reminded  here  of  a personal  experience.  Some  years  ago 
I broke  an  ankle  and  was  restricted  to  bed  for  several  days. 
My  children,  who  had  had  a reasonably  comfortable 
existence  for  many  years,  suddenly  became  my  nurses, 
cleaning  bedpans  and  urinals.  I was  intensely  embarrassed 
by  this  and  thought  to  hire  a nurse.  Fortunately  I realized 
that  this  would  be  a mistake.  My  fracture  was  a wonderful 
opportunity  for  my  children  to  show  their  love — some- 
thing they  did  with  grace  and  thankfulness.  And  so  it  is  that 
illness  provides  others  with  a chance  to  do  for  us.  To 
deprive  others  of  the  opportunity  for  showing  love  is  both 
cruel  and  tragic.  We  all  have  ambivalence  towards  oth- 
ers— even  those  closest  to  us.  To  deprive  others  of  the 
opportunity  of  giving  is  to  force  them  to  hold  on  to  these 
ambivalent  feelings  when  resolution  is  no  longer  possible. 
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The  fact  that  I was  able  to  visit  weekly  with  my  mother 
when  she  was  dying  helped  her  greatly.  In  retrospect,  it 
helped  me  even  more. 

More  on  terminal  care.  What  guidelines  can  we  use  in 
order  to  know  where  to  draw  the  many  lines  we  are  forced 
to  draw?  I believe  these  can  be  summed  up  in  four  simple 
statements — unfortunately,  their  application  is  more  dif- 
ficult. But  first  the  statements: 

1 . Treat  every  patient  as  if  she  were  a member  of  your 
immediate  family.  Do  for  her  what  you  would  want 
done  for  your  own. 

2.  Be  sure  your  patient  has  had  the  opportunity  of 
seeing  his  spiritual  care  provider,  and  then  make 
sure  that  temiinal  care  is  comfortable  and  pain  free. 

3 . The  physician  must  develop  the  skill  of  determining 
the  patient's  and  family's  wishes  about  terminal 
care  without  placing  the  burden  of  guilt  on  them  for 
decisions  made.  The  physician  must  take  upon  his 
or  her  shoulders  the  "guilt''  for  deciding  to  "let  the 
patient  go.” 

4.  Remember  that  you  are  not  obliged  to  use  extraor- 
dinary means  to  keep  a patient  alive. 

The  problem  of  course  lies  in  what  one  means  by 
extraordinary  means.  The  use  of  a ventilator  in  a patient 
with  Guillain-Barre  syndrome  would  not  be  extraordinary 
means.  The  use  of  the  same  ventilator  in  a terminal  lung 
cancer  patient  would  be.  Nutritionally  feeding  a person 
who  is  temporarily  unable  to  eat  is  not  extraordinary 
means,  but  tube  feeding  a brain-dead  patient  is.  No  matter 
how  many  strictures  courts,  administrators,  or  well  mean- 
ing individuals  may  place  on  us.  in  the  last  analysis  it  is  the 
physician  who  must  make  the  call.  It  is  a call  shared  with 
patient  (when  possible),  the  family,  and  often  also  with 
their  minister.  Unfortunately  it  often  happens  that  extra- 
ordinary means  are  instituted  before  one  has  a full  knowl- 
edge of  the  patient*  s condition.  I remember  a case  from  30 
years  ago  when  I was  a chief  resident  in  thoracic  surgery. 
On  the  medical  service  a young  woman  with  widespread 
metastatic  inflammatory  cancer  of  the  breast  which  had 
failed  to  respond  to  every  form  of  therapy  had  a sudden 
cardiac  arrest  as  I was  walking  by.  I promptly  opened  her 
chest  and  removed  a large  pulmonary  embolus  from  her 
left  pulmonary  artery — the  once  well-known  Trandelen- 
berg  procedure.  Needless  to  say.  I was  rather  proud  of  this 
achievement.  The  medical  sendee  insisted  that  the  patient 
be  transferred  to  my  sendee.  She  lived  for  another  three 
months  and  cursed  me  even  day  for  having  pulled  her 
through.  I like  to  think  she  forgave  me  before  she  died. 

Patients  placed  on  the  ventilator  inappropriately,  ie, 
when  in  fact  they  are  brain  dead  or  have  clearly  terminal 
disease,  can  be  dealt  with  kindly.  There  is  no  need  to  "pull 
the  plug."  One  can  simply  mm  the  intermittent  mandator}' 


ventilation  (IMV)  down  to  four.  If  the  patient  has  sponta- 
neous respirator}'  activity,  he  will  demonstrate  this  by 
continuing  to  breath.  If.  however,  the  respirator}’  center  is 
knocked  out.  an  IMV  of  four  will  allow  the  CO.  to  build 
up  slowly  to  toxic  levels.  How  much  kinder  this  is  to  the 
patient  and  family  than  pulling  out  the  endotracheal  tube 
as  was  done  to  an  elderly  friend  of  mine  recently — and  this 
in  front  of  the  man's  family. 

Another  gentle  way  to  go.  Patients  with  cancer  of  the 
lung  frequently  develop  brain  metastases.  This  usually 
heralds  a nine-month  course.  Treated  with  limited  radio- 
therapy and  steroids  one  can  return  them  to  normal  activ- 
ity’. Again,  within  the  framework  of  all  that  has  been  said 
above,  one  can  promise  them  an  easy  passing.  When  once 
again  they  develop  neurological  signs,  usually  the  return 
of  those  they  presented  with  initially,  and  assuming  that 
other  causes  have  been  ruled  out.  one  can  simply  cut  the 
steroids.  One  hesitates  to  mention  such  simple  things  in 
writing,  but  unfortunately  physicians  (and  house  staff  who 
usually  take  care  of  these  patients)  currently  seem  un- 
aware of  such  possibilities.  I do  not  say  such  things  should 
be  used  for  ever}'  patient — but  for  some  and  perhaps  most, 
it  is  a blessing. 

One  must  be  wary  of  yet  another  pitfall.  Relatives  who 
advocate  euthanasia  for  a loved  one  may  be  far  more 
concerned  with  their  own  suffering  than  that  of  the  patient. 
None  of  us  enjoys  seeing  another  person's  suffering 
because,  among  other  reasons,  it  reminds  us  of  our  own 
mortality.  Perhaps  this  is  one  of  the  reasons  that  we  are 
prone  to  put  animals  “out  of  their  misery."  But  a human 
being  is  more  than  just  a higher  animal.  If  one  believes 
mankind  is  simply  the  product  of  evolutionary  forces  one 
destroys  the  entire  basis  for  the  practice  of  medicine. 
Curing  the  ill  and  succoring  the  weak  is  a direct  assault  on 
whatever  evolutionary  process  we  believe  may  have  cre- 
ated us.  Moreover,  many  cultures — specifically  the  Hindu 
and  Buddhist — do  not  put  animals  out  of  their  misery  but 
let  them  die  by  natural  processes.  Animals  too  must  be 
allowed  to  “live  out  their  karma." 

What  then  of  suicide?  There  will  always  be  those  who 
desire  such  an  option.  But  why  should  they  involve  a 
physician  in  their  act?  Most  people — even  paraplegics — 
are  perfectly  capable  of  committing  suicide  without  assis- 
tance. And  those  few  who  do  need  help  can  be  dispatched 
by  trained  technicians  with  a high-school  or  equivalent 
level  of  education.  In  a novel  written  about  the  turn  of  the 
century.  Robert  Hugh  Benson  described  euthanasia  cen- 
ters which  provided  for  such  committees,  the  fulfilling  of 
the  individual's  last  wishes,  and  an  appropriate  setting 
(with  music  of  choice)  where  she  could  die  with  dignity. 
What  then  is  the  role  of  the  psychiatrist?  In  my  opinion  it 
is  clearly  not  to  sanction  the  act.  A psychiatrist  can 
determine  whether  the  patient  is  depressed  and  whether  or 
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not  the  individual  is  capable  of  giving  informed  consent — 
both  processes  with  which  he  is  familiar.  (One  wonders 
whether  he  will  write  “no  psychiatric  contraindication  to 
assisted  suicide”?)  Further,  the  psychiatrist  can  attempt  to 
determine  whether  appropriate  terminal  care  has  been 
provided.  More,  of  course,  can  be  done,  for  he  can  help  the 
individual  walk  the  last  few  miles  of  life.  Unfortunately, 
most  psychiatrists  react  to  terminal  disease  in  the  same 
manner  as  their  surgical  and  medical  confreres — few  are 
qualified  to  work  with  a patient  and  help  him  face  the 
reality  of  death. 

Of  course,  some  sort  of  committee  will  have  to  be 
formed  to  give  approval  for  such  assisted  suicides.  What 
is  surprising  is  that  politicians  and  advocates  for  euthana- 
sia are  insisting  that  physicians  be  on  these  committees.  I 
think  this  is  inappropriate.  Physicians  trained  to  preserve 
life  and  “do  no  harm”  are  not  psychologically  capable  of 
having  the  necessary  and  appropriate  attitudes  to  allow 
them  to  advocate  just  the  opposite.  That  they  should  be 
asked  to  make  such  weighty  decisions,  when  administra- 
tors and  insurance  companies  are  actively  limiting  their 
ability  to  make  less  weighty  decisions  on  behalf  of  their 
patients,  is  curious.  But  seriously  speaking,  why  should 
such  committees  not  be  made  up  of  lawyers,  politicians, 
euthanasia  advocates,  and  so-called  “medical  ethicists?” 
Such  individuals  are  practical  men  of  the  world  and  not 
encumbered  by  the  psychological  effects  caused  by  years 
of  helping  to  heal  others. 

This  last  paragraph  may  sound  slightly  sarcastic.  How- 
ever, once  again  let  me  provide  a clinical  vignette.  I 
admitted  a new  patient  one  evening  who  had  preterminal 
cancer  of  the  breast.  Her  rather  large  family  wished  me  to 


perform  euthanasia.  My  evaluation  of  the  patient  was  that 
with  proper  care  she  could  have  many  months  of  good 
living — and  indeed  this  was  provided.  She  made  no  per- 
sonal request  for  euthanasia.  The  family,  however,  be- 
came so  insistent  as  to  be  burdensome.  As  it  was  late  and 
I did  not  wish  the  spend  the  rest  of  the  evening  dealing  with 
this  issue,  I drew  up  a syringe  of  morphine  and  asked  one 
of  them  to  do  the  injection.  They  all  refused  and  insisted 
it  was  my  responsibility.  When  I asked  them  why  mine 
rather  than  theirs,  they  could  give  me  no  answer.  What  is 
involved  here  then  is  responsibility.  Why  should  the 
public,  or  even  a patient,  place  the  responsibility  for 
euthanasia  on  the  physician?  There  may  be  some  physi- 
cians who  want  to  do  this,  and  I for  one  do  not  wish  to 
meddle  with  anyone’s  conscience.  However,  physicians 
who  wish  to  be  involved  in  such  actions  do  so  as  individu- 
als and  not,  I hope,  as  physicians  committed  to  the 
Hippocratic  Oath.  Destroying  life  should  never  be  equated 
with  the  relief  of  suffering.  The  possible  need  for  assisted 
suicide  is  in  many,  if  not  most  cases,  a failure  on  the  part 
of  health-  and  spiritual-care  providers  to  relieve  suffer- 
ing.* 


♦Physician  involvement  in  mercy  killing  is  intrinsically  dangerous.  If 
the  indication  is  the  “relief  of  suffering,”  indications  for  mercy  killing 
can  easily  be  expanded  to  include  the  mentally  retarded,  the  aged,  and 
the  incompetent — to  say  nothing  of  those  we  don’t  want  around  for 
any  number  of  reasons. 
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SINCE  the  days  of  Lister  and  Koch  the  progress  of 
surgery  and  medicine  has  been  dramatically  rapid. 
Surgical  operations  became  attended  by  a rapidly  decreas- 
ing mortality  rate,  as  aseptic  technic  was  known  and 
gradually  accepted.  The  discovery  of  bacteria  as  the  etio- 
logic  factor  in  many  diseases  gave  new  impetus  to  diag- 
nostic medicine  and  established  the  importance  of  the 
diagnostic  laboratory.  The  introduction  of  the  x-ray  by 
Roentgen  made  it  possible  for  the  clinician  to  rely  more 
upon  facts  and  tremendously  decreased  the  necessity  for 
guesswork.  The  use  of  prophylactic  vaccines  and  thera- 
peutic sera  became  increasingly  responsible  for  lowered 
morbidity  and  decreased  mortality  in  many  previously 
dread  diseases.  The  work  of  the  Army  and  Navy  medical 
corps  and  the  U.  S.  Public  Health  Service  as  well  as  the 
investigative  activities  of  the  various  research  founda- 
tions and  medical  schools,  constantly  added  new  discov- 
eries and  provided  practical  improvements  upon  older 
methods.  Then,  less  than  a decade  ago,  came  the  introduc- 
tion of  the  sulfonamides.  The  production,  in  rapid  succes- 
sion, of  more  and  more  members  of  the  therapeutic  sul- 
fonamide family,  has  left  most  of  us  a bit  dizzy  and  aghast. 
Upon  the  scene  very  recently  has  come  penicillin  with 
therapeutic  results,  in  many  diseases,  which  seem  nothing 
short  of  miraculous. 


Presented  before  the  Medical  Social  Workers  at  the  Connecticut  State 
Medical  Society.  Bridgeport.  May  3,  1944. 

Reprinted  from  the  Connecticut  State  Medical  Journal , September 
1944. 


The  past  sixty  years,  then,  have  witnessed  the  rapid  pace 
of  medical  progress,  with  progress  in  the  past  decade 
having  attained  almost  unbelievable  speed.  It  is  possible 
no  longer  for  one  human  being  to  encompass  even  a 
smattering  of  knowledge  concerning  the  entire  field  of 
medicine  and  so,  to  meet  the  demand  for  greater  knowl- 
edge of  limited  branches,  the  medical  and  surgical  special- 
ties have  developed. 

The  specialist  with  his  detailed  knowledge  and  training 
in  one  particular  branch  of  medicine  or  surgery  estab- 
lished himself  in  the  larger  urban  areas  where  hospitals  or 
clinics  with  adequate  equipment  could  provide  a work- 
shop. Thus,  he  was  available  to  the  greatest  possible 
number  of  people  in  that  particular  area  and  expected  that, 
because  of  his  additional  training,  higher  fees  could  be 
charged.  With  specialists  increasing  in  number,  the  cost  of 
professional  care  mounted  until  it  became  quite  a financial 
burden  to  the  majority  of  those  by  whom  it  was  needed. 
Parallel  with  the  above  cost,  hospital  bills  also  were  rising. 
Our  advances  in  the  technology  of  medicine,  then,  have 
outstripped,  by  far,  their  application  to  social  needs. 

It  is  a recognized  fact  that  the  general  practitioner  is 
perfectly  able  to  take  care  of  at  least  80%  of  the  illnesses 
to  which  flesh  is  heir.  The  true  skill  of  the  general  practi- 
tioner comes  not  only  in  being  able  to  care  for  four-fifths 
of  human  illness,  with  mother  nature’s  aid,  but  also  in  his 
ability  to  recognize  quickly  the  one-fifth  which  needs  the 
additional  care  of  the  specialist  or  the  hospital. 

This  actually  means  that,  for  the  total  population,  the 
heavy  burden  of  the  cost  of  medical  care  falls  upon  a 
relatively  small  group  during  any  one  period.  The  catas- 
trophe load,  however,  when  it  comes  cannot  be  adequately 
met  except  by  a small  group.  A small  group  of  approxi- 
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mately  10-15%  of  the  population,  can  actually  pay  to  the 
hospital  the  cost  of  its  care  and  the  remaining  group  is 
capable  of  paying  a small  to  a relatively  large  percentage 
of  the  total  cost  of  hospitalization.. 

Gradually,  as  a result  of  the  increasing  catastrophe  load 
upon  the  sick  individual  or  upon  the  family  unit,  hospital 
insurance  plans  came  into  being  and  at  the  present  time 
have  become  available,  in  one  form  or  another,  to  approxi- 
mately 25,000,000  of  our  population. 

As  medicine  progressed  and  became  more  detailed  not 
only  in  its  attempt  to  treat  the  patient  but  also  to  influence 
him  in  relation  to  his  environment,  it  was  obvious  that  the 
physician  no  longer  had  sufficient  time  to  help  the  patient 
through  all  of  these  new  complexities.  In  order  to  meet  this 
demand  the  profession  of  medical  social  workers  was  born 
and  grown  rapidly  to  its  present  place  of  importance  in 
helping  to  provide  better  integration  of  medical  and  socio- 
economic aid  for  the  patient.  The  social  worker,  then,  is 
the  liaison  officer  between  the  patient  and  the  physician, 
the  hospital,  the  clinic,  and  the  various  private,  church,  or 
governmental  welfare  agencies. 

The  task  of  the  medical  social  worker  can  be  performed 
most  adequately  if  she  will  insist  always  upon  keeping  the 
true  needs  and  welfare  of  the  patient  first  and  foremost  in 
her  own  attention,  and  in  the  attention  of  her  group.  She, 
therefore,  will  (1)  not  allow  any  personality  conflict,  or 
difference  of  opinion,  between  herself  and  the  patient’s 
physician,  to  deter  the  proper  progress  of  the  patient  in  his 
therapy  or  rehabilitation;  (2)  be  careful  not  to  destroy  or 
alter  the  patient’s  confidence  in  his  physician,  realizing 
the  importance  of  this  personal  bond;  (3)  not  allow  herself 
to  become  so  wholly  fascinated  by  the  patient’s  diagnosis 
or  the  establishment  thereof,  that  she  forgets  the  impor- 
tance of  the  part  she  plays  in  assisting  with  his  rehabilita- 
tion; (4)  refrain  from  becoming  involved  in  discussions  of 
diagnosis  and  therapy  with  the  patient  except  where  there 
has  been  an  agreement  with  the  physician  in  charge 
concerning  such  a plan  of  action;  (5)  constantly  strive  to 
cooperate  with  other  agencies  in  an  attempt  to  aid  in  the 
most  adequate  reinstatement  of  the  patient  into  his  proper 
environment. 

It  is  often  difficult  for  the  social  worker  to  extract  from 
medical  addresses  and  literature  that  material  which  will 
have  most  value  for  her  in  developing  greater  ability  to  be 
helpful  to  patients.  It  is  so  very  easy  to  pick  up  catchy  and 
supposedly  new  words  and  phrases  such  as  “Psychoso- 
matic Medicine.”  We  then  proceed  to  wear  them  thread- 
bare by  overuse,  and  frequently  fail  to  realize  that  the 
above  term  merely  describes  the  type  of  medicine  which 
the  grand  old  family  physician  has  been  practicing  for 
generations.  He  has  been  such  a helpful  family  doctor 
because  he  has  always  appreciated  that  Mind  and  Body  are 
no  more  separable  in  disease  than  they  are  in  our  everyday 


living  and  in  our  contact  with  our  fellow  men.  True,  the 
family  physician  used  no  high  sounding  phrases  to  de- 
scribe the  condition  which  brought  forth  a “heart  attack” 
in  Mother  just  before  the  marriage  of  each  of  her  sons,  but 
he  did  know  just  how  to  handle  Mother,  as  well  as  the 
remaining  members  of  the  family,  so  that  the  regular 
routine  of  life  was  never  too  seriously  impaired! 

Thoughts  for  the  Future 

With  all  of  our  splendid  background  of  medical  progress, 
our  hospitals,  our  clinics,  our  general  practitioners,  our 
specialists,  our  social  workers,  we  thus  far  have  not 
brought  totally  adequate  medical  care  within  reach  of  the 
great  majority  of  our  population.  We  have  been  unwilling, 
largely,  to  admit  that  the  term  “medical  ethics”  is  synony- 
mous with  “medical  economics.”  Our  present  and  gener- 
ally accepted  system  of  medical  practice  is  inefficient  and 
uneconomical  of  both  medical  manpower  and  medical 
equipment.  There  is  constant  duplication  of  expensive 
diagnostic  and  therapeutic  apparatus  in  individual 
physician’s  offices  as  well  as  in  groups  of  offices.  If  such 
apparatus  can  be  kept  in  a central  place  such  as  a large 
community  hospital  properly  staffed  so  that  the  equip- 
ment may  be  used,  when  needed,  on  a 24-hour  per  day 
basis,  the  high  cost  of  both  diagnostic  and  therapeutic 
medicine  can  be  reduced  appreciably.  It  then  would  be 
unnecessary  for  smaller  hospitals  in  surrounding  commu- 
nities to  purchase  and  maintain  such  expensive  and  rela- 
tively infrequently  used  pieces  of  diagnostic  and  thera- 
peutic equipment.  The  small  rural  hospital  could  and 
should  depend  increasingly  upon  the  large  community 
hospital  for  help  in  its  difficult  and  specialized  problems. 

The  large  community  hospital,  then,  should  become  the 
center  of  medical  care  for  the  entire  surrounding  area.  The 
Out  Patient  Department  of  the  Community  Hospital  should 
be  the  center  of  the  area  for  ambulatory  and  preventive 
medical  care. 

Adequate  care  of  the  ambulatory  patient  whose  illness 
does  not  necessitate  hospital  bed  care,  should  be  the  prime 
consideration  of  the  Out  Patient  Clinic.  Those  communi- 
ties whose  hospitals  do  not  have  an  Out  Patient  Depart- 
ment are  forced  to  waste  material,  equipment,  and  the  time 
consumed  in  24-hour  personnel  coverage,  to  care  for 
numerous  patients  whose  real  needs  do  not  call  for  hospi- 
talization. This  constitutes  an  economic  and  professional 
waste  and,  unnecessarily,  increases  the  cost  of  medical 
care  to  the  community. 

Few,  if  any,  of  the  present  Hospital  Insurance  Plans 
make  provision  for  the  payment  of  the  Out  Patient  bill  for 
the  diagnostic  workup  of  the  patient.  This  one  fact  alone 
is  still  responsible  for  the  unnecessary  hospitalization  of 
quite  a large  number  of  patients  per  year. 
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In  peacetime  there  is  a tremendous  waste  of  young 
medical  manpower.  The  medical  graduate  completes  his 
hospital  training  and  is  well  equipped  with  the  very  best  of 
the  up-to-date  diagnostic  and  therapeutic  knowledge.  He 
must  wait  and  ‘'mark  time,”  however,  for  a period  of  two 
to  five  years  (depending  upon  his  location)  before  he  can 
begin  to  be  either  professionally  or  economically  produc- 
tive. Frequently  during  this  stage,  he  has  no  hospital  or 
clinic  position  or  if  he  has.  such  positions  are  quite  likely 
to  provide  no  financial  remuneration. 

With  plans  for  the  proper  distribution  of  medical  care  in 
the  immediate  offing,  those  of  us  who  are  vitally  inter- 
ested. first  and  foremost  in  the  welfare  of  the  patient,  must 
give  considerable  thought  to  the  foundation  upon  which 
such  a system  is  to  be  constructed.  If  the  future  control  of 
the  patient's  medical  welfare  is  to  be  allowed  to  come 
under  the  influence  either  of  professional  politicians  or 
impractical  visionaries,  the  patient  shall  certainly  be  more 
unfortunate  that  he  is  under  the  present  regimen.  We, 
however,  have  faith  that  if  the  new  system  functions  in  and 
through  the  community  hospital,  with  adequate  non-po- 
litical advisory  control  by  the  community,  the  church,  the 
medical  profession,  and  the  social  service  agencies,  it  will 
provide  for  an  excellent  distribution  of  the  type  of  medical 
care  which  we  shall  be  most  happy  for  our  patients  to  have. 
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invited  to  submit  their  papers  to  the  Journal  for 
consideration.  Authors  preparing  manuscripts  for 
submission  to  Connecticut  Medicine  should 
consult  Information  for  Authors.  This  is 
published  in  most  issues  of  Connecticut  Medicine 
or  may  be  obtained  from  the  Journal  office. 
Adherence  to  the  instructions  will  prevent  delays 
both  in  acceptance  and  in  publication. 

Papers  prepared  on  a word  processor  should  be 
submitted  on  a diskette  along  with  the  hard  copy. 
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Robert  U.  Massey,  M.D. 
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YOCON' 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwotfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine.  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity,  ft  is  to  be  notea  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly.  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any.  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon®  is  indicated  as  a sympathico lytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindi rations. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodena!  ulcer 
history.  Nor  should  it  De  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1  2 Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1-3 
Dosage  and  Adnunisfration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.1  -3-4  1 tablet  (5.4  mg)  3 times  a day.  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  % tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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Access  and  Crisis 


Two  of  the  buzzwords  most  used  and  most  abused  during  these  long  seasons  of  debate 
on  “health  care  reform”  have  been  the  terms  “access”  and  “crisis.”  The  idea  that  as  many 
as  15%  of  Americans  lack  access  to  health  care  is  untrue.  It  certainly  would  come  as  a 
surprise  to  the  many  physicians  who  regularly  care  for  their  indigent  or  unemployed 
patients  with  no  expectation  of  adequate,  if  any  compensation.  It  also  ignores  the  fact 
that  in  most  states,  hospitals  must  provide  uncompensated  care  to  uninsured  patients  by 
law. 

It  may  be  true,  however,  that  on  average,  15%  of  Americans  do  lack  access  to  health 
insurance  coverage,  but  that  is  a very  different  thing.  A third  or  more  of  those  uninsured 
are  between  jobs  or  between  policies,  and  for  them,  this  lack  is  short-term  and 
temporary.  Even  Hawaii,  the  only  state  with  “universal  coverage,”  has  up  to  6%  of  its 
people  “uninsured.”  Connecticut  has  the  next  best  statistics,  with  only  7.5%  to  8% 
uninsured,  perhaps  because  we  have  a comparatively  generous  income  criterion  for 
Medicaid  eligibility.  (In  some  other  states,  an  income  of  $1,900  per  year  is  too  high  to  qualify  for  Medicaid  coverage.) 
The  national  advocates  of  “total  access”  are  now  defining  “universal”  coverage  as  only  90%  to  95%  of  the  population 
insured.  The  idea  of  a health  care  crisis  has  been  so  oversold  that  even  such  clear  terms  as  “universal”  have  lost  their 
credibility. 


Nevertheless,  the  uninsured  do  exist,  and  although  their  urgent  and  emergent  care  is  often  provided  pro  bono  by 
hospitals  and  physicians,  they  are  more  likely  to  lack  routine  preventive  and  well  care  for  economic  reasons.  In  spite 
of  vigorous  outreach  efforts,  even  free  clinics  may  be  under-utilized  by  them.  As  a result  they  are  at  greater  risk  for 
complications  and  poorer  outcomes,  whether  they  are  among  the  low-risk  and  healthy  “working  poor”  not  eligible  for 
Medicaid,  whose  jobs  provide  neither  health  insurance  nor  sufficient  income  to  purchase  it,  or  whether  they  are  among 
those  whose  high-risk  health  status  (“existing  conditions”)  preclude  them  from  purchasing  coverage  at  affordable 
prices. 

The  protracted  debate  on  overhauling  the  entire  system  has  long  delayed  directly  addressing  the  specific  needs  of 
these  chronically  uninsured,  even  though  their  actual  numbers  seem  not  so  great  as  to  present  an  insurmountable 
obstacle  to  substantial  progress,  if  not  total  immediate  success.  Instead,  Congress  is  still  aiming  at  comprehensive 
national  overhaul  to  increase  coverage  to  90%  to  95%  over  six  to  10  years,  in  various  complex  ways  that  change  from 
day  to  day  with  every  amendment  offered  to  be  stitched  on  to  an  1,100-page  leadership  proposal.  Ironically,  proposed 
financing  would  be  through  cuts  in  Medicare,  increases  in  Medicaid  budgets,  and  premium  taxes  on  everybody  else’s 
insurance. 

Whatever  sicknesses  and  disabilities  our  American  health-care  insurance  system  may  be  suffering  from,  no  cure  is 
likely  to  result  from  congressional  zealots  waving  amendments  before  the  CNN  cameras  in  a mad  marathon  dance  to 
adjournment.  The  solutions  will  be  complex,  especially  those  guaranteeing  quality  care  in  a system  where  constraints 
are  dictated  by  insurers ’ convenience  and  profit. 

The  cure  for  our  health-care  system  must  not  be  worse  than  the  disease. 

Theodore  Zanker,  M.D. 

President 
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REFLECTIONS  ON  MEDICINE 


Declining  and  Falling  or  About  to  Be  Reborn? 

ROBERT  U.  MASSEY,  M.D. 


At  the  close  of  the  Middle  Ages,  a sombre  melancholy 
weighs  on  people’s  souls.  Whether  we  read  a chronicle, 
a poem,  a sermon,  a legal  document  even,  the  same 
impression  of  immense  sadness  is  produced  by  them  all. 

It  would  sometimes  seem  as  if  this  period  had  been 
particularly  unhappy,  as  if  it  had  left  behind  only  the 
memory  of  violence,  of  covetousness  and  mortal  hatred, 
as  if  it  had  known  no  other  enjoyment  but  that  of  intem- 
perance, of  pride  and  of  cruelty.  J.  Huizinga,  The  Waning 
of  the  Middle  Ages.  1 

THIS  paragraph  from  Huizinga’s  scholarly  study  of 
14th  and  15th-century  France  and  the  Netherlands, 
written  in  1924,  has  been  quoted  many  times,  especially 
during  the  past  decade,  usually  by  those  who  have  seen  in 
those  centuries  a “distant  mirror”  reflecting  distorted  but 
recognizable  images  of  our  present  intemperate  and  cruel 
century,  so  full  of  overweening  pride  in  its  amazing 
technological  and  scientific  accomplishments. 

Thoughtful  Europeans  five  hundred  years  ago — this 
was  before  the  rise  of  nationalism — must  have  looked 
back  at  the  promising  12th-  and  1 3th-centuries  and  won- 
dered where  the  wrong  turn  had  been  taken.  They  could 
hardly  have  foreseen  the  Renaissance  that  was  yet  to 
come.  But  Middle  Ages  and  Renaissance  are  all  artificial, 
19th-century  terms  anyway;  they  would  have  meant  noth- 
ing to  the  men  and  women  living  in  times  that  we  have 
since  known  by  those  names.  To  Huizinga  the  sadness  he 
perceived  in  their  “life,  thought  and  art”  arose  from  a 
breaking  up  of  the  forms  that  held  their  world  together. 

It  is  a compelling  temptation  to  read  those  same  signs  in 
our  contemporary  “life,  thought  and  art,”  although  the 
paradigm  of  seasonal  or  cyclical  history  seems  only  partly 
authentic  to  most  of  us.  Oswald  Spengler  had  written  his 
Decline  of  the  West  at  about  the  same  time.  Like  global 
warming,  the  decay  of  a civilization,  if  it  occurs,  must  be 
slow  and  almost  imperceptible;  unlike  global  warming, 
data  that  record  social  change  cannot  be  agreed  upon  and 
are  rarely  quantitative. 


ROBERT  U.  MASSEY,  M.D.,  Professor  Emeritus,  Division  of 
Humanistic  Studies,  Department  of  Community  Medicine  and  Health 
Care,  University  of  Connecticut  School  of  Medicine,  Farmington. 


Yet  it  seems  to  me  that  in  the  past  six  or  seven  years 
there  has  been  a more  general  awareness  that  the  times  are 
profoundly  out  of  joint  and  getting  more  so.  Letters  to  the 
editor  in  the  daily  paper  from  ordinary  people  who  seem 
worried  to  death  at  the  way  things  are  going,  and  more 
sophisticated  letters,  and  even  articles,  in  such  publica- 
tions as  the  Atlantic  Monthly  or  The  American  Scholar, 
suggest  nothing  so  much  as  Huizinga’s  “sombre  melan- 
choly.” The  usually  cheerful,  always  thoughtful,  and  often 
very  funny,  editor  of  The  American  Scholar,  Joseph  Epstein, 
shares  this  mood: 

The  pervasive  feeling  of  decline  and  fall  I have  been 
attempting  to  describe  is  at  bottom  about  demoralization. 

In  good  part,  I believe,  this  demoralization  is  owing  to  the 
loss  of  belief  in  progress.... 

Walking  the  streets  of  any  large  American  city  today 
one  meets  with  the  demented  and  with  the  hostile  young, 
lending  everything  a heavy  tone  of  sadness  and  menace.2 
When  I was  in  high  school  I remember  picturing  an  Italian 
farmer  in  the  year  476  stopping  to  rest  from  his  plowing 
and  remarking  to  no  one  in  particular,  “You  know,  the 
Western  Empire  just  fell  today!  The  classical  age  has 
ended  and  the  Dark  Ages  have  just  begun!”  And  he  went 
on  plowing. 

For  most  of  us  it  matters  little  whether  our  civilization 
is  still  on  its  Renaissance  trajectory,  or  in  a decline  and  fall, 
entering  the  darkness;  we  will  never  know  for  sure  for  we 
are  only  observers  traveling  through  the  place.  As  physi- 
cians we  are  blessed  to  have  a compelling  day’s  work  to 
do,  and  may  recall  to  our  comfort  William  Osier’ s philoso- 
phy expressed  in  a misquoted  line  from  Carlyle:  “Our 
main  business  is  not  to  see  what  lies  dimly  at  a distance, 
but  to  do  what  lies  clearly  at  hand.”3 
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MEDICAL  NEWS  CAPSULES 


This  Month’s  Reading  in  Review 

TIMOTHY  B.  NORBECK 


“There  has  been  as  great  a proliferation  of  lawyers  in  the 
past  20  years  as  there  has  been  a proliferation  of  comput- 
ers.... Unlike  computers,  however,  lawyers  do  not  get 
twice  as  intelligent  and  half  as  expensive  every  two 
years.” 

From  the  San  Francisco  Bay  Guardian  and 
published  in  Forbes,  18  July  1994 

U.S.  District  Judge  John  Feikens  ordered  General  Mo- 
tors not  to  cut  medical  benefits  or  raise  co-pays  for  over 
50,000  retirees.... The  decision  comes  as  GM  is  appealing 
Feikens’  earlier  decision  that  workers  who  retired  be- 
tween 1974  and  1988  are  entitled  to  the  free  health  care 
that  was  promised  them. 

Detroit  Free  Press,  22  July  1994 

“No  wonder  big  business  wants  President  Clinton’s 
health  care  system.  Chrysler,  General  Motors  and  others 
like  them  will  pocket  billions  of  dollars  by  dumping  these 
gold-plated  health  plans  that  the  labor  unions  forced  them 
to  offer.  Small-business  owners  are  not  freeloaders.  They 
are  not  looking  for  subsidies  or  Chrysler-style  bailouts. 
What  they  want  is  affordable  health  care  for  themselves 
and  their  employees.” 

NFIB  President  Jack  Farris  in  a 
22  July  1994  press  release. 

A February  1994  BIO  survey  of  biotech  firms  found 
that  44%  of  firms  exploring  cancer  drugs  and  47%  explor- 
ing AIDS  drugs  “had  cut  back  on  research  as  a result  of 
falling  stock  prices  and  the  industry-wide  capital 
shortage”.... Nearly  all  respondents  cited  talk  about  price 
controls  as  the  principle  cause  of  the  cutbacks. 

Washington  Post,  14  July  1994 

“Not  every  employee  is  an  interested  health  care  con- 
sumer. ...  I have  never  heard  a patient  say  to  me,  ‘I  want  the 
best  price  for  my  gall  bladder  surgery.’  They  say,  ‘I  want 
the  best  care.’  When  I make  a referral,  I have  yet  to  hear 
a patient  say,  ‘Yes,  but  how  much  does  that  doctor  charge?”’ 
General  Electric’s  Dr.  Saul  Milles  in 
Business  & Health,  July  1994 

TIMOTHY  B.  NORBECK,  Executive  Director,  the  Connecticut 
State  Medical  Society. 


“If  a provider  meets  a plan’s  quality  standards  and  will 
accept  what  it  pays,  what’ s the  matter  with  that?  Insurance 
companies  and  HMOs  make  their  money  by  restricting 
access  to  care.” 

Representative  (D-Okla)  Bill  Brewster 
(and  a pharmacist)  in  the  Houston  Chronicle, 

1 August  1994 

“I  will  predict  on  this  show  that  if  we  do  not  have  health 
reform,  we  will  all  be  forced,  except  for  the  very  wealthi- 
est of  us,  into  a situation  where  we  have  very  little  choice 
about  doctors.” 

Hillary  Rodham  Clinton  on  ABC’s 
“Good  Morning  America,”  19  July  1994 

How  much  change  is  needed  in  our  health  care  system? 

Physicians  General  Public 

July,  ’94  April,  ’93  July,  ’94  April,  ’93 

Minor  Change 

51%  24%  28%  15% 

Fundamental  Change 

39%  64%  32%  26% 

Completely  rebuilt 

7%  10%  37%  55% 

Times  Mirror  Center/Harvard  School  of  Public  Health 
poll  as  reported  in  AM  News,  1 August  1994 

Only  in  America:  A New  York  City  police  detective, 
fired  for  bilking  an  elderly  widow  out  of  $70,000,  was 
hired  even  though  he  had  committed  two  armed  robberies 
as  a teenager....  The  department  knew  of  the  gunpoint 
robberies  at  two  subway  token  booths  but  allowed  him  to 
join  the  force  anyway. 

All  three  investigators  in  the  Applicant  Investigation 
Unit  (AIU)  turned  down  the  applicant  but  their  recom- 
mendations were  overturned  by  the  department’s  Candi- 
date Review  Board  (CRB).  When  an  angry  AIU  official 
reminded  the  CRB  official  that  the  applicant  had  stuck  up 
two  token  booths,  the  response  was:  “Well,  he  had  a gun, 
but  he  never  used  it.  He  never  hurt  anybody.” 

An  item  from  New  York’s  Newsday  and 
published  in  Reader’s  Digest , August  1994 
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Letters  to  the  Editor 


Some  Comments  on  Behalf  of  DPHAS 

To  the  Editor:  Over  the  past  several  months,  Connecti- 
cut Medicine  has  published  two  articles  dealing  with  the 
process  by  which  physicians  are  disciplined  in  Connecti- 
cut. The  first  article  was  penned  by  Richard  R.  Brown, 
Esq.,  a former  Assistant  Attorney  General  and  criminal 
prosecutor,  who  frequently  represents  criminal  defen- 
dants in  court,  as  well  as  respondents  in  disciplinary 
proceedings  before  various  licensing  boards  and  tribunals 
of  the  Department  of  Public  Health  and  Addiction  Ser- 
vices (DPHAS).1  The  second  article  was  authored  by 
Louis  B.  Fierman,  M.D.,  who  wrote  of  his  own  experience 
as  a respondent  in  an  action  brought  by  DPHAS  before  the 
Connecticut  Medical  Examining  Board  (CMEB).2  In  the 
interest  of  providing  a balanced  perspective,  I would  like 
to  offer  some  comments  on  behalf  of  DPHAS. 

In  a perfect  world  there  would  be  no  need  for  prosecu- 
tors, trials,  courts,  or  licensing  boards.  All  citizens  would 
obey  the  law  and  all  health-care  providers  would  perform 
appropriately.  Unfortunately,  this  is  not  the  case.  Because 
it  is  not  the  case  there  have  evolved  certain  institutions 
charged  with  oversight  and  intervention  when  necessary 
for  the  purpose  of  protecting  the  many  from  the  miscon- 
duct of  a few. 

In  Connecticut,  DPHAS  is  the  agency  responsible  for 
licensing  or  certifying  in  excess  of  140,000  individuals  in 
over  40  different  categories  of  health-care  provider,  in- 
cluding physicians.  While  there  are  over  11,000  physi- 
cians licensed  in  Connecticut,  only  a small  percentage  are 
complained  about  each  year  (approximately  150),  with 
action  taken  in  approximately  50  cases  annually.  While 
these  numbers  may  not  be  overwhelming  it  is  important  to 
note  that  the  modern  era  of  professional  regulation  dates 
only  to  the  early  1 980s.  It  was  at  that  time  that  the  General 
Assembly  took  action  that  centralized  and  professionalized 
the  way  in  which  licensing  is  done.  This  was  in  response 
to  the  public’s  demand  for  greater  accountability  on  the 
part  of  its  health-care  providers,  and  marked  the  end  of  an 
era  in  which  professional  discipline,  if  conducted  at  all, 
was  often  carried  out  behind  closed  doors  in  an  inconsis- 
tent and  sometimes  arbitrary  manner. 

Dr.  Fierman’ s “commentary”  on  the  disciplinary  pro- 
cess is  understandably  hostile  in  tone,  unlike  what  he 
describes  as  the  “bland  sanitized  version”  offered  by  Mr. 
Brown.  (Mr.  Brown’s  perspective  is  no  doubt  tempered  by 
his  experience  as  a prosecutor.)  While  both  gentlemen 
have  a perspective  to  convey,  neither  is  entirely  accurate 
in  his  rendition  of  the  facts. 


Those  of  us  who  hold  a professional  license  all  share  a 
common  experience,  namely  the  long  hours  of  study  and 
the  stress,  and  sacrifice  associated  with  satisfying  the 
rigorous  requirements  for  obtaining  such  a license.  There 
is  also  the  realization  that  the  license  is  critical  to  the 
practice  of  one’s  craft.  And  so  it  goes  without  saying  that 
the  thought  of  losing  or  in  any  way  suffering  a restriction 
on  this  most  precious  asset  is  among  the  more  frightening 
experiences  that  a professional  might  contemplate.  It 
follows  that  when  one  finds  himself  or  herself  the  subject 
of  an  investigation  or  prosecution,  the  licensee  may  feel 
helpless,  angry,  or  unjustly  persecuted.  Thus,  Dr.  Fierman 
warns  his  colleagues  about  “the  danger  of  flagrant  abuse 
of  bureaucratic  power  exercised  by  the  attorneys  repre- 
senting the  department.” 

However,  the  purpose  of  licensure  is  to  protect  the 
public.  This  is  done  by  assuring  that  only  those  competent 
to  practice  are  allowed  to  do  so.  If  licensure  is  to  be 
meaningful,  there  needs  to  be  a process  for  holding  licens- 
ees accountable  for  their  conduct  and  dealing  with  those 
who  fall  below  acceptable  standards.  This  is  what  disci- 
plinary proceedings  are  designed  to  do.  And  while  all 
licensees  would  agree  that  certain  conduct  should  be 
grounds  for  disciplinary  action,  most  do  not  perceive  their 
own  conduct  to  warrant  such  scrutiny. 

It  is  important  to  note  that  Connecticut’s  procedure  for 
professional  discipline  is  not  unlike  that  followed  by  other 
licensing  jurisdictions,  both  nationally  and  internation- 
ally. The  procedures  are  clearly  set  forth  in  state  statute 
and  regulation,  and  have  been  held  to  satisfy  all  of  the  due 
process  requirements  of  the  United  States  Constitution. 
The  statutorily-prescribed  grounds  for  taking  disciplinary 
action,  while  not  as  explicit  as  the  procedures,  have  also 
survived  constitutional  review  by  our  courts. 

A case  against  a physician  starts  with  the  receipt  of  a 
petition,  also  known  as  a complaint.  While  most  of  the 
complaints  against  physicians  come  from  a patient  or  a 
patient’s  family  member,  DPHAS  does  have  the  authority 
to  initiate  its  own  complaints.  This  may  occur  when  a 
referral  is  received  from  another  law-enforcement  agency 
or  from  another  section  of  DPHAS.  Once  a complaint  is 
received,  it  is  evaluated  to  determine  whether  DPHAS  has 
jurisdiction  over  the  subject  matter  (for  example,  DPHAS 
has  no  jurisdiction  over  business  practices).  The  com- 
plaint is  then  assigned  for  investigation.  The  task  of  the 
DPHAS  investigator  is  to  gather  the  facts  objectively  that 
will  be  the  basis  for  subsequent  action  by  DPHAS  if,  in 
fact,  the  complaint  is  substantiated.  Following  investiga- 
tion, a complaint  is  either  dismissed,  resolved  pursuant  to 
a negotiated  Consent  Order,  or  brought  before  the  CMEB 
for  a formal  hearing. 
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Some  of  the  foregoing  impressions  of  the  disciplinary 
process  are  much  more  imagined  than  real.  The  claim,  for 
example,  that  DPHAS  refuses  to  tell  a physician  who  is  the 
subject  of  a complaint  “what  the  grievance  is  all  about”  is 
simply  not  true. 

It  is  true  that,  during  the  early  stages  of  an  investigation, 
DPHAS  may  elect  not  to  disclose  the  full  details  of  a 
complaint  because  of  the  need  to  preserve  important 
evidence  such  as  patient  records  and  similar  documents. 
However,  it  is  the  policy  of  DPHAS  to  provide  full 
disclosure  once  this  initial  stage  of  the  investigation  is 
complete. 

A further  opportunity  for  the  licensee  to  obtain  informa- 
tion about  a complaint  is  during  the  “compliance  confer- 
ence.” This  conference  is  an  informal  meeting,  as  opposed 
to  a hearing,  where  the  physician  being  investigated  and 
the  DPHAS  attorney  assigned  to  the  case  discuss  in  detail 
the  nature  of  the  complaint  and  the  evidence  gathered  in 
the  Department’s  investigation.  It  is  also  a juncture  where 
the  licensee  may  present  any  information  or  evidence  that 
would  support  a dismissal  of  the  case.  In  order  for  a case 
to  advance  to  a formal  hearing  before  the  CMEB,  a 
“statement  of  charges”  is  issued  (typically  four  to  six 
weeks  prior  to  hearing)  that  specifies  not  only  the  conduct 
being  complained  of  but  those  sections  of  the  disciplinary 
statutes  that  DPHAS  claims  have  been  violated.  And  if 
those  charges  are  not  explicit  enough,  there  is  a procedure 
for  obtaining  still  further  clarification. 

We  would  all  agree  that  there  are  certain  cases  where  the 
conduct  alleged,  if  true,  is  so  extreme  that  serious  disci- 
pline should  without  question  be  imposed.  Examples 
include  instances  of  blatant  sexual  misconduct,  prescrib- 
ing controlled  substances  for  nontherapeutic  purposes,  or 
egregious  acts  of  malpractice,  to  name  just  a few.  These 
are  cases  in  which,  loyalty  to  colleagues  aside,  the  conduct 
is  both  offensive  and  embarrassing  to  one’s  profession. 
The  practitioners  involved  are  individuals  that  a colleague 
would  not  allow  to  treat  anyone  whom  he/she  cared  about. 

The  more  difficult  cases  are  those  where  an  obvious 
outcome  is  not  so  apparent.  Perhaps  there  are  extenuating 
circumstances  that  partially  explain  or  justify  the  behavior 
in  question;  or  maybe  it  is  not  entirely  clear  what  the 
appropriate  course  of  treatment  should  have  been.  Very 
often  DPHAS  will  turn  to  a practitioner  who  is  an  expert 
in  the  field  of  practice  being  examined  and  ask  for  an 
opinion  regarding  the  expected  standard  of  care  and  whether 
it  was  breached.  (When  patient  records  are  involved,  the 
identities  of  both  the  treating  practitioner  and  the  patient(s) 
are  deleted.)  The  consultant’s  opinions  are  heavily  relied 
upon  by  DPHAS  in  both  the  decision  to  prosecute  a case 
and  the  remedy  that  will  be  sought  in  either  a consent  order 
or  at  the  formal  hearing.  Expert  opinions  submitted  by  the 


practitioner  who  is  the  subject  of  the  complaint  are  also 
taken  into  account  by  DPHAS  in  its  evaluation  of  a case. 
Contrary  to  Dr.  Fierman’s  contention,  it  is  DPHAS  policy 
to  make  known  both  the  identity  of  the  consultant  and  the 
substance  of  his  opinion  prior  to  the  commencement  of  a 
formal  hearing. 

Once  DPHAS  has  decided  that  a case  has  merit,  it  will 
vigorously  pursue  an  appropriate  remedy.  This  is  rather 
dramatically  referred  to  by  Dr.  Fierman  as  the  “guilty  until 
proven  innocent”  stage  of  the  process.  For  our  efforts  to 
prosecute  effectively  we  make  no  apology  since  this  is 
precisely  what  is  contemplated  by  our  statutory  mandate 
when  our  investigation  reveals  that  a practitioner  has 
violated  one  of  the  disciplinary  statutes.  It  is  the  task  of  the 
DPHAS  attorney  to  prosecute  a case  as  diligently  as 
possible,  and  it  is  the  burden  of  DPHAS  to  prove  its  case 
to  the  CMEB  by  “a  preponderance  of  the  evidence.”  The 
CMEB  is  an  adjudicatory  body  that  is  statutorily  separate 
and  distinct  from  DPHAS.  It  is  composed  of  volunteer 
members,  both  lay  and  professional,  appointed  by  the 
governor,  most  of  whom  are  taking  time  away  from  their 
usual  pursuits  to  devote  three  or  more  days  a month  to 
board  business.  For  its  part,  the  CMEB  must  ultimately 
hear  all  of  the  evidence  presented  and  render  findings  of 
fact  and  conclusions  of  law.  This  is  the  administrative 
equivalent  of  deciding  “guilt  or  innocence.” 

While  the  legal  burden  of  proving  a case  rests  with 
DPHAS,  there  are  common  burdens  shared  by  both  sides. 
Win,  lose,  or  draw,  a formal  disciplinary  hearing  is  by 
nature  a protracted  and  expensive  procedure,  and  the 
outcome  is  seldom  certain  for  either  party.  A complex 
hearing  can  take  many  months  to  complete.  And  while  the 
“cost”  to  DPHAS  to  prosecute  a case  is  not  the  same  as  the 
cost  to  a respondent,  the  Department’s  resources  are  not 
unlimited  and  prosecution  of  a case  is  not  undertaken 
without  careful  consideration. 

As  a result,  it  is  very  much  in  the  interest  of  DPHAS  to 
resolve  a case,  if  possible,  through  the  use  of  a “consent 
order.”  While  Dr.  Fierman  describes  the  negotiation  of  a 
consent  order  as  “crude  and  humiliating,”  it  is,  in  fact,  an 
opportunity  for  the  parties  to  arrive  at  a mutually  agree- 
able resolution  of  the  matter  at  hand.  The  consent  order  is 
not  a device  designed  to  force  a truly  “innocent”  party  to 
capitulate  to  discipline.  Typically,  the  practitioner  is  ex- 
pected to  admit  to  certain  conduct.  However,  this  is 
generally  a much  more  limited  rendition  of  the  facts  than 
what  would  be  in  a formal  statement  of  charges.  More 
importantly,  because  there  is  an  opportunity  for  negotia- 
tion the  terms  set  forth  in  a consent  order  will  likely  be 
more  beneficial  to  the  licensee  than  those  that  would  be 
imposed  by  the  CMEB  following  a formal  hearing.  This  is 
due  in  part  to  the  fact  that  the  matter  is  being  resolved 
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without  going  to  hearing,  and  that  a negotiated  agreement 
allows  for  the  structuring  of  a remedy  that  DPHAS  be- 
lieves will  adequately  protect  the  public.  As  with  any 
compromise,  neither  party  is  necessarily  elated,  but  both 
parties  go  away  believing  that  their  respective  needs  have 
been  met. 

As  Dr.  Fierman  accurately  points  out,  the  formal  part  of 
the  disciplinary  process  is  quite  public.  Much  of  this  is  due 
to  the  operation  of  the  state  freedom-of-information  laws. 
These  “sunshine  provisions”  are  designed  to  allow  public 
access  to  nearly  every  aspect  of  the  process  by  which  state 
agencies  conduct  business.  Thus,  when  DPHAS  issues  a 
statement  of  charges  in  a case,  it  is  immediately  subject  to 
disclosure.  With  few  exceptions,  the  formal  CMEB  hear- 
ings and  deliberations  are  also  open  to  any  member  of  the 
public  who  may  choose  to  attend  and  observe.  The  board’ s 
written  memoranda  of  decision  are  also  public. 

While  there  are  admittedly  times  when  publicity  may  be 
objectionable  to  a respondent  in  a case,  there  are  also  times 
when  public  disclosure  laws  can  be  greatly  beneficial  to  an 
enforcement  agency.  The  media  attention  that  results  from 
certain  cases,  for  example,  helps  to  raise  public  awareness 
that  there  is  a governmental  agency  charged  with  review- 
ing certain  matters.  Over  the  last  year  DPHAS  has  expe- 
rienced an  increase  of  over  60%  in  the  number  of  com- 
plaints received,  an  occurrence  directly  attributable  to 
increased  public  awareness  of  the  role  of  the  agency. 
Moreover,  there  are  certain  situations  where  the  publicity 
associated  with  a case  actually  generates  new  evidence  or 
witnesses  heretofore  unknown.  This  has  been  particularly 
true  in  cases  involving  allegations  of  sexual  misconduct. 
Finally,  even  though  most  of  the  disciplinary  actions  taken 
by  DPHAS  do  not  receive  a great  deal  of  attention  in  the 
media,  consumers  of  health  care  are  inquiring  about  their 
providers  with  ever  growing  frequency.  The  information 
they  receive  from  the  public  files  of  DPHAS  is  a useful 
supplement  to  what  is  found  in  the  yellow  pages  of  the 
telephone  book. 

For  many  years,  states  have  been  criticized  for  not 
doing  a better  job  of  sharing  information  with  each  other 
regarding  disciplinary  actions  against  health-care  provid- 
ers. Very  often,  attention  has  been  focused  on  physicians 
who,  having  been  disciplined  in  one  state,  simply  move 
across  the  state  line  and  continue  business  as  usual.  More 
recently,  Congress  created  the  National  Practitioner  Data 
Bank  and  has  mandated  that  state  licensing  authorities 
report  to  the  Data  Bank  disciplinary  actions  that  are  final 
in  nature.  Hospitals,  in  turn,  are  required  to  query  the  Data 
Bank  when  granting  or  renewing  physician  privileges. 
While  the  Data  Bank  and  such  publications  as  those 
produced  by  Ralph  Nader  have  been  somewhat  controver- 
sial, no  one  can  deny  that  they  can  serve  as  useful  tools  in 
identifying  problem  practitioners. 


In  conclusion,  the  responsibility  vested  in  DPHAS  in 
carrying  out  its  oversight  of  health-care  providers  in  this 
state  is  a formidable  one.  On  the  one  hand  we  must  be 
vigilant  in  making  sure  that  the  public  we  serve  is  pro- 
tected from  those  licensees  who,  for  whatever  reason,  may 
not  be  practicing  in  an  appropriate  manner.  At  the  same 
time  we  must  remain  keenly  aware  of  the  manner  in  which 
we  are  perceived  by  the  providers  that  we  regulate;  and  we 
must  provide  assurance  that  we  do  not  seek  to  entrap 
providers  unfairly  in  our  web,  to  paraphrase  Mr.  Brown. 
Unfortunately,  perception  is  sometimes  mistaken  for  real- 
ity, with  fewer  and  fewer  facts  needed  to  fan  the  fires  of 
fear  and  distrust  on  the  part  of  licensed  professionals.  The 
information  set  forth  above  is  by  no  means  intended  to  be 
the  last  word  on  the  undoubtably  sincere  concerns  ex- 
pressed by  Mr.  Brown  and  Dr.  Fierman.  Rather,  it  is 
designed  to  extend  the  dialogue  in  an  ongoing  and  mean- 
ingful way. 

Stanley  K.  Peck,  Esq. 

Director,  Division  of  Medical  Quality  Assurance 

State  of  Connecticut 
Department  of  Public  Health  and  Addiction  Services 
Bureau  of  Health  System  Regulations 

Hartford 


Dr.  Fierman  Replies  to  Stanley  K.  Peck’s  Comments 

It  is  regrettable  that  Attorney  Peck  has  elected  to  use 
Connecticut  Medicine  to  deny  and  defend  abuses  that  have 
occurred  in  the  disciplinary  processes  conducted  by  the 
Department  of  Health  rather  than  offer  assurances  that 
necessary  steps  will  be  taken  to  prevent  any  future  in- 
stances in  which  doctors  are  treated  abusively,  unfairly, 
disrespectfully,  or  illegally. 

Unfortunately,  his  article  contains  misrepresentations 
and  a condescending  dismissal  of  the  factual  reporting  of 
abuses  by  Attorney  Brown  and  myself.  Neither  Attorney 
Brown  nor  I have  challenged  the  need  for  governmental 
monitoring  of  health-care  providers  and  the  disciplining 
of  those  who  fail  to  meet  established  standards  of  clinical 
practice.  We  have  protested,  however,  the  abusive  manner 
in  which  the  Department’s  disciplinary  processes  have 
been  conducted.  Mr.  Peck’s  article  offers  little  hope  that 
those  abuses  will  be  corrected. 

Instead,  the  article  characterizes  me  as  being  “under- 
standably hostile”  and  my  factual  report  as  being  not 
“entirely  accurate”  and  simply  a response  to  disciplinary 
investigation  rather  than  a response  to  mistreatment. 
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His  statement  that  my  stating  that  the  Department 
refused  to  tell  me  initially  the  nature  of  the  alleged  griev- 
ance “is  simply  not  true”  is  simply  not  true!  His  statement 
that  “contrary  to  Dr.  Fierman's  contention,”  the  identity 
and  opinion  of  the  Department’s  “expert”  consultant  and 
witness  is  provided  was  also  not  true.  In  my  case  the 
identity  of  the  consultant  physician  was  not  revealed  until 
just  before  my  formal  hearing  three  years  after  the  onset  of 
the  Department’s  investigation.  (This  same  consultant 
testified  at  the  hearing  that  while  he  would  have  treated  the 
patient  differently,  he  did  not  think  disciplinary  action  was 
warranted!) 

Attorney  Peck  attempts  to  defend  and  justify  the  insult- 
ing behavior  of  Departmental  attorneys.  However,  the 
unproven  complaint  of  a disgruntled  patient  is  hardly 
justification  for  the  abusive  treatment  of  a physician  by 
attorneys  employed  by  the  Connecticut  Department  of 
Health. 

His  characterization  of  the  Department’s  Consent  Or- 
der as  a means  “to  arrive  at  a mutually  agreeable  resolu- 
tion” is  duplicitous.  The  Consent  Order  offers  to  termi- 
nate the  disciplinary  proceedings  if  the  accused  physician 
admits  his  “guilt,”  agrees  to  a period  of  probation  of  his 
license,  agrees  to  take  continuing  medical  education  courses 
to  correct  his  alleged  malpractice  and,  finally,  submits  to 
public  disclosure  of  his  being  disciplined.  He  is  warned 
that  if  he  rejects  the  Consent  Order  his  future  punishment 
may  be  even  more  severe.  It  is  simply  a form  of  crude  and 
humiliating  plea  bargaining  to  which  many  accused  doc- 
tors submit  rather  than  continue  a protracted  and  expen- 
sive defense  against  the  charges.  I chose  not  to  accept  the 
Consent  Order  and  the  charges  against  me  were  finally 
dismissed  after  a four-year  ordeal. 

The  article  makes  reference  to  the  fact  that  states  have 
been  criticized  for  not  disclosing  their  disciplinary  actions 
against  health  providers.  This  concern  with  their  “record” 
may  prompt  the  Departmental  attorneys  to  prosecute  cases 
of  doctors  not  only  accused  of  major  and  serious  mal- 
practice but  also  of  minor,  even  trivial,  misdemeanors. 

The  article  closes  with  the  implication  that  Attorney 
Brown  and  I have  contributed  to  unwarranted  “fear  and 
distrust”  of  the  Department’s  disciplinary  processes  by 
misrepresenting  them.  I assure  the  reader  that  this  is  not 
the  case,  that  I have  experienced  continued  defamatory 
mistreatment  by  the  Department  and  have  heard  from 
many  physicians  around  the  state  confirming  and  dupli- 
cating the  traumatic  experiences  described  in  the  February 
1994  issue  of  Connecticut  Medicine. 

Louis  B.  Fierman,  M.D. 

New  Haven 


In  Response  to  Dr.  Gaines’ 

Commentary , June  1994 

To  the  Editor:  Dr.  Gaines’  letter  to  “our”  president 
reproduced  in  Connecticut  Medicine  (June  1994,  vol  58, 
pp.  353-4)  was  very  well  written.  Unfortunately — but  not 
unexpectedly — the  response  was  as  vacuous  as  the  one  I 
received  when  I wrote  to  Mrs.  (Hillary)  Clinton  as  she 
conducted  the  seance  for  “health  care”  last  year.  Fortu- 
nately for  me  I have  practiced  in  the  (once)  Golden  Age  of 
American  Medicine:  Amen 

Lee  Sataline,  M.D. 

Cheshire 


Comment  on  Dr.  Sach’s 
Guest  Editorial 

To  the  Editor:  I would  like  to  correct  an  inaccu- 
rate statement  in  the  July  1994  Guest  Editorial 
column  by  Frederick  L.  Sachs,  M.D.  Dr.  Sachs 
refers  to  a “celebrated  law  suit  of  1993  in  which 
Physicians  Health  Services  (PHS)  successfully 
sued  the  Greater  Bridgeport  IPA  under  antitrust 
statutes.”  The  fact  is  that  in  our  17-year  history, 
PHS  has  never  sued  any  of  our  physicians  or  IPA 
corporations.  It  is  inconceivable  to  me  that  we 
would  ever  do  so. 

What  Dr.  Sachs  was  referring  to  was  an  action 
by  the  United  States  Justice  Department  (not  PHS) 
in  1990,  pursuant  to  antitrust  activities  committed 
by  GBIPA  in  1989.  PHS  was  not  and  has  never 
been  a party  to  that  action.  The  case  was  settled  in 
1 992  when  GBIPA  agreed  to  a consent  decree  with 
the  Justice  Department. 

PHS  and  GBIPA  have  enjoyed  a close  and 
positive  working  relationship  over  the  past  several 
years. 

Michael  E.  Herbert 
President 
Physicians  Health  Services 

Trumbull 
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From  the  Executive  Director’s  Office 


CALL 


SEMI-ANNUAL  MEETING  OF  THE  HOUSE  OF  DELEGATES 

The  1994  Semi-Annual  Meeting  of  the  House  of  Delegates  will  be  held  at  the  Ramada  Inn,  275  Research  Parkway, 
Meriden.  The  meeting  will  commence  at  1 1 :30  a.m.  on  Wednesday,  November  1 6th,  and  will  continue  until  all  business 
has  been  concluded. 


Theodore  Zanker,  M.D.,  President 

Neil  H.  Brooks,  M.D.,  Speaker  of  the  House 

Marjorie  G.  Petro,  M.D.,  Secretary 

1 1:30  A.M.  Registration  and  Luncheon  of  Delegates 
12:30  P.M.  Call  to  Order 

Adjournment  at  Conclusion  of  Business 


INTRODUCTION  OF  RESOLUTIONS 

Article  V,  Section  12,  Par.  3 of  the  Bylaws  of  the  Society  provides  that: 

Resolutions  may  be  introduced  by  any  Active,  Life  Member,  Student  Member  or  Postgraduate  Physician  Member  of  The  Society,  in  compliance 
with  the  following  provisions. 

a.  All  resolutions,  reports  and  similar  items  of  business  submitted  in  writing  and  received  at  the  office  of  the  Executive  Director  not  later  than 
thirty  days  before  the  date  scheduled  for  that  meeting  shall  be  considered  as  regular  business  of  the  House  of  Delegates. 

b.  Component  county  associations  or  the  Student  Member  or  Post  Graduate  Physician  Member  Associations  whose  meetings  are  held  later  than 
thirty-five  days  prior  to  the  date  of  the  House  of  Delegates  shall  be  allowed  five  days  after  the  close  of  such  meetings  in  which  to  submit 
resolutions,  reports  and  similar  items  of  business  to  the  Executive  Director’s  office  and  still  have  such  material  considered  as  regular  business. 
In  no  event,  however,  may  such  resolutions,  etc.,  be  considered  regular  business  if  they  are  received  later  than  fifteen  days  prior  to  the  date 
of  the  meeting. 

c.  Reports,  recommendations,  resolutions  or  other  new  business  may  be  presented  to  the  House  of  Delegates  by  the  Council  of  The  Society  at 
any  time  and  shall  be  considered  as  regular  business. 

d.  Any  business  which  does  not  qualify  as  regular  business  in  accordance  with  the  foregoing  provisions  may  be  accepted  for  consideration  by 
a majority  vote  of  the  delegates  present  and  shall  be  referred  as  once  by  the  Speaker  to  a reference  committee.  When  business  is  introduced 
under  the  provisions  of  this  paragraph  the  vote  shall  be  taken  without  debate,  except  that  the  introducer  shall  be  allowed  not  more  than  two 
minutes  to  explain  why  it  should  be  considered  as  regular  business. 


572 


CONNECTICUT  MEDICINE,  SEPTEMBER  1994 


IN  MEMORIAM 


CARRABBA,  SALVATORE,  Jefferson  Medical 
College  of  Thomas  Jefferson  University.  1 946.  During  his 
42  years  in  practice  Dr.  Carrabba.  a gynecologist  and 
obstetrician,  had  offices  in  Hartford.  Bloomfield.  Rocky 
Hill,  the  JohnsonMemorial  Medical  Center  in  Stafford 
Springs,  and  St.  Francis  Hospital  and  Medical  Center  in 
Hartford.  From  1984  to  1986.  he  served  as  president  of  the 
dental  and  medical  staffs  at  St.  Francis  Hospital  and 
Medical  Center.  Dr. Carrabba  was  an  associate  clinical 
professor  at  the  University  of  Connecticut  and  a gynecol- 
ogy consultant  emeritus  at  the  Institute  of  Living  in 
Hartford.  He  was  a member  of  the  Hartford  County 
Medical  Association,  the  Connecticut  State  Medical  Soci- 
ety, where  he  served  on  the  Committee  on  Maternal 
Morbidity  and  Mortality  from  1971  to  1974,  and  the 
American  Medical  Association.  Dr.  Carrabba  died  15  July 
1994  at  the  age  of  73. 

DI  PASQUALE,  NED  M.,  University  of  Bologna, 
Italy,  1964.  Dr.  DiPasquale,  an  otolaryngologist,  main- 
tained a private  practice  in  Norwalk.  He  was  a fellow  of  the 
American  College  of  Surgery  and  was  an  associate  of  the 
American  Academy  of  Otolaryngic  Allergy  as  well  as  a 
member  of  the  Fairfield  County  Medical  Association  and 
the  Connecticut  State  Medical  Society.  Dr.  DiPasquale 
died  28  July  1994  at  the  age  of  61. 

EHRLICH,  MARVIN  C.,  New  York  Medical 
College.  1966.  Dr.  Ehrlich,  an  orthopedic  surgeon,  main- 
tained a practice  in  Storrs  for  the  past  eight  years.  He  had 
previously  practiced  in  Willimantic  and  Enfield.  Dr.  Ehrlich 
was  a member  of  the  Windham  County  Medical  Associa- 
tion. the  Connecticut  State  Medical  Society  where  he 
served  as  a member  of  the  Insurance  Committee,  and  the 
American  Medical  Association.  Dr.  Ehrlich  died  9 August 
1994  at  the  age  of  53. 

GILLCASH,  ROBERT  S.,  Yale  University  School 
of  Medicine,  1961.  Dr.  Gillcash,  an  otolaryngologist, 
maintained  a practice  in  Windham.  In  his  final  years  of 
practice,  he  specialized  in  allergies  and  environmental 
medicine.  Dr.  Gillcash  was  a member  of  the  Windham 
County  Medical  Association,  the  Connecticut  State  Medi- 
cal Society,  and  the  American  Medical  Association.  Dr. 
Gillcash  died  12  August  1994  at  the  age  of  57. 

GIULIANO,  LOUIS,  Tufts  University  School  of 
Medicine.  1932.  Dr.  Giuliano  was  a member  of  the  medi- 
cal staff  at  Norwalk  Hospital  for  over  40  years,  as  a staff 
surgeon  and  was  former  Chief  of  Staff  in  obstetrics  and 
gynecology.  He  was  a member  of  Fairfield  County  Medi- 


cal Association,  the  Connecticut  State  Medical  Society, 
and  the  American  Medical  Association.  Dr.  Giuliano  died 
29  June  1994  at  the  age  of  84. 

GOURLIE,  HOWARD  W.,  Harvard  Medical  School, 
1931.  Dr.  Gourlie  was  a general  practitioner  in  Enfield  for 
over  48  years  until  his  retirement  in  1985.  He  was  on  the 
surgical  staff  of  Springfield  Hospital  and  the  maternity 
staff  at  Wesson  Women's  and  Mercy  Hospital  and  served 
as  the  Medical  Examiner  and  Civil  Defense  Director  for 
the  town  of  Enfield.  Dr.  Gourlie  was  a member  of  the 
Hartford  County  Medical  Association  where  he  served  as 
a delegate  to  the  Connecticut  State  Medical  Society  from 
1967  to  1972,  the  Connecticut  State  Medical  Society,  and 
the  American  Medical  Association.  Dr.  Gourlie  died  7 
August  1994  at  the  age  of  89. 

HAZEN,  DONALD,  Harvard  Medical  School,  1933. 
Dr.  Hazen  maintained  a family  practice  in  Hartford  for  50 
years  prior  to  his  retirement  in  1988.  From  1948  to  1990, 
he  served  as  assistant  medical  examiner  for  the  state.  Dr. 
Hazen  was  a member  of  the  Hartford  County  Medical 
Association,  the  Connecticut  State  Medical  Society,  and 
the  American  Medical  Association.  Dr.  Hazen  died  5 July 
1994  at  the  age  of  86. 

LEVY,  AARON,  Tufts  University  School  of  Medi- 
cine, 1931.  Dr.  Levy  was  a general  practitioner  in  Winsted, 
associated  with  Winsted  Memorial  Hospital,  from  1934 
until  his  retirement  in  1984.  He  was  a member  of  the 
Litchfield  County  Medical  Association,  the  Connecticut 
State  Medical  Society,  and  the  American  Medical  Asso- 
ciation. Dr.  Levy  died  21  May  1994  at  the  age  of  89. 

MATTEIS,  JOSEPH  T.,  Yale  University  School  of 
Medicine.  1926.  Dr.  Matteis  was  in  general  practice  for  10 
years,  then  in  limited  practice  in  obstetrics  and  gynecol- 
ogy until  his  retirement  in  1972.  He  served  on  the  obstet- 
rical and  gynecological  staff  of  New  Britain  General 
Hospital.  Dr.  Matteis  was  a member  of  the  Hartford 
County  Medical  Association,  the  Connecticut  State 
Medical  Society,  and  the  American  Medical  Association. 
Dr.  Matteis  died  1 1 August  1994  at  the  age  of  92. 

ROBB,  SAMUEL  A.,  Cornell  University  Medical 
College.  1940.  Prior  to  his  retirement.  Dr.  Robb  practiced 
urology  in  Meriden  and  was  an  attending  physician  at  the 
Southington  and  Middlesex  Memorial  Hospitals  and  the 
Meriden- Wallingford  Hospital,  where  he  held  the  posi- 
tions of  Chief  of  Staff  and  Chief  of  Urology  at  different 
times  during  his  years  of  practice.  He  was  a member  of  the 
New  Haven  County  Medical  Association  where  he  served 
as  a former  delegate  to  the  Connecticut  State  Medical 
Society,  the  Connecticut  State  Medical  Society,  and  the 
American  Medical  Association.  Dr.  Robb  died  22  July 
1994  at  the  age  of  80. 
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CSMS  PHYSICIAN  PLACEMENT  SERVICE 


The  Society  maintains  the  Physician  Placement  Service  as  a free  service  to  the  medical  profession,  hospitals, 
and  communities  in  Connecticut. 

Opportunities  should  be  typed,  double-spaced  copy  on  letterhead  and  submitted  to  CSMS,  Physician 
Placement  Service,  160  St.  Ronan  Street,  New  Haven,  CT  06511  (203)  865-0587  or  fax  to  (203)  865-4997.  These 
will  be  published  as  space  permits  and  will  be  distributed  to  physicians  making  inquiries  of  such  opportunities. 

Physicians  wishing  to  locate  in  Connecticut  may  call  the  office  requesting  opportunities  in  their  specialty. 
Also,  candidates  are  invited  to  submit  a resume  to  be  kept  on  file  with  the  Society.  An  announcement  of  a 
physician’s  availability  will  be  published  in  two  issues  of  Connecticut  Medicine  as  space  permits. 

Listing  of  physicians  in  the  Placement  Service  does  not  in  any  way  represent  certification  by  the  Society. 
Investigation  of  credentials  and  experience  is  the  responsibility  of  those  seeking  applicants  for  positions. 

Announcements  on  the  Physician  Placement  Service  page  under  Classified  Advertising  are  charged  at  the 
regular  Classified  Advertising  rate. 


PHYSICIANS  WISHING  TO  PRACTICE  IN 
THE  STATE  OF  CONNECTICUT 


INTERNAL  MEDICINE 


Available  September  1994.  Licensed  in  Connecticut.  American 
Board  eligible.  M.D.  at  Guntur  Medical  College  in  Guntur, 
India.  Internship  at  Flushing  Hospital  Medical  Center  in 
Flushing,  New  York.  Residency  at  Girace  Hospital.  Would 
like  to  join  solo,  group,  associates  or  institutional  practice  in 
Fairfield  county  area.  Please  respond  to  (304)  598-3519. 


Available  October  1994.  Licensed  in  Connecticut.  American 
Board  eligible.  M.D.  at  Christian  Medical  College  in  India. 
Internship  and  Residency  at  University  of  Connecticut  School 
of  Medicine.  Would  like  to  join  group,  associates,  institutional 
or  industrial  practice.  Respond  to  CSMS,  c/o  IM/PC. 


INTERNAL  MEDICINE 
INFECTIOUS  DISEASES 


Available  July  1995.  Licensed  in  Connecticut  and  New  York. 
American  Board  certified.  Passed  National  Boards.  D.O.  at 
Philadelphia  College  of  Osteopathic  Medicine.  Internship  at 
Metropoliatan  Hospital  in  Springfield,  Pennsylvania.  Residency 
at  Beth  Israel  Medical  Center  in  New  York,  New  York.  Would 
like  to  join  group  practice  in  Fairfield  County.  Please  respond  to: 
Andrew  S.  Pumerantz,  D.O.,  208  Cooper  PI.,  New  Haven,  CT 
06515, (203) 397-3846. 
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OPPORTUNITIES  FOR  PRACTICE 
AMBULATORY  CARE 

Full-time  or  part-time  position  available  for  a BC/BE  internist 
or  family  practitioner  in  well-established  ambulatory  care 
center  in  Branford,  Conn.  Highly  competitive  salary  and 
benefit  package;  very  pleasant  working  conditions;  located  on 
beautiful  Connecticut  shoreline  in  family  community.  Attrac- 
tive hours.  Please  call  or  send  C.V.  to:  Harry  Ardolino,  M.D., 
Medical  Director,  Coastline  Medical  Center,  9 Business  Park 
Drive,  Branford,  CT  06405.  Phone:  (203)  481-0818. 

DIAGNOSTIC  RADIOLOGIST 

Diagnostic  Radiologist:  Part-time  position  for  Board  Certified 
Radiologist  familiar  with  all  modalities,  Hartford  area.  Respond 
to  CSMS,  c/o  RA/WG. 

FAMILY  PRACTICE 

Family  Medicine/Occupational  Medicine:  Continuing  family 
medical  care  and  urgent  walk-in  care  including  occupational 
injuries  provided  in  Ambulatory  Care  Center  setting.  Well 
rounded  medical  background  and  excellent  patient  skills  re- 
quired. Enjoyable  work  environment,  pleasant  ancillary  staff. 
Part-time  position  available,  Full-time  position  for  the  right 
physician.  Send  CV  or  call  for  further  information.  David  E. 
Wilcox,  M.D.,  FACEP,  Physician  Care,  28  Main  Street,  East 
Hartford,  CT  06118.  (203)  569-8644. 

GENERAL  SURGERY 

Wanted  BC/BE  General  Surgeon  to  join  a busy  surgical  prac- 
tice. Additional  training  in  surgical  oncology  or  colorectal 
surgery  is  desirable  but  not  essential.  Please  respond  to:  CSMS 
c/o  GS/VS. 
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INTERNAL  MEDICINE 

Beverly  Enterprises  Inc.  is  seeking  Physicians  (Internal  Medi- 
cine) to  join  new  22  bed  Subacute  unit.  Please  send  resume  to 
Fran  Wechter,  5 Greenwood  Street.  CT  Hartford.  CT  06106. 

MEDICAL  DIRECTOR 
FAMILY  PHYSICIAN 

Community  health  center  seeks  BE/BC  Family  Physician  for 
leadership  role  in  expanding  clinic.  Duties  include  clinic  and 
hospital  practice,  supervision  of  medical  staff  and  mid-level 
practitioners  and  preparation  for  HMO  contract.  Send  resume  to 
Don  Thompson,  Associate  Director.  Staywell  Health  Center, 
232  North  Elm  Street,  Waterbury,  CT  06702  or  call  (203)  756- 
8021. 

MEDICAL  DIRECTOR 

Community  health  center  is  seeking  a dynamic,  organized, 
results-oriented  team  player  to  serve  as  its  Medical  Director. 
Family  practice  physician  preferred.  Will  consider  other  spe- 


cialties. Previous  management  experience  also  preferred.  Bilin- 
gual skills  (Spanish)  an  asset.  Send  resume  and  salary  require- 
ments to:  COT/RHHC,  Administration,  81  Overlook  Terrace, 
Hartford,  CT  06106. 

PEDIATRICS 

Exceptional  opportunity  to  join  a pediatric  practice  of  four 
Board  Certified  pediatricians.  Located  in  shoreline  community, 
five  miles  from  Yale-New  Haven  Medical  Center,  our  chief 
hospital  affiliation.  Salary  Si  30.000.00/year.  Malpractice  In- 
surance included.  Buy-in  option  also  available — one  in  four 
coverage.  Part-time  position  also  available.  Call:  1 (203)  248- 
4846.  any  evening  after  8:00  p.m. 

RADIOLOGY 

LOCUM  TENENS — Board  Certified  Radiologist  experienced 
in  Connecticut  wanted  for  January  and  February  1995,  two  or 
three  days  a week  in  the  northern  New  Haven  county  area. 
Please  respond  to  CSMS  c/o  RA/LT. 


Discover... 

MEDICAL 
RESEARCH 
INVESTMENT 
FUND,  INC. 

And  be  a part  of  the  companies 
making  major  medical  advances. 


^WHY  MEDICAL  RESEARCH 
T INVESTMENT  FUND? 

Medical  Research  Investment  Fund  offers  you 
the  opportunity  to  reduce  your  investment  risk 
and  maximize  your  return  potential  by 
investing  in  a diversified  portfolio  of  domestic 
and  international  health  care  securities. 

Medical  Research  Investment  Fund  seeks  long- 
term capital  appreciation  by  investing  in  health 
care  companies  located  throughout  the  world. 
The  Fund  offers  investors  exposure  to  one  of 
the  world's  fastest  growing  industries. 

All  of  the  Fund's  holdings  are  in  research- 
driven  companies  dedicated  to  the 
improvement  of  mankind  in  the  areas  of 
medical  research  and  health  care  products  and 
services. 

The  Fund  offers  further  diversification  by 
investing  in  four  industry  segments: 
s#  Pharmaceuticals  Medical  supplies 

^ Biotechnology  Health  care  services 

For  more  complete  information  on  Medical 
Research  Investment  Fund,  Inc.,  including  a 
prospectus  that  details  all  charges  and  expenses, 
call  us  at  (800)  353-8353  or  (203)  688-8849. 

Please  read  the  prospectus  carefully  before  you 
invest  or  send  money. 

Securities  800-353-8353 

America,  Inc.  203-688-8849 

Member  NASD,  SIPC 


Distributed  by: 

Capstone  Asset  Planning  Company 
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PAID  CLASSIFIED  ADVERTISING 


All  PAID  classified  advertising  orders,  correspondence,  and  payments  should  be  directed  to:  CONNECTICUT 
MEDICINE,  Classified  Department,  160  St.  Ronan  Street,  New  Haven,  CT  06511,  Tel.  (203)  865-0587.  The 
Classified  rates  are  as  follows:  $60.00  for  25  words  or  less;  plus  $1.00  each  additional  word.  For  confidential 
answers,  the  cost  is  $3.00  per  insertion,  sent  in  care  of  CONNECTICUT  MEDICINE.  Ad  copy  must  be  typewritten, 
double  spaced,  with  payment,  and  delivered  no  later  than  the  first  day  of  the  month  preceding  the  month  of  issue. 


MEDICAL  PRACTICE  EMBEZZLEMENT 

Embezzlement  within  medical  practices  occur  daily.  We  can 
expose  it  for  you.  All  calls  and  inquires  are  held  in  strict 
confidence.  Contact  Bud  Moore,  Walter  J.  Moore  & Associates 
at  (203)  294-0273.  sept 

FAMILY  PRACTICE  FOR  SALE 

Family  practice  for  sale,  shoreline  community;  prime  location, 
ample  parking  and  well  equipped  offices,  including  six  examin- 
ing rooms  and  x-ray  facilities.  If  interested  contact  (203)  488- 
3308. sept 

OFFICE  EQUIPMENT  FOR  SALE 

All  necessary  equipment  for  general  practice,  in  good 
condition.  Reasonable.  Call  (203)  635-6536  (Cromwell) 


FOR  SALE:  EQUIPMENT  AND  FURNITURE 

For  sale:  Ear,  nose  & throat  medical  equipment  and  secretarial 
furniture  in  good  condition. 

1.  Sound  proof  booth — acoustic  systems — Model  RE- 120 

2.  Beltone  audiometer  Model  1 12 

3.  Madsen  Tympan-o-scope  Model  ZS-330 

4.  S.M.R.  Maxi  treatment  cabinet  (2) 

5.  S.M.R.  Maxi  examining  chair  (2) 

6.  Zeiss  office  microscope — OPMI  99 

7.  Secretarial  and  waiting  room  furniture 

Located  at  55  Whiting  Street.,  Suite  2D,  Plainville,  Conn. 

For  viewing  call:  (203)  747-1000  or  (203)  589-4742.  Ask  for 
Joanne. sept 


TIME  FOR  A MOVE 1 

RKDCE  OfWWMliS  FOKFRIH,  OWN,  fEtt. 


MEDICAL  DIRECTOR 


"We  won't  sell  you  on  a practice  - 
if  we  don't  have  it,  we’ll  find  it. " 


Connecticut 
10+ Cities 
Norwich 
Putnam 
New  London 
New  Haven 
Torrington 


National 

750+Cities 

Boston 

Cincinnati 

Jacksonville 

Tampa 

Chicago 


The  Curare  Group,  Inc, 


M-F  9:00am-8:00pm,  Sat  I -5pm  EST 


World  famous  multinational  manufacturer  of  implantable  medi- 
cal devices  has  a new  full-time  position  open.  Must  possess  an 
M.D.  degree  (not  a Ph.D.  or  D.V.M.).  At  least  three  to  seven  of 
full-time  experiences  in  a medical  device  company  in  the  in  the 
United  States  required  dealing  with  issues  relating  to  regulatory 
and  legal  aspects  of  implantable  medical  devices.  Knowledge  of 
orthopedics  a plus  but  could  have  any  type  of  medical  device 
company  background.  May  presently  be  in  any  setting  anywhere 
in  the  world  (teaching,  entrepreneurial,  consulting,  etc.)  as  long 
as  company  experience  requirement  met  in  near  past  (2-4  years 
ago).  Compensation  is  open.  Please  call  Dr.  Jeff  Honig  (HONIG) 
in  the  U.S.  at  1-914-632-8928  (this  is  not  a FAX  number)  or 
write  to  him  at  130  Pinebrook  Boulevard,  New  Rochelle,  NY 
10804. 
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The  Current  Treatment  of  Lumbar  Disc  Herniation 


MELVILLE  P.  ROBERTS,  M.D.  AND  FRANKLIN  ROBINSON,  M.D. 


Introduction 

SURGERY  for  ruptured  lumbar  disc  is  probably  the 
most  frequent  major  neurosurgical  procedure  per- 
formed in  the  United  States.'  Weisel,  Feffer,  and  Rothman 
calculated  that  the  annual  cost  of  the  treatment  of  low- 
back  pain  in  the  U.S.  was  25  billion  dollars  in  1983. 2 The 
cost  has  undoubtedly  risen  since.  In  1988  the  average  total 
cost  for  surgical  treatment  of  a ruptured  disc  was  $28, 959. 3 

The  lumbar  intervertebral  disc  was  described  and  well 
illustrated  as  early  as  1543  in  Andreas  Vesalius’s 
monumental  atlas,  De  humani  corporis  fabrica  4 In  1929 
Dandy  removed  loose  cartilage  from  an  intervertebral  disc 
that  had  caused  compression  of  the  cauda  equina  simulat- 
ing spinal  cord  tumor  in  two  patients.5  He  related  the 
condition  to  trauma.  As  late  as  1930,  surgeons  mistook 
typical  disc  ruptures  for  neoplasms,  referring  to  them  as 
chondromas  or  enchondromas.6  It  was  the  classic  paper  of 
Mixter  and  Barr  in  1934  that  laid  the  foundation  for 
understanding  the  role  of  lumbar  disc  herniation  in  the 
genesis  of  back  pain  and  sciatica.7  In  early  operations, 
ruptures  were  removed  transdurally  after  extensive  bilat- 
eral laminectomy.  Love  published  a case  in  1 939  in  which 
he  removed  a herniated  lumbar  disc  without  full  laminec- 
tomy, the  technique  used  most  often  currently.8  In  Con- 
necticut during  the  1 940s,  Scoville  developed  a number  of 
techniques  and  instruments  that  are  used  worldwide  in 
disc  surgery.9 


MELVILLE  P.  ROBERTS,  M.D..  William  Beecher  Scoville, 
Professor  of  Neurosurgery,  University  of  Connecticut  School  of 
Medicine,  Farmington;  FRANKLIN  ROBINSON,  M.D..  Clinical 
Professor  of  Surgery.  Yale  University  School  of  Medicine.  New  Haven. 


Syndrome  of  the  Ruptured  Lumbar  Disc 

Although  there  are  many  ways  a disc  rupture  may 
initially  present  with  variations  in  both  signs  and  symp- 
toms, the  typical  sequence  is  the  appearance  of  pain  in  the 
lower  back  following  lifting,  bending,  or  twisting  with  the 
subsequent  development  of  unilateral  or  bilateral  lower 
extremity  pain.  There  is  not  always  a history  of  injury,  and 
pain  may  develop  spontaneously.  The  pain  is  frequently 
greater  in  the  thigh  or  leg  than  in  the  back,  and  in  some 
patients  there  is  virtually  no  back  pain.  Patients  may  also 
experience  numbness,  tingling,  and  weakness  in  one  or 
both  lower  extremities.  Sphincter  disturbances  may  occur 
but  are  not  common. 

The  majority  of  disc  ruptures  in  the  lumbar  spine 
involve  the  discs  between  the  L3-4,  L4-5,  and  L5-S1 
vertebrae.  In  one  series,  only  3%  of  the  ruptures  occurred 
at  L3-4,  the  remainder  were  at  L4-5  and  L5-S1.  Ruptures 
above  L3-4  are  uncommon.10  Each  level  of  disc  rupture 
presents  characteristic  signs  and  symptoms. 

With  disc  ruptures  at  L3-4  typically  the  L4  root  is 
compressed  causing  weakness  of  leg  extension  because  of 
involvement  of  the  quadriceps  femoris  muscle.  The  knee 
reflex  is  often  diminished  or  absent,  and  hypesthesia  and 
hypalgesia  may  be  present  over  the  distribution  of  the  L4 
dermatome(Fig.  1).  Pain  may  be  particularly  severe  in  the 
thigh  and  knee.  Straight  leg  raising  is  often  unlimited 
because  the  L4  root  supplies  the  femoral  nerve  which, 
unlike  the  sciatic  nerve,  is  not  stretched  by  straight  leg 
raising.  Massive  central  disc  protrusions  at  L3-4  or  above 
can  cause  paraplegia  due  to  cauda  equina  compression. 

Pain,  numbness,  and  tingling  in  the  distribution  of  the 
L5  dermatome,  secondary  to  compression  of  the  L5  root, 
typically  accompany  ruptures  at  L4-5.  The  distributions  of 
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Figure  1. — The  lumbar  and  sacral  root  dermatomes  as  recorded  by  Ottfried 
Foerster  (1933)  using  the  remaining  sensibility  technique.  Of  the  many 
dermatome  maps  available,  this  is  probably  the  most  useful  clinically. 


pain  and  sensory  loss,  although  related,  are  by  no  means  always 
identical.  The  root  involved  is  more  reliably  identified  by  the  area  of 
sensory  loss  than  by  the  pain  location.  There  may  be  weakness  of 
dorsiflexion  of  the  foot  and  of  the  great  toe.  Hypesthesia  and  hypal- 
gesia  are  frequently  present  over  the  dorsum  of  the  involved  foot.  The 
knee  and  ankle  reflexes  are  normal. 

Disc  rupture  at  L5-S1  with  compression  of  the  S 1 root  may  cause 
weakness  of  plantar  flexion  of  the  foot  and  loss  or  depression  of  the 
ankle  reflex.  Hypesthesia  and  hypalgesia  are  commonly  present  over 


the  S 1 dermatome  in  the  foot,  particularly  the 
lateral  plantar  surface.  With  L4-5  and  L5-S1 
ruptures,  there  is  usually  limitation  of  move- 
ment of  the  lumbar  spine  so  that  bending 
forward  is  restricted.  There  also  may  be  a 
lateral  tilt  of  the  spine.  In  many  cases,  straight 
leg  raising  on  the  side  of  nerve  root  compres- 
sion is  limited,  often  to  45°  or  less.  Straight  leg 
raising  on  the  side  opposite  nerve  root  com- 
pression may  cause  pain  on  the  side  of  the 
rupture  (crossed  straight  leg  raising  sign).  In 
all  instances  the  plantar  response  is  either 
absent  or  flexor.  Patients  frequently  report  that 
coughing,  sneezing,  or  straining  at  stool  in- 
crease the  back  and  lower  extremity  pain  and 
that  bed  rest  diminishes  the  pain.  Disc  ruptures 
occasionally  occur  within  or  lateral  to  the 
intervertebral  foramen  and  compress  the  exit- 
ing nerve  root  above.  In  such  instances,  a L5- 
S1  disc  herniation  compresses  the  L5  root  and 
a L4-5  rupture  compresses  the  L4  root. 

Diagnostic  Studies 

Almost  all  lumbar  disc  ruptures  will  be  well 
demonstrated  either  by  magnetic  resonance 
imaging  (MRI)  or  computerized  tomography 
(CT)  scan.  The  imaging  finding  should  be 
convincing  and  correlate  with  the  clinical  pic- 
ture. The  oft  reported  “annular  bulge”  is  of 
questionable  significance.  With  CT  or  MRI 
scanning,  far  lateral  or  foraminal  disc  ruptures 
are  usually  clearly  visualized.  They  are  not  apt 
to  be  detected  by  myelography  because  they 
do  not  indent  the  dye  column.  If  both  scans  fail 
to  reveal  a ruptured  disc,  the  chances  are  over- 
whelming that  the  patient’s  problem  is  some- 
thing else.  A myelogram  followed  immedi- 
ately by  a CT  scan  may  then  be  considered  but 
the  diagnostic  yield  is  low.  With  recurrent  disc 
ruptures,  an  MRI  scan  with  gadolinium  en- 
hancement will  usually  reveal  the  problem. 
The  test  is  not  infallible  and  may  mistake  a 
recurrent  rupture  for  scar.  A myelogram  fol- 
lowed by  CT  scan  may  demonstrate  the  rup- 
ture in  such  cases  and  probably  should  be  done 
if  signs  and  symptoms  are  strongly  suggestive 
of  recurrence.  In  a few  instances  the  cause  of 
the  patient’s  pain  may  never  be  diagnosed. 
Some  of  the  causes  of  lower  extremity  pain  not 
related  to  disc  rupture  are  diabetic  neuropathy, 
metastatic  disease,  lumbar  spondylosis,  tu- 
mors of  the  cauda  equina,  iliopsoas  hematoma, 
and  epidural  granuloma.11,12'13 
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Indications  for  Surgery 

The  prime  indication  for  surgery  is  the  patient's  inabil- 
ity to  tolerate  the  symptoms  caused  by  the  disc  rupture, 
rather  than  failure  of  nonsurgical  treatment.  The  single 
most  common  indication  for  surgery  is  unbearable  pain 
uncontrolled  by  reasonable  amounts  of  oral  narcotic  such 
as  hydrocodone.  muscle  relaxant,  anti-inflammatory  drug, 
and  bed  rest.  The  absence  of  neurologic  deficit  is  not  a 
contraindication  to  surgical  intervention.  Early  operation 
is  indicated  in  the  face  of  severe  pain  and  signs  of  neuro- 
logic involvement  such  as  extremity  weakness,  sensory 
impairment,  or  voiding  difficulty.  A small  herniation  does 
not  necessarily  mitigate  against  surgery.  A disc  rupture 
with  a small  fragment  within  an  intervertebral  foramen 
compressing  a nerve  root  may  produce  much  greater  pain 
than  a larger  disc  rupture  into  the  spinal  canal  where  there 
is  a large  fat-filled  epidural  space.  Although  progressive 
neurologic  deficit  in  the  involved  lower  extremity  usually 
requires  timely  surgery,  pain  may  decrease  as  the  deficit 
increases  and  may  give  the  patient  some  pause  to  accept 
surgery.  This  is  unfortunate  because  the  decreasing  pain 
and  increasing  neurolgoic  deficit  may  indicate  a dying 
root  as  the  result  of  prolonged  or  severe  compression. 
Increasing  weakness  in  both  lower  extremities  and  im- 
pairment of  bladder  control  indicate  massive  cauda  equina 
compression  and  are  indications  for  prompt  surgery. 

The  majority  of  patients  with  uncontrollable  pain  usu- 
ally have  other  findings  making  the  decision  to  operate 
obvious.  Severe  limitation  of  back  movement  due  to 
muscle  spasm  and  limited  straight  leg  raising  on  the  side 
of  the  pain  are  common.  The  patient' s signs  and  symptoms 
should  usually  correlate  with  the  side  and  level  of  a well- 
demonstrated  rupture  seen  on  either  CT  scan.  MRI  scan, 
or  myelogram.  As  a general  rule,  patients  who  are  making 
significant  improvement  are  not  candidates  for  surgical 
intervention.  A common  error  of  management,  however, 
is  to  keep  a patient  with  severe  symptoms  and  a large  disc 
herniation  on  medication,  at  bed  rest,  or  on  physical 
therapy  for  weeks  in  the  vain  hope  of  avoiding  surgery. 
Weeks  or  months  of  pain,  lost  wages,  lost  jobs,  and 
permanent  neurologic  deficits  are  the  harv  est  of  such 
mismanagement.  Early  neurosurgical  consultation  is  the 
best  way  to  avoid  the  pitfall. 

Nonsurgical  Treatment 

If  a patient's  pain  can  be  controlled  with  reasonable 
amounts  of  oral  narcotic,  muscle  relaxant,  anti-inflamma- 
tory drug,  and  bed  rest,  a trial  of  nonoperative  treatment  is 
worthwhile.  Bed  rest  is  the  single,  most  effective  treat- 
ment. Once  the  patient  has  improved  so  that  he  can  tolerate 
physical  therapy,  it  can  be  started.  Chiropractic  treatments 
which  include  physiotherapeutic  modalities  may  be  help- 
ful. but  there  are  no  reliable  data  that  would  indicate  that 


it  is  possible  to  manipulate  a ruptured  disc  back  into  place. 
As  the  pain  gradually  resolves,  the  patient  may  begin  to 
increase  activities  slowly  back  to  normal.  It  is  unwise  to 
continue  the  use  of  narcotic  for  more  than  a week  or  two 
during  nonsurgical  treatment.  If  a patient  requests  narcotic 
for  more  than  one  or  two  weeks,  a diagnosis  of  drug 
dependence  should  be  considered. 

Surgical  Techniques 

There  are  no  convincing  data  to  indicate  that  there  is  any 
surgical  technique  superior  to  the  standard  limited  partial 
hemilaminectomy  with  excision  of  the  disc  herniation.14 
Many  novel  techniques  have  been  introduced  through  the 
years.  The  percutaneous  injection  of  the  disc  with  en- 
zymes such  as  chymopapain  or  collagenase  have  been 
largely  abandoned  by  most  neurosurgeons  because  of 
poor  to  indifferent  results  and  occasional  disastrous  com- 
plications. including  serious  neurologic  deficits,  anaphy- 
lactic shock,  and  death.  More  recently  so-called  “roto 
router"  techniques,  using  a trocar  with  a whorling  cutting 
device  that  is  passed  percutaneously  into  the  disc  space 
attempting  to  reduce  the  volume  of  nucleus  pulposus.  have 
not  given  reliable  results  and  are  worthless  in  cases  of 
extruded  fragments.  A laser,  instead  of  rotating  knife 
blade,  has  also  been  tried,  again  with  results  that  do  not 
approach  those  of  standard  laminectomy.  The  use  of  a 
microscope  itself  does  not  improve  results  and  in  one 
series  was  associated  with  an  increase  of  wound  infec- 
tions.15 Unfortunately.  both  the  use  of  the  microscope  and 
laser  have  been  used  as  marketing  devices  by  some  indi- 
viduals and  institutions. 

In  our  experience,  the  average  disc  operation  takes 
approximately  one  hour  or  less  and  the  majority  of  the 
patients  go  home  on  the  first  or  second  postoperative  day 
(average  1 .4  days).  While  endotracheal  anesthesia  is  widely 
used,  proponents  of  spinal  anesthesia  prefer  it  to  general 
anesthesia  for  disc  surgery.16 

Complications 

Complications  related  to  surgery  are  fortunately  infre- 
quent. In  a series  of  17.058  lumbar  disc  operations  re- 
ported by  Roberts  from  the  Hartford  Hospital,  there  were 
only  three  deaths,  none  related  to  intraoperative  prob- 
lems.1 One  patient,  a 52-year-old  man  died  suddenly  while 
tieing  his  shoelaces  preparing  to  go  home.  There  was  no 
autopsy  and  death  was  attributed  to  pulmonary  embolism 
or  acute  myocardial  infarction.  The  second  death  occurred 
in  an  84-year-old  man  with  congestive  heart  failure  on  the 
third  postoperative  day.  The  third  death  was  that  of  a 76- 
year-old  man  who  expired  on  the  third  postoperative  day 
due  to  a ruptured  aortic  aneurysm.  The  aneurysm  had  been 
diagnosed  prior  to  operation  and  a cardiovascular  consult- 
ant had  cleared  the  patient  for  disc  surgery  . Patients  with 
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Table  1 — Incidence  of  Complications 

in  17,058  Lumbar  Laminectomies  for  Ruptured  Disc. 

Complication 

Incidence  (%) 

Interspace  infection 

0.12 

Nerve  root  injury 

0.01 

Retained  disc  fragment 

0.13 

Sympathetic  reflex  dystrophy 

0.01 

Wrong  disc  operated  upon 

0.14 

Visceral  or  major  blood  vessel  injury 

0.00 

Arachnoiditis 

0.24 

Retained  foreign  body 

0.01 

abdominal  aneurysms  of  significant  size  should  probably 
not  have  disc  surgery  until  the  aneurysm  is  treated.1  It  also 
should  be  remembered  that  back  and  leg  pain  may  be 
caused  by  large  abdominal  aortic  aneurysms.  The  three 
deaths  in  the  series  result  in  a mortality  rate  of  just  under 
0.02%. 

Morbidity  is  less  easily  quantitated  than  mortality.  The 
following  complications  were  noted  in  the  series  reported 
by  Roberts  (Table  l).1  Various  rates  of  recurrence  of  disc 
rupture  at  the  same  level  have  been  reported.  A rate  of  1 0% 
is  probably  average.  Fusion  at  the  level  of  disc  rupture 
does  not  necessarily  prevent  recurrence  and  is  not  indi- 
cated unless  some  other  pathologic  process  (such  as  spondy- 
lolisthesis) is  present. 

Results 

Although  there  are  considerable  data  available  regard- 
ing the  results  of  lumbar  disc  surgery,11014’17'27  there  is 
some  diversity  as  to  outcome,  depending  upon  case  selec- 
tion and  duration  of  follow-up.  Generally,  in  otherwise 
healthy  patients  where  there  is  no  involvement  of  com- 
pensable work-related  injury,  social  security  disability 
benefits,  or  litigation,  good  to  excellent  results  can  be 
expected  in  approximately  90%  of  cases.21  Ten  percent  of 
patients  are  either  not  improved  or  worse.  In  workers’ 
compensation  cases,  with  careful  selection,  good  to  excel- 
lent results  can  be  expected  in  70%  of  cases,  with  30%  of 
patients  either  being  unimproved  or  worse  after  surgery.18 
Many  studies  have  shown  that  the  single  most  common 
cause  of  failure  of  discectomy  to  relieve  complaints  of 
pain  was  psychogenic.17"27  Personality  disorders,  depres- 
sion, and  secondary  gain  related  to  litigation  and  compen- 
sation payments  are  important  factors.  Poor-to-fair  results 
were  twice  as  common  with  industrial  compensation  cases 
as  with  noncompensation,  nonlitigation  patients.  Good  to 
excellent  results  were  a third  more  common  in  noncom- 
pensation cases  than  in  the  compensation  group.18  There 
have  been  attempts  to  predict  the  outcome  of  disc  surgery 


by  preoperative  psychological  testing  with  a modification 
of  the  Minnesota  Multiphasic  Personality  Inventory 
(MMPI). 19  Careful  patient  selection  obviously  remains  the 
key  to  achieving  high  quality  surgical  results.15 
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Intracranial  Aneurysms:  Size,  Risk  of  Rupture, 
and  Prophylactic  Surgical  Treatment 
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AND  ISAAC  GOODRICH,  M.D. 


ABSTRACT — Intracranial  saccular  aneurysms 
frequently  cause  devastating  neurologic  injury  when 
they  rupture.  With  recent  improvements  in 
diagnostic  imaging,  however,  an  increasing  number 
of  aneurysms  are  now  diagnosed  in  the  unruptured 
state.  Controversy  exists  regarding  the  appropriate 
management  of  these  lesions.  We  have  retrospectively 
examined  a group  of  86  patients  from  Connecticut 
with  104  intracranial  aneurysms  to  determine 
whether  small  (less  than  10  mm  in  greatest  diameter) 
aneurysms  have  potential  for  rupture,  and  whether 
there  is  a role  for  prophylactic  surgical  therapy  for 
these  unruptured  aneurysms.  The  majority  of 
ruptured  and  unruptured  aneurysms  in  the  series 
measured  less  than  10  mm  in  greatest  diameter.  Out 
of  a total  of  82  patients  who  underwent  surgical 
therapy,  44  had  surgery  for  unruptured  aneurysms. 
The  major  surgical  morbidity  in  this  group  was  2%. 
We  conclude  that  surgical  therapy  for  small 
unruptured  intracranial  aneurysms  may  be 
beneficial  since  these  lesions  likely  have  substantial 
potential  for  rupture  and  because  surgical  treatment 
carries  an  acceptable  risk. 
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Introduction 

INTRACRANIAL  saccular  aneurysms  are  dangerous 
lesions  that  produce  considerable  neurologic  morbidity 
and  mortality  when  they  rupture.1  They  commonly  cause 
this  injury  in  young,  productive  adults;  their  peak  inci- 
dence of  rupture  is  in  the  fifth  and  sixth  decade  of  life.2 
With  the  availability  of  high-resolution  computed 
tomography  (CT)  scanning  and  magnetic  resonance  imag- 
ing (MRI),  these  lesions  are  now  frequently  diagnosed 
prior  to  rupture.  Since  surgical  treatment  of  unruptured 
aneurysms  carries  far  less  morbidity  and  mortality  than 
treatment  after  rupture,3  diagnosis  and  treatment  in  the 
unruptured  stage  presents  an  opportunity  to  prevent  po- 
tentially devastating  neurologic  injury  in  patients  who 
harbor  these  lesions. 

Although  the  benefit  of  prophylactic  surgical  treatment 
in  some  patients  with  intracranial  aneurysms  has  been 
established,  considerable  controversy  exists  regarding  the 
selection  of  patients  for  this  treatment.4-5-6  Many  authors 
claim  that  only  large  aneurysms  have  significant  potential 
for  rupture  and  that  only  these  lesions  should  be  treated 
prophylactically.  Others  hold  that  all  aneurysms  have 
potential  for  rupture  and  that  every  otherwise  healthy 
patient  in  whom  an  unruptured  aneurysm  is  found  should 
undergo  definitive  treatment. 

In  order  to  understand  better  the  relationship  between 
aneurysm  size  and  risk  of  rupture,  and  additionally  to 
evaluate  the  benefit  of  their  prophylactic  surgical  oblitera- 
tion, we  reviewed  all  cases  of  intracranial  aneurysm  treated 
by  our  neurosurgical  service  between  September  1989 
and  June  1 994.  We  carried  out  this  review  to  determine,  in 
particular,  whether  small  aneurysms  have  substantial  po- 
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tential  for  rupture  and  whether  the  prophylactic  treatment 
of  small  unruptured  aneurysms  might  improve  outcome  in 
patients  harboring  these  lesions. 

Subject  and  Methods 

All  patients  with  documented  intracranial  aneurysms 
evaluated  by  members  of  our  neurosurgical  staff  between 
September  1989  and  June  1994  were  identified  by  review 
of  office  and  hospital  charts.  During  this  period,  in  order 
to  verify  the  diagnosis,  it  was  our  practice  to  offer  cerebral 
angiography  to  all  otherwise  healthy  patients  under  the 
age  of  70  in  whom  cerebral  aneurysm  was  suggested  by 
CT  or  MRI  scanning.  Only  those  patients  in  whom  the 
diagnosis  of  saccular  intracranial  aneurysm  was  verified 
by  cerebral  angiography  were  included  for  study.  Patients 
with  mycotic  and  fusiform  atherosclerotic  aneurysms 
were  excluded,  and  one  patient  who  underwent  emer- 
gency clipping  of  an  aneurysm  without  angiography  was 
also  excluded.  The  cerebral  angiograms  were  examined 
by  the  senior  author  and  the  greatest  diameter  of  the 
aneurysm  or  aneurysms  identified  was  determined  by 
direct  measurements  from  the  images  utilizing  corrections 
for  magnification  factors  when  appropriate.  In  each  case 
of  subarachnoid  hemorrhage  and  multiple  aneurysms,  the 
largest  aneurysm  was  found  to  have  caused  the  bleeding. 
Reviews  of  hospital  charts  and  radiographic  studies  were 
carried  out  only  after  the  approval  of  institutional  human 
reseach  review  committees. 


Results 

Eighty-six  patients  with  104  intracranial  aneurysms 
were  identified.  There  were  67  women  with  a total  of  84 
aneurysms  and  19  men  with  a total  of  20  aneurysms.  The 
median  age  in  this  population  was  57.  Fifty-seven  (66%) 
patients  had  suffered  subarachnoid  hemorrhage.  In  15 
patients  (17%),  there  were  multiple  aneurysms,  and  in  six 
patients  (7%),  there  was  a family  history  of  intracranial 
aneurysms.  Essential  hypertension  was  present  before 
aneurysm  rupture  in  36  patients  (42%),  and  polycystic 
kidney  disease  was  present  in  two  patients  (2%).  In  an- 
other two  patients  (2%),  the  aneurysm  was  identified 
during  angiography  to  evaluate  atherosclerotic  extracra- 
nial carotid  occlusive  disease.  No  patients  with  connective 
tissue  disorder,  fibromuscular  dysplasia,  spontaneous  ca- 
rotid dissection,  or  sickle-cell  disease  were  identified. 

The  median  diameter  of  ruptured  aneurysms  was  9 mm 
(range  3-25  mm)  (Fig.  1).  In  the  unruptured  ones,  the 
median  diameter  was  8 mm  (range  2-25  mm) . 

All  patients  with  a documented  aneurysm  were  consid- 
ered for  surgical  treatment,  which  was  carried  out  in  82 
patients  (95%).  Those  patients  who  did  not  undergo  surgi- 
cal treatment  were  either  too  ill,  as  the  result  of  neurologic 
or  other  medical  problems,  or  of  an  age  too  advanced  to 
justify  the  risk  of  surgery.  Of  the  total  of  82  patients  who 
underwent  surgical  treatment,  44  had  unruptured  aneu- 
rysms. Twenty-nine  of  these  patients  had  not  bled  from 


Ruptured  Aneurysms 


Fig.  1. — Size  distribution  for  ruptured  aneurysms.  Sizes  refer  to  the  greatest  diameter  of  the  ruptured  aneurysms  as  measured  in 
millimeters  from  angiograms. 
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their  aneurysms  and  underwent  prophylactic  surgery.  The 
remaining  15  patients  had  multiple  aneurysms  and  under- 
went treatment  of  their  unruptured  lesions  either  during  or 
after  craniotomies  for  aneurysms  that  had  bled. 

Two  complications,  both  neurologic,  occurred  as  a 
result  of  surgery  for  unruptured  aneurysms.  One  patient 
with  atherosclerotic  vascular  disease,  hypertension,  and 
polycystic  kidney  disease  suffered  an  intraoperative  small 
vessel  cerebral  infarct  of  moderate  severity  as  a result  of 
an  episode  of  intraoperative  hypotension.  Another  patient 
with  progressive  visual  loss  in  one  eye  as  a result  of 
compression  by  an  enlarging  giant  ophthalmic  artery 
aneurysm  had  worsening  of  vision  in  that  eye  postopera- 
tively.  Major  morbidity,  therefore,  was  2%  and  total 
morbidity  was  4%.  There  were  no  perioperative  deaths. 
One  patient  with  a large  basilar  artery  bifurcation  aneu- 
rysm and  three  probable  remote  subarachnoid  hemor- 
rhages suffered  a perioperative  midbrain  infarct  but  was 
not  included  in  this  analysis  of  complications  because  of 
the  history  of  probable  prior  hemorrhages. 

Discussion 

Several  authors  have  emphasized  the  relationship  be- 
tween aneurysm  size  and  risk  of  rupture.5,6’7’8  Perhaps  the 
group  which  has  most  convincingly  presented  this  view  is 
Wiebers  and  colleagues  from  the  Mayo  Clinic.  In  a paper 
published  in  1981,  they  presented  a large  series  of 
unruptured  aneurysms  followed  over  a period  of  many 
years  and  found  that  no  aneurysm  with  a diameter  of  under 
10  mm  had  ruptured.5  They  followed  this  publication  four 
years  later  with  an  even  larger  series  of  unruptured  aneu- 
rysms in  which  they  still  had  not  documented  aneurysm 
rupture  in  the  group  of  lesions  less  than  10  in  mm  diam- 
eter.6 They  did,  however,  document  frequent  rupture  in 
lesions  larger  than  10  mm.  With  these  results,  they  con- 
cluded that  aneurysms  less  than  10  mm  in  diameter  have 
a low  potential  for  rupture  and  should  not  be  considered 
for  prophylactic  surgical  treatment.  For  those  aneurysms 
larger  than  10  mm  they  recommended  consideration  of 
surgery  if  the  patients  were  healthy  and  had  reasonable  life 
expectancies.  Other  authors  have  also  claimed  that  small 
aneurysms  have  less  potential  for  rupture  than  large  ones.7 

On  the  other  hand,  our  series  confirms  that  small  aneu- 
rysms have  substantial  potential  for  rupture.  In  fact,  most 
of  the  ruptured  aneurysms  in  our  group  were  less  than  10 
mm  in  diameter  at  the  time  of  diagnosis.  Many  other 
published  series  of  ruptured  intracranial  aneurysms  con- 
tain large  numbers  of  lesions  less  than  1 0 mm  in  diameter.8 
Even  at  the  Mayo  Clinic  during  the  time  of  follow-up  in 
Wiebers’ s study,  the  mean  diameter  of  a ruptured  aneu- 
rysm was  7.5  mm.6 

How  does  one  reconcile  this  apparently  conflicting 
evidence  concerning  the  risk  of  rupture  of  small  aneu- 
rysms? Wiebers  offers  three  possible  explanations.6  First, 


there  is  the  possiblilty  that  small  aneurysms  are  so  much 
more  prevalent  than  large  ones  that  even  though  their  rate 
of  rupture  is  low,  they  account  for  a large  number  of 
ruptures.  Second,  they  postulate  that  aneurysms  may 
decrease  in  size  after  rupture  and  that  most  small  aneu- 
rysms diagnosed  after  rupture  are  larger  than  10  mm 
before  they  bleed.  Finally,  they  suggest  that  there  is  a 
population  of  aneurysms  that  grow  very  quickly  and 
rupture  at  sizes  less  than  10  mm.  These  aneurysms  have  a 
short  lifetime  and  commonly  rupture  before  they  are 
diagnosed  and  are  entered  into  studies  of  unruptured 
aneurysms. 

One  other  explanation  that  was  not  considered  by 
Wiebers  and  colleagues  is  that  their  Mayo  Clinic  series,  as 
a result  of  selection  bias,  is  not  representative  of  the 
general  population  with  aneurysms.  Although  their  data 
were  not  presented  in  a way  in  which  the  importance  of 
selection  bias  could  be  evaluated,  one  would  suspect  that 
patients  eligible  to  be  seen  at  the  Mayo  Clinic  may  have 
better  access  to  good  health  care,  better  control  of  hyper- 
tension and  other  medical  illnesses,  and  less  socioeco- 
nomic, ethnic,  and  racial  diversity  than  in  many  other 
populations.  Overall  health  status  and  the  presence  of 
hypertension  may  be  important  factors  in  the  development 
and  rupture  of  aneurysms.  Socioeconomic,  ethnic,  and 
racial  factors  may  also  play  a role.  In  support  of  the 
possibility  of  selection  bias  in  the  Mayo  Clinic  study 
population  are  the  results  in  a large  series  of  unruptured 
aneurysms  recently  published  from  Finland  in  which 
many  small  aneurysms  ruptured  during  follow-up.9  In  this 
study,  the  size  of  the  aneurysms  at  entry  into  the  study  did 
not  predict  likelihood  of  subsequent  rupture. 

No  clear  explanation  for  the  inconsistencies  in  the 
evidence  regarding  risk  of  rupture  of  small  aneurysms  has 
emerged,  but  a large,  multicenter  prospective  trial  is  now 
underway  to  help  identify  those  unruptured  aneurysms 
which  are  likely  to  rupture.  Until  clearer  evidence  to  the 
contrary  emerges,  however,  clinicians  must  respect  the 
substantial  amount  of  information  that  exists  indicating 
that  all  aneurysms,  including  those  less  than  10  mm,  have 
the  potential  for  rupture,  and  that  they  are  dangerous 
lesions. 

This  report  concerns  too  few  patients  with  unruptured 
aneurysms  to  answer  definitively  the  question  of  whether 
prophylactic  surgery  should  be  offered  to  patients  with 
unruptured  aneurysms  less  than  10mm.  However,  the 
major  morbidity  rate  of  only  2%  and  the  absence  of 
surgical  mortality  in  this  series  suggest  that  prophylactic 
surgical  therapy  is  a comparativelv  safe  treatment  alterna- 
tive. Given  that  the  rate  of  rupture  of  previously  unruptured 
aneurysms  is  approximately  1-4%  per  year,310  and  that 
aneurysm  rupture  causes  serious  morbidity  or  mortality  in 
at  least  66%  of  patients,1-2  the  risks  of  surgery  are  probably 
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less  than  the  considerable  long-term  risks  that  otherwise 
face  these  patients.  As  interventional  neuroradiological 
techniques  for  the  treatment  of  saccular  intracranial  aneu- 
rysms improve,  they  may  also  become  a safe  treatment 
alternative  for  these  unruptured  lesions.11 

Conclusions 

Although  controversy  exists,  much  clinical  evidence 
suggests  that  all  saccular  intracranial  aneurysms,  regard- 
less of  size,  are  dangerous  lesions  with  the  potential  to 
produce  subarachnoid  hemorrhage  and  its  frequently  di- 
sastrous outcomes.  A majority  of  ruptured  intracranial 
aneurysms  seen  in  our  practice  measured  less  than  10  mm 
in  diameter  and  other  large  series  of  ruptured  aneurysms 
have  reported  similar  findings.  Prophylactic  surgical  treat- 
ment of  unruptured  aneurysms  can  be  carried  out  with 
acceptable  morbidity  and  mortality,  and  this  treatment 
may  produce  outcomes  that  are  better  than  the  natural 
history  of  these  lesions. 
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Occupational  Medicine  and  the  Medical  Center 


ELIHU  YORK,  M.D.,  M.P.H. 


OCCUPATIONAL  and  environmental  medicine  is 
governed  by  the  American  Board  of  Preventive  Medi- 
cine (incorporated  1 948),  whose  purpose  is  promote  health 
and  prevent  disease  both  in  individuals  and  in  communi- 
ties. Preventive  medicine  is  one  of  25  approved  specialties 
in  the  United  States.  In  1984  the  American  College  of 
Physicians  published  a position  statement  recommending 
that  occupational  medicine  be  incorporated  into  the  resi- 
dency requirements  for  general  internal  medicine.1  Indi- 
viduals who  qualify  for  board  certification  in  preventive 
medicine,  must  have  knowledge  and  competence  in  bio- 
statistics, epidemiology,  behavioral  and  social  aspects  of 
medicine,  environmental  health,  and  health  care  adminis- 
tration. 

There  are  approximately  6,000  certified  specialists  in 
preventive  medicine,  but  only  1,200  of  those  in  occupa- 
tional medicine,  with  a national  need  estimated  at  over 
3, 000.2’3  Currently,  there  are  only  150  residents  trained 
annually  in  occupational  medicine.  Obviously  there  is  a 
need  for  the  family  physician,  general  internist,  derma- 
tologist, orthopedist,  and  other  medical  specialists  to  be 
familiar  with  occupational  medicine.  There  are  approxi- 
mately 100,000,000  Americans  working  with  various 
occupational  exposures.  Recent  figures  from  the  National 
Institute  of  Occupational  Safety  and  Health  (NIOSH) 
estimate  that  over  3,000,000  workers  are  disabled  annu- 
ally, with  40,000  deaths  occurring  in  the  workplace.4  The 
three  E’s  are  applicable  in  occupational  medicine: 


ELIHU  YORK,  M.D.,  M.P.H.,  Director,  Occupational  Medicine  and 
Employee  Health.  Hartford  Hospital.  Hartford.  Lecturer.  Occupational 
Medicine,  Yale  University  School  of  Medicine,  Assistant  Clinical 
Professor  of  Medicine,  University  of  Connecticut  School  of  Medicine, 
Farmington. 


1.  Epistemology  — how  do  we  know  what  we  know? 
We  know  what  we  know  in  part  through 

2.  Epidemiology  — the  study  of  the  distribution  of  speci- 
fied events  in  a defined  population,  and 

3.  Experience — the  accumulated  wisdom  imparted  by 
empirical  and  epidemiological  observations.  The 
clinical  practice  of  occupational  medicine  (OM)  is 
multidisciplinary,  with  the  OM  practitioner  serving 
as  a coordinator  of  other  physicians,  engineers,  er- 
gonomists, industrial  hygienists,  safety  profession- 
als, nurses,  administrators,  and  public  health  practi- 
tioners who  may  have  a role  in  evaluating  various 
environmental  forces  that  may  affect  the  health  of 
individuals,  groups,  or  specified  populations.  There 
are  external  regulations  promulgated  by  Occupa- 
tional Safety  and  Health  Administration  (OSHA), 
Joint  Commission  for  Accreditation  of  Healthcare 
Organizations  (JCAHO),  local  and  state  health  de- 
partments, the  Centers  for  Disease  Control  (CDC), 
and  other  federal  agencies  influencing  practice.  The 
American  Medical  Association  (AMA)  Guide  to  the 
Evaluation  of  Permanent  Impairment  mandates  that 
physicians  render  medical  opinions  as  to  loss  or 
derangement  of  body  parts  to  function,  as  well  as  the 
capability  of  the  individual  to  perform.  Disability  is 
a legal  and  social  term,  which  implies  absence  of 
capacity  to  meet  social,  personal,  or  occupational 
demands — this  is  not  a medical  term,  and  physicians 
should  couch  their  opinions  based  on  limitations 
and/or  capability  to  perform.4 

In  the  practice  of  occupational  medicine,  there  are 
environmental  hazards  to  be  identified,  risk  assessments 
to  be  made,  preventive  action  to  be  prescribed,  rehabilita- 
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tion  programs  to  plan,  medical  treatment  for  individuals  in 
accordance  with  accepted  professional  guidelines,  and 
administrative,  legal,  and  financial  issues  to  consider. 

The  sentinel  event  indicates  that  there  may  be  a prevent- 
able disease  which  should  alert  the  practitioner  to  conduct 
an  epidemiological  study.5  Specifically,  in  medical  prac- 
tice, we  are  aware  of  tuberculosis,  with  the  public  health 
implications  of  tracking  down  contacts;  the  same  should 
be  considered  when  there  is  possible  exposure  to  asbestos, 
lead,  noxious  fumes,  radiation,  or  various  mishaps.  The 
armed  forces,  as  well  as  the  scientific  community  studying 
the  epidemiology  of  trauma,  have  discarded  the  term 
“accident”  (restricted  to  earthquakes,  floods,  lightning, 
hurricanes,  tidal  waves,  typhoons,  and  volcanos).  A mis- 
hap is  an  untoward  event  with  multiple  possible  causes.  In 
an  automobile  crash,  was  there  a mechanical  failure,  was 
the  driver  inebriated,  was  the  road  surface  slick,  was  the 
curve  banked  inappropriately,  what  caused  the  vehicle  to 
crash?  There  are  no  automobile  accidents;  there  are  mis- 
haps that  involve  vehicles,  the  environment,  and  individu- 
als. 

The  occupational  physician,  the  family  physician,  the 
general  internist,  or  whoever  cares  for  a patient,  should 
take  a careful  history,  including  type  of  work  done  by  the 
patient,  possible  environmental  exposures,  the  stress  lev- 
els involved,  and  the  lifestyle  of  the  individual.  NIOSH 
has  identified  the  10  leading  causes  for  work-related 
disease:6 

1.  Lung:  asbestos,  byssinosis,  silicosis,  black  lung, 
asthma,  and  neoplasms. 

2.  Musculoskeletal:  back  injuries,  trunk,  arm,  neck, 
and  extremity  injuries. 

3.  Neoplasms:  leukemia,  bladder,  liver,  and  nasal 
passages. 

4.  Trauma:  amputations,  fractures,  eye  injuries,  la- 
sers, and  death  in  the  workplace. 

5.  Cardiovascular:  hypertension  and  coronary  artery 
disease. 

6.  Reproductive  disorders:  spontaneous  abortions  and 
infertility  problems. 

7.  Central  nervous  system  (CNS):  peripheral 
neuropathy,  encephalopathy,  and  toxic  exposures. 

8.  Hearing  loss:  noise  exposure. 

9.  Dermatologic:  eruptions,  burns,  and  dermatoses. 

1 0.  Psychosocial:  stress,  affective  disorders,  substance 
abuse,  and  alcoholism. 

Occupational  physicians  practice  in  varied  settings, 
including  academics,  institutions,  multispecialty  clinics, 
hospitals,  and  private  consulting  practices.  They  may 
include  other  specialists  who  often  do  part-time  consult- 
ing, particularly  family  physicians,  and  the  general  inter- 
nists. 


Medical  centers  are  not  defined  officially  by  the  Ameri- 
can Hospital  Association;  nevertheless,  the  Association  of 
American  Medical  Colleges,  Council  of  Teaching  Hospi- 
tals, lists  128  member  hospitals  meeting  the  following 
criteria: 

1 . either  owned  by  a medical  school,  or 

2.  the  majority  of  the  chiefs  of  service  are  departmental 
chairs  in  the  affiliated  medical  school,  or 

3.  the  majority  of  departmental  chairpersons  in  the 
medical  school  are  responsible  for  appointing  chiefs 
in  the  affiliated  medical  center. 

The  1 18  institutions  qualifying  for  that  definition  are 
involved  in  the  classic  triad  of  medical  care,  teaching,  and 
research.  The  University  Hospital  Consortium,  a separate 
organization,  accredits  academic  medical  centers,  based 
on  somewhat  similar  criteria,  with  a specific  recommen- 
dation that  the  medical  centers  have  signed  an  agreement 
of  affiliation  with  a recognized  school  of  medicine,  be 
accredited  by  the  Liaison  Committee  on  Medical  Educa- 
tion, be  a non-federal  member  of  the  Association  of 
American  Medical  Colleges,  that  there  be  a majority  of  the 
medical  school  chairmen  of  departments  serving  as  hospi- 
tal chiefs  of  service,  or  the  chairs  be  responsible  for 
appointing  the  hospital  chiefs  of  service,  and  most  impor- 
tantly, that  the  medical  centers  provide  short-stay  general 
hospital  service  to  the  community.  There  are  1 23  members 
in  the  University  Hospital  Consortium,  with  some  overlap 
with  the  Council  of  Teaching  Hospitals  of  the  Association 
of  American  Medical  Colleges.8 

Hartford  Hospital  has  over  6,000  employees,  in  16 
buildings,  located  on  three  city  blocks.  The  hospital  is 
recognized  as  an  academic  medical  center  by  the  Council 
of  Teaching  Hospitals.  The  occupational  medicine  pro- 
gram has  one  full-time  physician,  two  certified  advanced- 
practice  registered  nurses  (APRN),  two  other  experienced 
registered  nurses,  a clerical  staff  of  three,  volunteers,  and 
occasionally,  a rotating  primary-care  medicine  resident 
and  integrated  internal  medical  resident  from  the  Univer- 
sity of  Connecicut  Health  Center.  During  the  past  decade 
at  Hartford  Hospital,  over  1,000  applicants  required 
preplacement  evaluations  annually,  1 ,700  individuals  were 
involved  in  workers’  compensation  assessments  and  case 
management,  approximately  7,000  visits  for  various  in- 
fectious disease  exposures  were  required,  HIV  counseling 
and  testing  has  increased,  and  a variety  of  medical  com- 
plaints bring  employees  to  the  clinic,  including  chest  pain, 
abdominal  pain,  asthma  attacks,  “bumps  and  bruises,”  and 
stress  complaints.  In  1984  there  were  approximately  12,500 
visits  to  the  Employee  Health  Service;  in  1 993,  there  were 
over  20,000  visits.  Workers’  compensation  claims  consti- 
tute one  third  of  the  practice  of  occupational  medicine  in 
a medical  center,  with  back  injuries,  hand  injuries,  skin 
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irritations,  eye  injuries,  and  stress.9  Hospitals  are  becom- 
ing “stress  factories”  because  of  cost  management,  quality 
assurance,  competitive  bidding  for  contracts  with  third 
parties,  internal  restructuring,  and  the  increasing  load  of 
elderly  patients  with  complex  conditions  requiring  inten- 
sive care  and  complex  diagnostic  and  therapeutic  proce- 
dures. 

In  summary,  there  are  no  dull  days  in  the  practice  of 
occupational  medicine.  Every  patient  is  interesting.  The 
constant  interaction  with  other  colleagues,  other  profes- 
sionals, and  a changing  environment,  all  serve  to  stimulate 
and  educate  the  practitioner. 
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If  you  love  to  travel  in  Europe,  a most  special 
opportunity  awaits.  Best  Destinations  Europe  is  an 
American  firm  that  has  established  relationships  with 
what  we  believe  to  be  the  very  finest  hotels,  inns  and 
lodges  in  Europe  - havens  that  range  from  the  famous  to 
the  virtually  unknown. 

With  the  cooperation  of  the  General  Managers  of 
some  of  these  properties,  we  have  arranged  a series  of  travel  opportunities  that  merit  your  close  attention. 


Elegant  England 


An  exciting  blend  of  London,  Hampshire  and  the 
Cotswolds.  Stag  next  door  to  Buckingham  Palace  ...  at 
the  castle  favored  bg  Henrg  VIII  and  Anne  Bolegn  ... 
at  an  intimate  Manor  House  close  bg  the  wonder  of 
Stonehenge. 


Sports  and  Leisure  in  Ireland 


An  adventure  in  golfing,  sightseeing  and  touring.  A 
13th  Centurg  castle  surrounded  bg  scenerg  immortal- 
ized bg  “The  Quiet  Man”  is  just  one  of  three 
Destinations  that  will  serve  as  gour  hosts  for  the 
incomparable  experience  that  is  Ireland. 


The  Best  of  France 


And  the  choice  is  gours!  What  are  gour  favorites  ... 
Paris?  Champagne?  Normandg?  the  Loire  Valleg? 
Provence?  Whatever  gour  choices  we  can  provide  a 
personal  introduction  to  the  verg  finest  hotels  and 
lodges  in  these  locations.  You  tell  us  where  gou  want  to 
visit  ...  how  much  time  gou  have  ...  and  we  will 
arrange  a trip  gou  will  never  forget! 

BEST  DESTINATIONS  EUROPE 
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(800-278-3876) 
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“Filling  out  insurance  forms  gives  my  patients 
a pain  in  the  neck.” 

—Dr.  Patrick  J.  Carolan,  Orthopedics,  Bridgeport,  CT 


“Good  medical  care  was  once  as  easy  as  seeing  your  doctor. 
Complications  set  in.  Forms  to  fill  out.  Deductibles.  Hidden  costs.  Partial 
coverage.  Non-medical  intrusions  into  the  patient-physician  relationship.” 

“Doctors  decided  to  do  something  about  it.  Through  our  State  Medical 
Society,  we  first  created  CSMS-IPA,  Connecticut's  only  statewide  IPA. 
Then  we  launched  M.D.  Health  Plan,  based  on  a simple  principle:  The  best 
medicine  for  patients  is  practiced  by  physicians — not  insurance  companies, 
not  benefit  managers,  not  cost  analysts.” 

“It  worked!  Now  the  fastest  growing  health  plan  in  Connecticut  and  the 
choice  of  over  1 15,000  patients,  our  company  is  100%  owned  and  100% 
directed  by  practicing  physician.  Why  not?” 

Patrick  Carolan,  M.D. 


6 DEVINE  STREET  • NORTH  HAVEN,  CT  06473  • (203)  776-5759  • 1-800-345-9272 


Abstracts:  The  Seventh  Annual 
Bridgeport  Hospital  Science  Symposium 

BRIDGEPORT  HOSPITAL 


FORWARD:  The  Seventh  Annual  Bridgeport  Hospital  Science  Symposium  was  held  on  22  April  1993. 
Twenty-three  abstracts  were  presented  in  this  day-long  event  which  included  residents,  fellows,  and  faculty 
from  the  Departments  of  Medicine,  Obstetrics  and  Gynecology,  Pediatrics,  Radiology,  and  Surgery. 

Four  residents  and  one  fellow  (Peter  Vassallo,  M.D.)  were  recognized  by  a panel  of  faculty  members  for 
their  abstracts  and  presentations.  All  participants  enjoyed  this  highly  successful  forum  for  scholarly 
activity  at  Bridgeport  Hospital. 

Three*  of  the  five  prize  winning  abstracts  from  that  day  are  included  in  the  following  selections: 


1st  Prize* — Maria  Ferreira,  M.D. 
2nd  Prize* — Peter  Vassallo,  M.D. 
3rd  Prize — Craig  Silverman,  M.D. 


Pediatrics 

Cardiology 

Radiology 


Honorable  Mention: 
Asad  Qamar,  M.D.* 
David  Perlada,  M.D. 


Medicine 

Medicine 


Karen  A.  Hutchinson,  M.D. 
Director  of  Medical  Educaiton 
Bridgeport  Hospital 


Accidental  Extubation  in  Orally  vs  Nasally  Intubated  Neonates 

MARIA  FERREIRA,  M.D.  AND  CHERYL  A.  MENZIES,  M.D. 
Department  of  Pediatrics,  Division  of  Neonatology,  Bridgeport  Hospital 


Objective. — The  purpose  of  this  study  was  to  compare 
the  incidence  of  accidental  extubation  in  orally  vs  nasally 
intubated  newborns. 

Methods. — The  charts  of  all  infants  who  required  me- 
chanical ventilation  in  the  Newborn  Intensive  Care  Unit 


(NICU)  at  Bridgeport  Hospital  from  1 October  1990 
through  30  September  1992  were  reviewed.  Birth  weight, 
gestation  age,  method  of  intubation,  numher  of  days 
intubated,  and  type  of  extubation  (planned  vs  accidental) 
were  recorded. 
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From  1 October  1990  to  31  December  1991,  the  major- 
ity of  infants  were  orally  intubated.  Infants  were  nasally 
intubated  only  if  they  required  reintubation  repeatedly. 
Because  of  a concern  about  a high  incidence  of  accidental 
extubation,  the  primary  method  was  changed  to  nasal 
intubation  on  1 January  1992.  Infants  were  orally  intubated 
in  the  delivery  room,  then  electively  reintubated  nasally  in 
the  NICU.  The  initial  oral  intubation  was  not  included  in 
the  data  if  reintubation  occurred  within  four  hours. 

Results. — Of  973  admissions  to  the  NICU,  111  were 
intubated.  Of  those,  10  were  excluded  for  the  following 
reasons:  chart  unavailable  (1),  infant  electively  extubated 
within  four  hours  (4),  infant  died  within  four  hours  (2), 
infant  transferred  within  four  hours  (3).  Among  the  re- 
maining 101  infants,  50  weighed  < 1000  g,  19  weighed 


1001-1500  g,  eight  weighed  1501-2500  g,  and  14  were  > 
2500  g. 

There  were  a total  of  1 36  intubations;  1 04  were  oral  and 
32  were  nasal.  All  of  the  2 1 infants  who  required  intubation 
more  than  once  weighed  < 1500  g. 

There  were  21  accidental  extubations  among  the  104 
oral  intubations,  and  one  accidental  extubation  among  the 
32  nasal  intubations.  This  difference  is  statistically  sig- 
nificant by  Fisher’s  exact  test  with  P <.05. 

Conclusions. — This  study  shows  that  accidental 
extubation,  a major  complication  of  mechanical  ventila- 
tion, occurs  more  frequently  in  orally  vs  nasally  intubated 
newborns.  On  the  basis  of  these  findings,  all  infants  in  our 
NICU  who  require  mechanical  ventilation  for  more  than  a 
few  hours  are  reintubated  nasally. 


Abnormal  Liver  Tests  at  a Chemical  Plant: 
Incidence  and  Possible  Etiologic  Factors 


ASADULLAH  QAMAR,  M.D.,  JOHN  SULLIVAN,  M.D.,  LARRY  BERNSTEIN,  M.D.,  THOMAS 
TINGHITELLA,  PH.D.,  ATTILIO  GRANATA,  M.D.,  AND  THOMAS  SHAW-STIFFEL,  M.D. 
Departments  of  Gastroenterology,  Internal  Medicine,  Pathology,  and  Quality  Management, 

Bridgeport  Hospital 


Objective. — A clinico-epidemiologic  investigation  was 
performed  after  liver  function  tests  were  found  to  be 
abnormal  in  a high  percentage  of  workers  at  a chemical 
plant.  This  cohort  has  been  followed  prospectively  for  a 
period  of  24  months,  during  which  workplace  and 
workforce  characteristics  have  been  studied  and  liver 
profiles  repeated  at  12-  and  24-month  intervals. 

Method. — Workplace  evaluation  included  study  of 
chemical  inventory,  chemical  reactions,  floor  and  facility 
plans,  and  job  classifications.  Workforce  evaluation  in- 
clude complete  histories,  physical  examinations,  blood 
chemistries,  and  serological  tests  for  hepatitis. 

Results. — From  a total  of  67  employees  tested,  30 
(45%)  had  elevated  transaminases  initially  and  all  were 
asymptomatic.  Nine  of  these  30  workers  (30%)  had  nor- 
mal liver  profiles  on  repeat  testings  and  21  (70%)  contin- 
ued to  be  abnormal.  Ten  of  the  30  employees  (33%)  had 
aspartate  transaminase  (AST)  and  alanine  transaminase 
(ALT)  values  of  more  than  twice  normal  and  22  of  these 
workers  (73%)  had  an  AST/ALT  ratio  of  less  than  one.  A 


significant  difference  was  observed  in  the  incidence  of 
elevated  transaminases  (total  = 30)  between  the  categories 
of  production  and  nonproduction  workers,  with  the  former 
showing  a significantly  higher  incidence  of  elevated  tran- 
saminases {P-  0.036  by  Fisher’s  exact  test). 

Of  the  30  workers  with  abnormal  liver  profiles,  two 
were  diagnosed  with  hepatitis  C infection,  two  with  fatty 
liver  disease,  and  one  with  alcoholic  liver  disease  and 
hemochromatosis.  In  25  of  these  30  workers  (83%)  there 
was  no  explanation  for  liver  enzyme  abnormalities,  and 
they  denied  all  risk  factors  for  liver  disease.  Again,  the 
incidence  of  these  unexplained  transaminase  elevations 
(total=25)  was  significantly  higher  in  the  production  work- 
ers than  in  the  nonproduction  workers  (P=  0.046  by 
Fisher’s  exact  test). 

Conclusion. — We  conclude  that  the  unexplained  tran- 
saminase elevations  observed  in  this  cohort  of  chemical 
plant  workers  may  be  explained  by  exposure  to  hepatotoxic 
chemicals. 

Support  provided  in  part  by  Abbott  Laboratories,  Abbott  Park,  111. 
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The  Diagnostic  Role  of  Transesophageal  Echocardiography  in  Patients  with  Pulmonary 

Embolic  Events  but  No  Obvious  Embolic  Source 

PETER  VASSALLO.  M.D.,  W.  NEIL  PEARSON,  M.D.,*  AND  NAZIM  TURHAL.  M.D. 

Bridgeport  Hospital  and  Griffin  Hospital 


Patients  with  pulmonary  emboli  (PE)  often  have  iden- 
tifiable sources  for  their  thromboembolic  events.  How- 
ever. patients  occasionally  present  with  documented  PE 
but  no  definite  evidence  of  embolic  source.  These  patients 
are  usually  assumed  to  have  lower  extremity  venous 
thrombosis  and  are  routinely  committed  to  systemic 
anticoagulation.  The  purpose  of  this  study  was  prospec- 
tively to  identify  patients  with  definite  pulmonary  embolic 
events  (high  probability  V/Q  scan  and/or  positive  pulmo- 
nary angiogram)  but  with  no  embolic  source  identified 
and  to  evaluate  the  utility  of  transesophageal  electrocar- 
diographv  (TEE)  in  these  patients. 

During  a 12-month  period,  eight  patients  with  unex- 
plained PE  were  referred  to  our  noninvasive  laboratory 
(male:female  = 6:2)  (age  58  ±19  years).  All  patients  had 
either  a high  probability  V/Q  scan  (5/8  or  63%)  or  a 
positive  pulmonary'  angiogram  (3/8  or  37%).  In  all  pa- 
tients. full  evaluation  for  possible  embolic  source  (Holter 
monitor,  lower  extremity  venous  Doppler  or  venogaphy, 
i transthoracic  echo  (TTE),  etc.)  was  negative.  TEE  was 
, performed  successfully,  without  complications,  in  all  pa- 
i tients  within  72  hours  of  admission. 

Excellent  visualization  of  all  right  ventricular  struc- 


tures (including  the  inferior  and  superior  vena  cavae  and 
pulmonary  artery  system)  was  obtained  in  all  patients.  In 
five  (63%)  patients.  TEE  yielded  no  diagnostically  useful 
information.  However,  in  three  (37%)  patients,  TEE  iden- 
tified previously  unrecognized  embolic  sources:  inferior 
vena  cavae  thrombus  (one),  right  atrial  (RA)  myxoma 
(one),  and  dilated  right  atrial  cavity  with  spontaneous 
contrast  and  RA  appendage  thrombus  (one).  Patient  man- 
agement was  unaltered  in  seven  of  eight  patients,  despite 
the  additional  diagnostic  information  in  two  patients. 
However,  in  one  patient  (RA  myxoma),  therapy  was 
directed  by  TEE  findings. 

Conclusion. — 1.  In  patients  with  documented  pulmo- 
nary emboli,  but  with  no  identified  embolic  source.  TEE 
affords  excellent  visualization  of  right  ventricular  struc- 
tures and  proximal  extracardiac  structures  and  should  be 
considered  as  an  important  adjunctive  diagnostic  tool.  2. 
In  specific  cases,  TEE  findings  may  significantly  alter 
patient  management  decisions,  and  a larger  study  may 
further  define  the  exact  role  of  TEE  in  the  management  of 
this  subset  of  patients. 


* Assistant  clinical  professor  of  medicine.  Yale  University  School  of 
Medicine. 


Transsternal  Biclavicular  Surgical  Approach  to  the  Upper  Anterior  Thoracic  Spine 


DANIEL  E.  NIJENSOHN.  M.D.,1  MICHAEL  E.  OPALAK.  M.D.,  ABRAHAM  MINTZ.  M.D., 
STEVEN  SWEITZER.  P.A.,  JAMES  LETTERA,  M.D.*  AND.  FRANCIS  MERGENTHALER.  M.D.* 
Section  of  Neurosurgery,  Department  of  Surgery,  ^Section  of  Vascular  and  Thoracic  Surgery, 
Department  of  Surgery.  Bridgeport  Hospital,  St.  Vincent's  Medical  Center. 

Yale  University  School  of  Medicine 


Anterior  access  to  the  upper  thoracic  and  lower  cervical 
vertebrae  is  often  surgically  necessary,  but  it  is  technically 
difficult  and  unrewarding  using  the  traditional  transcervical 
or  transthoracic  approach. 


Cervicosternotomy  and  cervicothoracotomy  have  been 
suggested  by  Sundaresan  et  al.  We  found  that  the  approach 
suggested  by  Lesoin  et  al  (Lille,  France),  involving 
transsection  of  the  sternal  manubrium  and  bisection  of 


VOLUME  58,  NO.  10 


593 


both  the  left  and  right  clavicles  leaving  the  insertion  of  the 
sternocleidomastoid  muscles  intact,  allows  wide  surgical 
access  to  the  first  four  thoracic  vertebrae  with  a minimum 
of  injury  to  the  patient.  We  have  recently  gained  experi- 
ence with  this  approach. 

Surgical  anatomy  and  use  of  the  technique  on  two 
patients  is  described.  One  patient  suffered  from  an  un- 
usual, high  thoracic  intradural  neuroenteric  mucin-pro- 


ducing bronchogenic  cyst,  ventral  to  the  spinal  cord.  The 
other  one  had  a vascular  and  destructive  metastatic 
hypernephroma  in  the  high  thoracic  spine.  Their  cases  are 
presented  and  discussed. 

The  advantages  of  this  approach,  as  well  as  the  difficul- 
ties and  dangers,  are  emphasized. 

’Assistant  clinical  professor  of  surgery  (neurosurgery),  Y ale  University 
School  of  Medicine. 


Primary  Ovarian  Malignant  Melanoma  in  Cystic  Teratoma  (Dermoid  Cyst) 


GUSTAVE  L.  DAVIS,  M.D.,  WILLIAM  BUTLER,  M.D.,  JAMES  E.  THURMOND,  M.D., 

AND  SABASTIAN  GALLO,  M.D.* 

Departments  of  Pathology  and  Laboratory  Medicine  and  Surgery, 

Bridgeport  Hospital  and  Middlesex  Memorial  Hospital* 


Malignant  melanoma  is  an  often  lethal  malignant  neo- 
plasm which  tests  the  diagnostic  acumen  of  the  patholo- 
gist and  the  therapeutic  skills  of  the  physician.  We  re- 
cently encountered  a patient  in  whom  malignant  melanoma 
arose  within  the  skin  of  an  otherwise  benign  cystic  teratoma 
(dermoid  cyst)  of  the  ovary.  We  also  review  a similar  case, 
found  in  our  search  of  the  Connecticut  State  Tumor 
registry  files  from  1938  to  1989,  from  Middlesex  Memo- 
rial Hospital.  A literature  search  revealed  an  additional  15 
reported  cases  from  1903. 

The  17  cases  ranged  from  26  to  87  years  of  age  (mean 
= 56  years) — similar  to  the  reported  age  distribution  of 
malignant  melanoma.1 

The  criteria  for  diagnosis  of  primary  ovarian  melanoma 
(as  opposed  to  the  more  common  metastasis  to  the  ovary) 


include:  (1)  no  evidence  of  other  primary  site;  (2) 
unilaterality;  and  (3)  junctional  change  within  dermoid 
skin. 

We  compared  all  17  cases  on  the  basis  of  initial  stage  of 
the  ovarian  neoplasm  at  diagnosis,  treatment,  and  survival 
(uniformly  poor).  In  spite  of  the  initial  localized  presenta- 
tion, primary  ovarian  melanoma  widely  disseminates, 
acting  as  a malignant  melanoma  rather  than  as  an  early 
stage  ovarian  malignancy,  and  prognosis  must  therefore 
be  based  on  standard  methods  of  assessment  of  depth  of 
invasion  of  the  dermoid  skin. 

1 . Scully  RE:  Tumors  of  the  ovary  and  maldeveloped  gonads.  Atlas  of 
Tumor  Pathology,  2nd  series,  Fascicle  16.  Armed  Forces  Institute 
of  Pathology.  Washington,  D.C.  1979;262. 


Biliary  Tract  Disease  and  Its  Relation  to  Adolescent  Pregnancy 

PAULA  L.  BELMAR,  M.D.,  SHARIQ  A.  AFRIDI,  M.D.,  AND  THOMAS  A.  SHAW-STIFFEL,  M.D. 
Departments  of  Medicine  and  Pediatrics,  Bridgeport  Hospital 


Purpose. — To  identify  teenagers  at  risk  of  developing 
biliary  tract  disease  reguiring  surgery  in  the  peripartum 
period. 

Patients  and  Methods. — Prompted  by  a recent  case  of  a 
13-year-old  girl  with  gallstone  pancreatitis  two  weeks 
postpartum,  we  did  a retrospective  chart  review  of  fe- 
males, aged  1 8 and  under,  admitted  to  Bridgeport  Hospital 
from  January  1988  to  December  1992  for  cholecystectomy. 


We  assessed  the  following  risk  factors:  recent  pregnancy, 
medical  history,  family  history,  weight,  and  ethnicity,  in 
order  to  determine  their  relation  to  the  prevalence  of 
biliary  tract  disease  requiring  surgery  in  this  age  group. 

Results. — Nineteen  patients  met  the  criteria  noted  above. 
None  had  a cholecystectomy  during  pregnancy.  Eight  of 
19  (42%)  had  their  cholecystectomy  no  later  than  10 
months  postpartum;  five  of  these  eight  (62%)  had  deliv- 
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ered  within  three  months.  All  the  postpartum  teenagers 
were  15  years  of  age  and  older:  three  were  18,  two,  17;  one, 
16;  and  two,  15.  Eight  of  the  19  patients  (42%)  were 
Hispanic;  six  of  these  (75%)  were  postpartum.  Three  of 
the  19  women  took  birth  control  pills,  two  of  whom  were 
postpartum. 

The  six  most  common  complaints  in  our  19  patients 
were  right  upper  quadrant  pain,  epigastric  pain,  radiation 
to  the  back,  nausea,  vomiting,  and  fever.  Eighteen  of  our 
19  (95%)  presented  with  right  upper  quadrant  pain.  There 
were  no  cases  of  pain  suggesting  biliary  tract  disease 
before  pregnancy.  Three  out  of  the  eight  women  in  their 
postpartum  period  developed  symptoms  during  pregnancy, 
but  did  not  require  surgery.  The  remaining  five  had  symp- 
toms postpartum.  Symptoms  did  not  differ  significantly 
among  women  who  were  pregnant  and  those  who  were 
not,  nor  among  those  who  developed  symptoms  during  or 
after  pregnancy. 


Laboratory  studies  showed  an  elevated  white  blood  cell 
count  in  seven  out  of  19  cases  (36.8%);  three  of  these  were 
postpartum  (42.8%).  Liver  function  tests  were  abnormal 
in  seven  out  of  19  patients  (36.8%),  five  of  whom  were 
pregnant  (71%). 

Every  patient  had  an  abdominal  ultrasound  examina- 
tion: 18  of  19  (94%)  had  multiple  gallstones  and  three  of 
19(15%)  had  common  bile  duct  dilatation.  After  assessing 
past  medical  history,  social  history,  family  history,  and 
weight,  we  could  identify  recent  pregnancy  as  the  only 
specific  risk  factor  for  biliary  tract  disease  in  this  age 
group. 

Conclusion. — In  this  retrospective  review,  we  found 
that  almost  half  of  teenagers  requiring  cholecystectomy 
had  delivered  within  10  months.  No  other  risk  factors  were 
found  to  be  important.  We  therefore  recommend  that  all 
pregnant  or  postpartum  teens  who  present  with  symptoms 
suggesting  biliary  tract  disease  should  be  fully  evaluated 
to  exclude  this  problem. 


Rapid  Evaluation  of  Fetal  Lung  Maturity  by  Fluorescence  Polarization 


DOUGLAS  GEARITY,  M.D.,  LARRY  BERNSTEIN,  M.D.,  ROBERT  STILLER,  M.D., 
AND  CHERYL  MENZIES,  M.D.,  AND  ROBERTA  DE  REGT,  M.D. 

Depatment  of  Obstetrics  and  Gynecology,  Patholgy  and  Laboratory  Medicine,  and  Pediatrics, 

Bridgeport  Hospital 


Thin-layer  chromatography  for  lecithin-sphingomyelin 
(L/S)  ratio  has  been  the  standard  test  for  fetal  lung  matu- 
rity. This  test  is  lengthy,  expensive,  and  requires  specially 
trained  personnel.  Slide  agglutination  testing  for 
phosphatidylglycerol  (PG)  has  been  utilized  as  a first-line 
test  for  lung  maturity,  but  is  known  to  have  a high  false 
negative  rate.  Recently  we  have  evaluated  the  commer- 
cially available  fluorescence  polarization  (FP)  surfactant 
assay  (TDx  Analyzer,  Abbott  Laboratories). 

Method. — Sixty-two  samples  of  amniotic  fluid  were 
obtained  by  amniocentesis  in  pregnancies  with  gesta- 
tional ages  from  28  to  39  weeks.  Analysis  included  L/S 
ration,  PG  by  slide  agglutination,  and  FP.  Mature  studies 
were  defined  as  L/S  > 2,  FP  > 50,  or  PG  +.  All  newborns 


were  delivered  within  72  hours  and  were  evaluated  for  the 
presence  of  respiratory  distress  syndrome  (RDS). 

Results. — In  42  samples  with  L/S  > 2, 21%  (N=9)  were 
associated  with  an  FP  of  < 50,  and  55%  (N=23)  were  PG 
negative.  Of  the  remaining  20  samples  with  L/S  < 2,  all 
had  FP  results  < 50.  No  cases  of  FP  > 50,  L/S  < 2 were 
seen.  One  case  of  RDS  occurred  in  a 34- week  fetus  with 
an  L/S  ratio  of  0.9  and  FP  result  of  1 1 . 

Conclusions. — There  is  a low  false  negative  rate  of  FP 
as  compared  to  PG  testing.  With  its  technical  advantages 
over  L/S  testing,  consideration  should  be  given  to  utilizing 
FP  testing  as  the  first  line  assessment  of  fetal  lung  matu- 
rity. 
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Use  of  Predonated  Autologous  Donated  Blood  at  Bridgeport  Hospital 


LARRY  H.  BERNSTEIN,  M.D.,  WILLIAM  COVEY,  M.D.,  AND  ATTILIO  GRANATA,  M.D. 
Departments  of  Pathology  and  Laboratory  Medicine,  Medicine,  and  Quality  Assurance, 

Bridgeport  Hospital 


An  audit  of  predonated  autologous  blood  use  in  87 
consecutive  patients  for  surgical  procedures  included:  30 
total  knee  (TKA)  (53.6%)  and  21  total  hip  arthroplasties 
(THA)  (37.5%),  six  radical  prostatectomies,  and  1 1 gyne- 
cological procedures  (hysterectomies  and  myomectomies, 
accounted  for  16. 1%  of  procedures).  Data  used  for  analy- 
sis included  age,  sex,  procedure,  predonation,  pre-  and 
post-transfusion  hemoglobin  (Hbd,  Hbt,  Hbpo)  concentra- 
tions, and  estimated  blood  loss  (EBL)  (mL).  The  means  of 
EBL,  transfused  units,  Hb  and  HU  for  the  most  common 
procedures  are  shown  in  Table  1. 


Analysis  of  the  data  suggests  that  the  wastage  of 
autodonated  units  might  have  been  reduced  either  by 
reducing  the  surgical  blood  order  or  by  using  the  Hbd  to 
adjust  the  amount  taken  on  a case-by-case  basis.  Autolo- 
gous predonation  is  not  indicated  for  routine  hysterec- 


tomies. 

EBL 

Units 

Hbt 

Hbd 

TKA 

223 

1.8 

10.6 

14.4 

THA 

1,153 

3.1 

9.4 

13.7 

PROS 

1,183 

2.7 

11.1 

15.4 

HYS 

382 

0.29 

11.5 

12.0 

Carcinoembryonic  Antigen  in  Colonic  Aspirate 

SCOTT  A.  WEISS,  M.D.  AND  MARGUERITE  PINTO,  M.D. 
Departments  of  Gastroenterology  and  Pathology,  Bridgeport  Hospital 


Purpose. — Carcinoemboyonic  antigen  (CEA)  levels  in 
stool  have  been  reported  to  be  elevated  in  patients  with 
colon  carcinoma  and  large  polyps.1,2  The  control  groups 
are  usually  healthy  volunteers.  We  therefore  conducted  a 
prospective  study  in  patients  referred  for  colonoscopy. 

Methods. — Nine  patients  undergoing  colonoscopy  for 
various  workups  were  given  a standard  colon  preparation 
the  day  prior  to  the  procedure.  All  fecal  samples  were 
aspirated  during  the  procedure  and  biopsy  specimens 
were  obtained.  CEA  antigen  was  measured  by  enzyme 
immunoassay  (Abbott),  and  5 ng/mL  was  used  as  a cut- 
off. The  cohort  consisted  of  nine  patients,  five  males  and 
four  females.  The  mean  age  was  68  years. 


Results. — All  nine  patients  had  CEA  levels  > 800  ng / 
mL.  Pathologic  diagnosis  were:  colon  cancer,  1;  inflam- 
matory bowel  disease,  4;  radiation  atrophy,  1 ; no  pathologic 
diagnosis,  2. 

Summary. — CEA  levels  were  of  no  diagnostic  help  in 
screening  or  diagnosing  patients  with  colon  cancer. 
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Retropharyngeal  Abscess — A Case  Complicating  Nasogastric  Tube  Placement 


ROBERT  PATRIGNELLI,  M.D.,  KEITH  JOHNSON,  M.D.,  MICHAEL  WERDMANN,  M.D., 

AND  THOMAS  SHAW-STIFFEL,  M.D. 

Departments  of  Emergency  Medicine  and  Medicine,  Bridgeport  Hospital 


Introduction. — We  present  the  first  known  case  in  the 
literature  of  a retropharyngeal  abscess  which  developed 
following  multiple  attempts  at  placing  a nasogastric  tube. 

Case  presentations. — A 50-year-old  male  presented 
with  an  episode  of  hematemesis  and  melena  while  taking 
aspirin.  Past  history  was  unremarkable  except  for  a 10- 
year  history  of  dyspepsia  and  chronic  headaches.  He  used 
no  other  medications.  On  initial  examination,  he  was 
noted  to  be  diaphoretic  and  had  a significant  orthostatic 
change  in  blood  pressure.  His  stools  were  heme  positive. 
The  physical  examination  was  otherwise  normal;  his 
hemoglobin  was  1.8  g/dL. 

With  each  attempt  to  pass  a 1 6 French  nasogastric  tube 
via  the  nose,  the  tube  would  curl  up  in  the  nasopharynx. 
After  three  attempts  this  was  abandoned.  Within  48 
hours,  the  patient  began  to  complain  of  a sore  throat  and 
dysphagia,  followed  by  right  neck  pain  and  dyspnea. 
Respiratory  distress  ensued  and  urgent  tracheal  intubation 
for  airway  management  was  necessary.  The  anesthesi- 
ologist noted  that  the  intubation  was  difficult  because  of 
an  obstructing  mass  arising  from  the  left  side  of  the 
pharynx.  Subsequent  computed  tomographic  (CT)  scan- 
ning of  this  area  showed  a large  retropharyngeal  abscess. 
Intravenous  antibiotics  (cefotaxime  and  metronidazol) 
were  initiated  based  on  a presumptive  diagnosis  of  oropha- 
ryngeal organisms,  and  the  process  resolved  within  10 
days. 


Discussion. — Retropharyngeal  abscesses  occur  mainly 
in  children,  although  they  may  be  seen  in  adults.  Most 
often,  the  infection  begins  with  a peripharyngeal  abscess 
following  a break  in  the  pharyngeal  wall  as  the  results  of 
trauma,  a foreign  body,  or  instrumentation.  The  typical 
presentation  includes  fever,  trismus,  and  odynophagia.  As 
the  abscess  extends  within  the  retropharyngeal  space, 
nuchal  rigidity,  airway  compromise,  and  ultimately  as- 
phyxia may  occur.  The  diagnosis  is  aided  by  lateral  soft 
tissue  x-ray  films,  CT  scan  of  the  head  and  neck,  as  well 
as  barium  swallow. 

Once  the  diagnosis  is  confirmed  blood  cultures  should 
be  obtained  and  broad  spectrum  antibiotics  started,  the 
vast  majority  of  these  infections  being  of  streptococcal 
origin.  As  with  all  abscesses,  incision  and  drainage  re- 
mains the  treatment  of  choice.  Feared  complications  in- 
clude asphyxia,  aspiration,  and  hemorrhage  secondary  to 
erosion  of  the  carotid  artery. 

Our  case  is  the  first  documented  report  of  a 
retropharyngeal  abscess  caused  by  nasogastric  tube 
intubation.  Of  note,  despite  only  intravenous  antibiotics 
having  been  used,  the  patient  did  well.  This  case  should 
serve  as  reminder  to  all  physicians  that  even  the  most 
benign  of  procedures  can  result  in  potentially  life-threat- 
ening complications. 


Carcinoembryonic  Antigen  and  Cytologic  Examination  of  Fine  Needle  Aspirates  of  Bone 

SUNIL  D’CUNHA,  M.D,  BORYS  MASCARENHAS,  M.D.,  AND  MARGUERITE  PINTO.  M.D. 
Departments  of  Medicine  and  Pathology,  Bridgeport  Hospital 


Aim. — 1.  To  compare  the  sensitivity  of  cytologic  diag- 
nosis with  carcinoembryonic  antigen  (CEA)  assay  of  fine 
needle  aspirates  (FNA)  of  bone.  2.  To  determine  if  CEA 
assay  enhances  the  sensitivity  of  cytologic  diagnosis  of 
bone  FNA. 


Method. — A five-year  retrospective  analysis  of  all  cy- 
tologic diagnoses  and  CEA  content  of  bone  FNAs  was 
done  in  patients  suspected  of  having  metastatic  lesions 
diagnosed  by  imaging  studies.  There  were  23  patients  (12 
male.  1 1 female)  with  an  age  range  of  five  to  85  (mean  63.4 
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years)  with  presenting  symptoms  of  bone  pain,  fractures, 
and  sensory  deficits.  Sites  included  rib  ( 1 1 ),  vertebrae  (4), 
humerus  (3),  ilium  (2),  radius  (1),  femur  (1),  and  sacrum 
(1).  Nine  (45%)  had  multiple  lesions.  FNAs  were  obtained 
using  19-22  gauge  needles;  20  under  imaging  guidance, 
three  under  direct  visualization.  Cytologic  diagnoses  were 
rendered  by  Papanicolaou  stained  smears.  CEA  was  mea- 
sured by  enzyme  immunassay  (Abbott  Lab),  and  mono- 
clonal antibody,  and  5 ng/mL  was  used  as  cut-off.  Final 
diagnoses  were  correlated  with  chart  review/  clinical  data, 
imaging  studies,  and,  when  available,  pathological  data 
and  follow-up. 

Results. — Final  diagnoses:  There  were  20  malignant, 
three  benign.  Of  the  malignant,  17  were  metastatic  carci- 
nomas, two  were  lymphomas,  one  was  a myeloma.  Of  the 


benign,  three  were  bone  cysts.  Primary  sites  of  metastatic 
lesions  were  lung  (55%),  breast  (15%),  lymphoma  (10%), 
cervix  (5%),  maxillary  sinus  (5%),  myeloma  (5%),  and 
unknown  primary  (5%).  Sensitivity  of  the  cytologic  diag- 
nosis was  85%  with  a specificity  of  100%.  Overall  sensi- 
tivity of  CEA  assay  was  50%  and  64%  for  lung  and  breast 
alone.  Highest  mean  CEA:  Lung:  301.8  ng/mL,  lower  in 
unknown  primary  and  breast.  CEA  was  not  elevated  in 
squamous  cancer  of  cervix,  myeloma,  lymphoma,  and 
basaloid  maxillary  sinus  cancer.  Serum  CEA  was  deter- 
mine in  seven,  elevated  in  four. 

Conclusion. — Although  in  this  study  CEA  assay  did 
not  enhance  the  sensitivity  of  cytologic  diagnosis,  an 
elevated  CEA  content  in  FNA  of  bone  is  a diagnostic 
adjunct  to  cytologic  diagnosis  of  metastatic  adenocarci- 
nomas to  bone. 


Left  Atrial  Appendage  Flow  Velocity  (LAAFV)  Measured  by 
Transesophageal  Echo  (TEE):  A Potential  Method  for  Identifying  Patients 
at  Increased  Risk  of  Thromboembolic  Events 

W.  NEIL  PEARSON,  M.D.,*  PETER  VASSALLO,  M.D.,  ANTHONY  D’SOUZA,  M.D., 

AND  MARK  MARIEB,  M.D. 

Bridgeport  Hospital  and  Yale  University  School  of  Medicine 


Patients  with  embolic  events  (peripheral  and  neuro- 
logic), but  no  identifiable  embolic  source,  are  frequently 
encountered  in  clinical  practice.  Transthoracic  echo  (TTE) 
and,  more  recently,  tranesophageal  echo  (TEE)  have  been 
useful  for  identifying  patients  with  potential  cardiac  sources 
of  emboli  (CSE).  Nevertheless,  even  with  the  increased 
sensitivity  of  TEE,  no  embolic  source  can  be  identified  in 
up  to  40%  of  patients  studied. 

During  an  eight-month  period,  we  prospectively  evalu- 
ated patients  referred  to  our  laboratory  for  TEE  examina- 
tion to  rule  out  CSE  (n+37)  (Group  I).  All  patients  had 
normal  results  with  Holter  monitor,  carotid  Doppler,  labo- 
ratory values,  and  TEE.  In  addition,  all  patients  were  in 
normal  sinus  rhythm;  patients  with  atrial  fibrillation  were 
excluded.  During  that  same  period,  52  patients  referred  for 
other  reasons  were  also  examined  (Group  II).  In  each 
patient,  heart  rate,  blood  pressure,  left  atrial  (LA)  size, 
transmitral  Doppler  patterns,  pulmonary  venous  flow  pat- 
terns (right  and  left),  and  left  atrial  appendage  flow  veloc- 
ity (LAAFV)  during  LA  systole  were  measured.  All 


measurements  were  performed  following  previously  de- 
scribed methods . Pulsed  Doppler  measurement  of  LAAFV 
during  LA  systole  was  obtained  at  the  junction  of  the  LA 
appendage  (LAA)  and  the  body  of  the  LA  cavity.  Charac- 
teristic biphasic  LAAFV  tracings  were  obtained  in  all  89 
patients. 

In  Group  II  patients,  LAAFV  during  LA  systole  ranged 
from  26,140  cm/sec  (mean  = 84  cm/sec).  LA  spontaneous 
contrast  was  noted  in  4/52  (7.6%).  In  Group  I patients, 
LAAFV  ranged  from  10-108  cm/sec  (mean  = 56  cm/sec). 
Ten  of  37  (27%)  had  spontaneous  LA  contrast.  All  pa- 
tients with  spontaneous  LA  contrast  (both  groups)  had 
LAAFV  less  than  60  cm/sec.  Within  Group  I,  a subset  of 
six  patients  was  identified  with  no  other  identifiable  CSE, 
who  showed  evidence  of  marked  LAA  hypocontractility 
(LAAFV  less  than  23cm/sec).  LA  contrast  was  present  in 
only  two  of  the  six  patients.  In  addition,  all  patients  (3/37) 
with  definite  LA  thrombus  showed  LAAFV  less  than  35 
cm/sec,  consistent  with  the  fact  that  LAA  hypocontractility, 
as  measured  by  LAAFV,  may  predispose  to  LA  append- 
age clot  formation. 
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Conclusions. — 1.  LAAFV,  measured  during  TEE,  is  an 
easily  obtained  marker  of  LAA  contractility.  2.  Dimin- 
ished LAAFV  may  be  present,  even  in  the  absence  of  LA 
spontaneous  contrast,  a marker  previously  associated  with 
increased  risk  of  embolic  events.  3.  Other  factors  affecting 
LAAFV  (heart  rate,  LA  pressure,  etc.)  remain  to  be 
completely  examined.  4.  Diminished  LAAFV  (less  than 


35  cm/sec)  may  identify  a subset  of  patients  with  normal 
sinus  rhythm,  at  increased  risk  of  LAA  thrombus  forma- 
tion and  therefore  at  increased  risk  of  cardioembolic 
events. 


* Assistant  clinical  professor  of  medicine,  Y ale  University  School  of 
Medicine. 


High  Squamous  Maturation  in  Postmenopausal  Cervical  Smears: 

Does  It  Predict  Pathology? 

ALEXANDER  KAMMER,  M.D.  AND  MARGUERITE  M.  PINTO,  M.D. 
Departments  of  Obstetrics  and  Gynecology  and  Pathology  and  Laboratory  Medicine, 

Bridgeport  Hospital 


Early  asymptomatic  carcinomas  of  the  endometrium  in 
postmenopausal  women  may  be  accompanied  by  a persis- 
tently elevated  level  of  squamous  maturation  in 
Papanicolaou  smears  (PAP)  in  the  absence  of  hormone 
therapy  or  infection.1 

In  a retrospective  review  of  PAP  smears  in  this  hospital, 
66  postmenopausal  patients  (mean  age:  66  years)  were 
identified  with  elevated  maturation  (over  10%  superficial 
cells).  Twenty-six  of  these  patients  had  histologic  exami- 
nation of  the  endometrium  and  formed  the  basis  of  this 
study. 

A chart  review  included  a search  for  high-risk  factors 
for  endometrial  carcinoma,  such  as  hypertension,  obesity, 
and  diabetes,  or  other  sources  for  high  estrin  (digoxin, 
tamoxifen),  or  other  associated  carcinomas.  Indications 
for  biopsy  included  postmenopausal  bleeding  (4)  or  in- 
creased squamous  maturation  (12).  Final  diagnoses  in- 
cluded abnormal  endometrial  pathology  in  1 2 of  1 4 (85%) 
patients  with  abnormal  bleeding  and  10/12  elevated  matu- 


ration alone  (83%).  Adenocarcinoma  (7)  was  more  pre- 
dominant in  the  group  with  postmenopausal  bleeding  as 
compared  to  the  asymptomatic  group  (3),  whereas 
hyperplasias  (8)  predominated  in  the  high  maturation 
group  alone  as  compared  to  those  with  postmenopausal 
bleeding  (5).  Two  patients  in  each  category  failed  to  show 
significant  endometrial  pathology.  Pertinent  clinical  ob- 
servations of  both  groups  showed  obesity  more  com- 
monly in  patients  presenting  with  abnormal  bleeding  (11/ 
14)  than  in  asymptomatic  patients  (6/12). 

In  conclusion,  the  results  of  this  study  demonstrate  the 
feasibility  of  continuing  a larger  study  to  investigate  the 
presence  of  endometrial  pathology  in  both  symptomatic 
and  asymptomatic  postmenopausal  patients  presenting 
with  elevated  squamous  maturation  on  PAP  smears. 
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The  Road  Less  Traveled: 

A Conversation  with  My  Son 

ROBERT  E.  McAFEE,  M.D. 


I HAVE  had  the  opportunity  to  address  many  different 
audiences — both  inside  and  outside  the  Federation — 
and  I have  told  many  audiences  how  happy  I was  to  be  in 
this  place  or  that,  but  I can’ t begin  to  tell  you  how  honored 
I am  to  stand  before  you  tonight,  surrounded  by  so  many 
familiar  faces. 

It  is  a moment  for  the  poets.  Robert  Frost  writes: 

Two  roads  diverged  in  a wood,  and  I — 

I took  the  one  less  traveled  by, 

And  that  has  made  all  the  difference. 

Frost’s  poem  is  about  the  choices  that  we  make:  what 
we  choose,  how  we  choose,  and  why  we  choose  But  if  the 
poem  is  about  choosing,  it  is  also  about  character.  Some- 
thing impels  the  poet  to  choose  the  road  less  traveled — just 
as  something  inside  each  of  us  in  this  room  has  impelled 
us  to  pursue  the  Endless  Frontier  that  is  medicine. 

Why  did  we  make  that  choice?  Why  struggle  up  a road 
whose  end  we  can  never  quite  reach?  Would  we  do  it 
again?  Will  those  who  follow  us  make  the  same  choice? 
Will  they  even  have  the  same  choice? 

For  the  answers,  I want  to  turn  where  so  many  of  us  turn 
when  we  need  clarity  and  direction:  to  my  family,  to  my 
wife,  to  my  children — to  my  son,  Steve,  who  is  sitting 
right  here  in  front  of  me  tonight. 

In  this  same  week  that  I become  your  president,  Steve 
enters  his  own  private  medical  practice  in  Boston  at  the 
Massachusetts  General  Hospital.  As  my  stewardship  of 
medicine  is  coming  to  a close,  his  is  just  beginning.  I may 
not  exactly  be  sprinting  down  the  back  stretch,  but  Steve 
is  definitely  ready  to  grab  the  baton  and  run  with  it. 

ROBERT  E.  McAFEE,  M.D.,  President,  American  Medical 
Association.  Inaugural  speach  given  at  the  American  Medical 
Association’s  Annual  Meeting,  Chicago  Hilton  & Towers,  Chicago, 
Illinois  on  Wednesday,  15  June  1994,  at  5:00  p.m. 


Let  me  transport  all  of  us  to  another  stage,  900  miles 
away:  Boston,  Massachusetts  (a  former  appendage  of  the 
great  state  of  Maine),  Tufts  University  School  of  Medi- 
cine, where  Steve  and  I both  went  to  medical  school. 
That’s  where  Doris  and  I were  sitting,  not  long  ago, 
participating  in  a great  tradition.  If  you  are  an  alumni 
parent,  you  are  invited  to  march  into  the  graduation 
ceremony  in  your  cap  and  gown.  You  sit  on  the  stage  and, 
as  your  son  or  daughter  is  called  up,  you  stand  beside  the 
dean,  the  dean  hands  you  the  diploma,  and  you  then 
present  it  to  your  child. 

It  is  a marvelous  experience. 

As  I sat  there  waiting  to  hear  your  name,  Steve,  I 
couldn’t  help  but  think  back  a generation,  back  when  I sat 
where  you  do  now,  eager  to  test  myself  against  the  Endless 
Frontier. 

I’ll  probably  sound  old  when  I say,  “Things  were 
different  back  then,”  but  things  were  different  back  then. 

I couldn’t  help  but  think  that  during  my  internship.  I 
cared  for  patients  crippled  by  the  last  great  polio  epidemic, 
and  that  we  have  won  the  battle  against  polio,  but  now  we 
have  AIDS — and  you  will  win  that  battle.  I couldn’t  help 
but  think  that  the  Number  One  cause  of  death  of  young 
men  in  this  country  back  when  I started  was  infectious 
disease,  with  auto  accidents  a close  second — and  that  the 
Number  One  cause  of  death  for  young  men  today  in  this 
country  is  homicide. 

As  they  called  your  name,  Steve,  I realized  that  the 
challenges  you  face  are  no  more  insurmountable  than 
those  that  faced  me — only  different.  That’s  the  nature  of 
the  road  we  have  chosen,  of  the  choices  that  you  and  I have 
made. 
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Son,  handing  you  that  diploma  was  one  of  the  greatest 
personal  satisfactions  of  my  life. 

It  was  more  than  a moment  filled  with  pride  for  me 
because  I knew  what  many  in  the  audience  did  not  know. 
I knew  that  not  only  did  you  pay  the  price  we’ve  all  paid 
in  long  hours  of  study,  arduous  training,  too  much  time 
! away  from  your  family,  not  only  did  you  pick  a spe- 
cialty— hematology-oncology — that  took  almost  seven 
years  of  specialized  training,  but  you  did  so  after  surviving 
a life-threatening  disease  that  required  major  surgery. 

And  you  did  it  all  with  sensitivity  and  with  grace, 
Steve — never  complaining,  never  allowing  it  to  get  in 
your  way,  even  using  it  as  a way  to  volunteer  and  help 
others  with  the  same  disease.  You  have  taught  me  many 
lessons,  my  son. 

Of  course,  you  didn’t  do  it  alone.  Just  as  I have  been 
blessed  with  a special  partner,  so  have  you  been  blessed 
with  a woman — Lisa — whom  we  think  the  world  of,  a 
woman  who  has  been  a fan,  a helpmate,  a mother  to  your 
two  children — oops,  excuse  me — two-and-a -half  chil- 
dren. 

Not  to  say  there  are  no  clouds  at  all  in  this  rosy  picture. 

Steve,  I have  to  tell  you  that  last  night,  I was  having  a 
grandfather  to  grandson  heart-to-heart  with  your  son, 
Eric,  and  he  told  me  that  when  he  grows  up,  he  does  not 
wish  to  be  an  internist  like  you,  but  rather  a surgeon  like 
myself.  That’s  provided  he  could  not  be  his  first  choice — 
a dump  truck  driver. 

Sounds  like  young  Eric  is  going  to  choose  the  road  less 
traveled,  as  well — perhaps  build  that  road. 

But  Steve,  the  road  you’ve  chosen  offers  you  a natural 
high  that  is  beyond  compare.  Every  physician  in  this  room 
tonight — regardless  of  their  specialty — has  had  that  very 
precious  moment  that  comes  early  in  their  practice. 

If  you  are  a surgeon,  it  begins  with  the  ringing  of  a 
telephone,  or  the  intrusion  of  your  beeper  late  at  night. 
There  has  been  an  accident,  with  serious  injuries.  You  are 
summoned  quickly  to  the  emergency  ward  where  they 
have  brought  a 19-year-old  who  is  not  doing  well. 

His  blood  pressure  is  barely  recordable,  and  despite  his 
multiple,  long-bone  fractures  and  serious  head  injuries, 
bleeding  in  the  abdomen  dominates  his  clinical  picture. 
He’s  very  unstable,  his  belly  is  expanding  before  your 
eyes.  You  whisk  him  into  the  operating  room,  the  unpre- 
pared abdomen  is  opened,  and  you  then  see  more  blood 
than  you  have  ever  seen  before  in  your  life. 

You  hope  beyond  hope  that  this  is  a simple  splenic 
injury  that  you  can  deal  with  quickly,  because  you  haven’t 
got  much  time. 

As  you  run  your  left  hand  along  the  left,  upper  quadrant, 
you  feel  that  stellate  fracture  on  his  spleen  that  dictates  its 
removal.  You  quickly  run  your  hand  down  around  the 


splenic  pedicle  and,  between  your  thumb  and  your  forefin- 
ger, you  squeeze  that  barely  perceptible,  pulsating  splenic 
artery. 

And  as  you  squeeze,  at  that  moment  you  begin  to  feel — 
you  hope,  you  begin  to  pray  a little  bit — as  you  continue 
to  squeeze  you  can  feel  the  amplitude  of  that  pulse  get  a 
little  bit  stronger,  and  stronger,  and  stronger. 

And  you  look  at  the  head  of  the  table  and  the  anesthe- 
siologist is  beginning  to  get  a little  blood  pressure,  and  to 
record  it,  and  is  nodding  his  head,  “Yes,  yes.” 

And  slowly,  like  the  pulse  itself,  you  begin  to  realize 
that  it  is  only  this  injury  you’re  going  to  deal  with,  and  in 
an  instant,  it  hits  you  that  you  are  going  to  conquer  this 
problem.  And  in  that  exact  same  instant  the  thought  comes 
flooding  in  on  you  that  this  young  man  is  going  to  live  50 
more  years  because  of  what  you  have  just  done. 

With  the  possible  exception  of  childbirth,  this  is  the 
single,  greatest,  natural  high  that  one  individual  can  feel 
for  another  on  the  face  of  this  earth! 

And  it  is  not  unique  to  surgery.  If  you  had  chosen  a 
career  in  primary  care  as  a family  practitioner  or  pediatri- 
cian, you  might  think  back  to  the  first  time  a one-and-a- 
half  or  two-year-old  child  had  her  very  first  asthmatic 
bronchitis,  and  she  is  rushed  to  the  emergency  ward  by  her 
parents  who  watch  their  baby  daughter  agonizing  to  take 
her  next  breath. 

She  is  ashen  gray— straining  every  muscle  just  to  breathe. 

She  should  have  been  here  an  hour  ago. 

You  look  at  the  faces  of  these  young  parents,  who  have 
never  thought  of  death  before,  and  now,  for  the  first  time, 
their  child — their  only  child — may  be  close  to  dying.  And 
there  are  tears  in  their  eyes,  which  are  tears  of  pleading  for 
you  to  do  something,  because  you  are  a doctor. 

Fortunately,  it’s  an  easy  diagnosis,  and  it  doesn’t  take 
long  for  the  bronchodilators  and  cool  mists  and  oxygen  to 
work,  and  as  they  do,  the  child  slows  her  respiration,  pinks 
up,  and  drifts  off  to  sleep — and  you  know  she  is  going  to 
be  okay. 

As  you  look  back  again  at  the  faces  of  those  parents,  the 
tears  are  still  there,  but  they  are  different  kinds  of  tears — 
they  are  tears  of  gratitude,  tears  of  love — if  there  is  such 
a thing — not  only  for  their  child,  but  for  you  because  you 
are  a doctor — and  because  of  what  you  have  just  done  for 
their  only  child. 

You  know,  there  isn’t  any  CPT  for  that;  there  isn’t  any 
Relative  Value  that  some  bureaucrat  will  put  on  that — and 
I hope  there  never  is. 

And  if  you  had  gone  into  obstetrics,  you  know  those 
terrifying  moments  come  when  there  are  two  lives  on  the 
line,  and  the  sum  total  of  all  your  training  has  to  be  focused 
on  doing  the  right  thing.  And  you  do.  And  from  that  point 
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on,  that  young  child  is  always  referred  to  as  “My  daughter, 
Susan,  who  wouldn’t  be  here  if  it  weren’t  for  Dr.  Smith.” 

I even  had  an  ophthalmologist  come  up  to  me  in  Port- 
land to  tell  me  that  he  got  a hug  from  a grandmother  after 
he  had  done  her  cataract  surgery.  She  said,  “My  grandson 
is  one  year  old  today.  I have  held  him,  and  I have  kissed 
him,  I have  talked  to  him,  but  before  today,  I had  never 
seen  him.  And  you  know — he  really  is  beautiful!” 

Then  she  gave  my  ophthalmologist  friend  a hug. 

Steve,  this  is  the  view  along  the  road  less  traveled. 
These  are  joyful,  peaceful  places — the  shade  trees,  the 
sweet  flowers,  the  clear  running  streams.  And  despite  all 
the  problems  with  the  practice  of  medicine,  the  rewards  of 
those  moments  remain  just  as  they  have  been  in  the  past. 
And  I know  they  are  going  to  be  there  for  you  in  the  future. 

Steve,  now  it  is  time  for  my  generation  to  turn  over  the 
stewardship  of  medicine  to  your  generation.  As  I pass  you 
the  baton,  let  me  take  great  pride  in  telling  you  that  you  are 
about  to  inherit  the  highest  quality  medical  system  in  the 
world.  The  technology  that  we  can  marshal  and  apply 
directly  to  patient  care  is  unexcelled  anywhere  in  the 
world.  Our  profession  remains  strong  and  respected  be- 
cause of  our  concern  for  ethics,  for  education,  and  for  the 
protection  of  the  patient-physician  relationship — which 
are  the  three  reasons  the  AMA  was  founded  in  the  first 
place. 

But  I must  also  apologize  to  you,  Steve,  for  the  system 
by  which  health  care  is  delivered  today.  Because  during 
my  watch,  in  an  attempt  to  help  finance  the  system,  we 
have  allowed  too  much  interference;  and,  in  an  attempt  to 
help  achieve  increased  access,  we  sometimes  have  achieved 
just  the  opposite. 

And  while  our  intentions  were  good,  the  system  today 
for  some  is  confusing,  unfriendly,  and  expensive.  Third 
parties  intervene  who  are  concerned  more  about  healthy 
profits  than  about  healthy  patients. 

And  I am  afraid  you  are  going  to  have  to  use  a good  part 
of  your  time  clearing  the  thicket  we  have  let  crowd  the 
proper  path  of  medicine.  The  time  may  come  soon  for  you 
to  say,  as  we  all  would  say:  “This  far,  and  no  further.” 

Because  we  will  not  sacrifice  quality,  we  will  not 
sacrifice  excellence,  we  will  not  sacrifice  our  patients  for 
those  who  would  change  the  system  with  more  regulation, 
with  more  bureaucracy,  with  concern  only  for  profit  and 
the  bottom  line. 

Since  1990,  we  have  said  1,000  times  in  1,000  forums 
the  message  you  can  boil  down  to  three  words:  Voice; 
choice;  and  coverage.  Physician  voice,  patient  choice, 
universal  coverage.  This  is  your  agenda.  This  is  my 
agenda.  This  is  what  we  all  stand  for,  and  we  will  not  stand 
for  anything  less. 


Don’t  get  me  wrong,  Steve.  The  way  you  practice 
medicine  will  be  different  tomorrow  than  it  is  today 
because  the  problems  society  faces  are  so  deep  and  wide- 
spread. They  are  going  to  demand  your  attention  as  a 
physician,  as  a citizen,  and  as  a parent. 

The  path  you’ve  chosen  crosses  stretches  of  desolation 
and  waste,  Steve.  There  will  be  days  when  your  heart 
aches. 

We  do  live  in  the  most  violent  country  on  Earth  ... 
Where  every  12  seconds,  another  woman  is  kicked  or 
punched  or  slapped — or  worse,  frequently  by  those  who 
should  love  her  most;  where  a child  is  killed  every  three- 
and-a-half  hours;  a country  that  spent  over  50  billion 
dollars  during  the  last  five  years  to  slow  the  use  of  illegal 
drugs — but  didn’t  put  a dent  in  the  number  of  hard-core 
users  who  spend  50  billion  dollars  in  one  year  on  their 
habit;  where  the  biggest  gateway  drug  of  all — tobacco — 
is  legal,  and  kills  close  to  half-a-million  people  every  year; 
a country  in  which  more  years  of  life  are  lost  to  violence 
than  years  of  life  lost  to  heart  disease,  cancer,  and  stroke 
combined. 

I tell  you  this,  Steve,  because  I believe  you  and  I can  do 
something  about  it.  We  are  often  in  the  best  position  not 
only  to  heal,  but  to  diagnose,  to  assist,  to  prevent  this 
violence  and  abuse.  Let  us  stop  damning  the  problem  and 
start  doing  our  damnedest  to  solve  it. 

Steve,  it  may  be  the  nature  of  fatherhood,  or  the  nature 
of  this  lectern,  that  makes  me  offer  you  advice.  Now, 
sometimes  you  have  come  forward  and  asked  for  my 
advice — and  sometimes  you  have  not.  If  you  had  asked  me 
I would  have  told  you  that  you  cannot  hide  a piece  of 
broccoli  in  a glass  of  milk.  I know  this  because  I tried  it 
myself — last  week. 

But  I do  remember  you  coming  to  me  not  long  ago  and 
asking  for  an  opinion.  You  were  disappointed  with  one  of 
your  residencies  because  you  felt  patients  were  being 
shortchanged  by  lack  of  staff  on  a particular  service. 

You  called  me  and  said  you  were  frustrated  and  think- 
ing of  changing  institutions. 

I said,  fine,  you  know  I’ll  support  you — but  what  about 
the  patients  you’re  going  to  leave  behind?  What  about 
those  patients  who  are  not  getting  the  care  you  think  your 
institution  should  be  giving  them? 

I remember  how  you  responded. 

You  sat  down  with  everyone,  you  said  you  needed  two 
more  people  to  properly  cover  the  floor  during  the  clinic 
in  the  afternoon  and  evening,  and  you  galvanized  your 
fellow  residents.  And  the  institution  responded  by  hiring 
additional  people.  Now  the  program  is  giving  better  care 
to  its  patients — but  even  more  important,  your  efforts 
have  made  your  training  far  more  meaningful. 
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So  I congratulate  you  for  staying  and  learning  the  most 
important  lesson — that  we  can  change  things.  That  we 
physicians  have  an  obligation  to  change  things — to  al- 
ways work  to  make  our  patients  better,  medicine  better, 
the  system  itself  better. 

That’s  how  we’ll  tackle  these  roadblocks  in  our  path — 
like  we  always  have:  with  courage,  with  dedication,  with 
perseverance,  with  vision. 

And,  Steve,  thank  you  for  asking.  I hope  you  will 
continue  to  ask  for  my  advice  and  opinions,  even  when 
you  know  the  answer — particularly  when  I get  a little 
older  than  I am  now . It  will  humor  me . . . and  it  will  astound 
your  mother. 

One  last  piece  of  advice. 

More  than  anything  else,  I want  you  to  remember  to  be 
a good  physician,  a good  doctor.  I want  you  to  listen  to 
your  patients.  I want  you  to  touch  them  every  day  on  your 
rounds.  Hold  their  hand.  Squeeze  their  shoulder.  Pat  them 
on  the  back.  Look  into  their  eyes. 

Remember  how  lonely  that  person  is;  remember  how 
lonely  you  were  when  you  were  a patient.  Don’t  be  afraid 
to  sit  down  with  that  patient  rather  than  stand  at  the  end  of 
the  bed.  That  small  gesture  can  make  such  a big  difference. 
Remember  to  take  the  medical  chart  into  the  room  with 
you,  and  write  your  medical  progress  report  in  the  patient’ s 
room — it  is  so  much  more  meaningful. 

Don’t  forget  to  smile — it  is  awfully  important.  And 
don’t  be  afraid  to  cry.  Sometimes  when  you  are  alone  with 
the  patient,  when  you  remember  a special  patient,  a col- 
league, a loved  one;  sometimes  when  you  are  with  the 
family,  sometimes  when  you  are  home  alone,  sometimes 
in  those  quiet  moments.  Don’t  be  afraid  to  cry.  It  is  okay. 

Be  sure  that  you  call  your  reception  area  the  Hospitality 
Area  and  not  the  Waiting  Room.  Be  on  time — and  don’t 
believe  for  one  minute  that  your  time  is  any  more  precious 
than  that  of  your  patients. 

And  don’t  forget  to  call  the  family.  Not  just  when  big 
victories  occur — but  sometime,  some  day,  when  there 
isn’t  any  reason,  just  to  say,  “How  are  you  getting  along  at 
home?  Mother  or  dad  is  doing  fine — be  home  in  a few 
days — are  you  ready  for  them?  How  do  you  feel  about 
things?  Is  there  anything  we  can  do  for  you?” 

And  when  those  big  victories  do  come — and  they  will — 
be  sure  you  share  them  with  the  nurses,  your  colleagues, 
your  residents,  your  therapists.  Those  victories  would  not 
happen  without  them.  Be  sure  you  let  them  know  you 
recognize  and  you  appreciate  that. 

Finally,  it  takes  a special  kind  of  person  to  deal  with  the 
patients  you  are  going  to  see  day  in  and  day  out.  It  is  one 
of  the  reasons  I’m  so  proud  of  you  . 


Remember:  Cancer  doesn’t  always  have  to  win.  But 
when  you  can’t  cure,  you  have  the  greatest  responsibility 
to  care.  For  the  most  part,  our  patients  don’t  care  how 
much  you  know — they  want  to  know  how  much  you  care. 

Y ou  have  been  that  patient  yourself.  Y ou  know.  It  is  too 
bad  more  of  us  couldn’t  have  the  perspective  that  you  have 
had,  because  I know  it  would  make  us  better  physicians. 

Finally,  Steve,  let  my  pride  in  you  be  matched  by  your 
pride  in  your  profession. 

I hope  that  you  will  continue  your  membership  in  the 
AMA.  Not  necessarily  because  your  father  told  you  to,  but 
because  the  heritage  being  passed  to  you — this  baton  I am 
giving  you — must  be  preserved. 

The  AMA  laid  the  foundation  of  modem  American 
medicine  almost  a century  and  a half  ago.  That  foundation 
was  built  upon  three  principles  that  are  just  as  important 
today  as  they  were  back  then: 

First,  a code  of  ethics  specific  to  physicians,  our  pa- 
tients, and  each  other.  Second,  our  guarantee  to  the  best 
quality  education  we  can  provide  to  students,  residents  in 
training,  and  all  those  who  continue  their  medical  educa- 
tion for  a lifetime.  And  third,  that  doctors  must  be  free  to 
care  for  patients  in  an  environment  unfettered  by  outside 
interferences. 

That  foundation — that  bedrock  of  our  profession — 
gives  us  the  best  opportunity  to  help  and  heal  our  patients. 
This  House  of  Medicine  is  built  upon  that  foundation,  and 
we  then  invite  in  every  physician,  every  physician  organi- 
zation, and  every  specialty  to  come  and  deliver  their 
specialty  care  to  their  patients  unfettered  by  any  restraints. 
We  do  have  to  be  wary  of  those  who  want  to  live  in  the 
house  rent-free. 

And  if  you  accept  that  concept,  remember  that  if  any- 
thing happens  to  that  foundation — if  it  cracks,  if  it  crumbles, 
if  it  gets  smaller — then  every  physician  and  every  patient 
who  depends  on  its  support  will  be  endangered. 

That  is  the  real  reason  we  are  all  here  tonight.  We  are  a 
living  testament  to  the  durability  of  that  foundation. 

In  my  first  official  act  as  your  president,  let  me  ac- 
knowledge the  stewards  who  have  so  tirelessly  champi- 
oned that  heritage  and  that  legacy.  They  are  seated  right 
behind  me.  They  have  chosen  this  road  less  traveled,  and 
have  only  added  to  their  commitment,  their  skills,  their 
leadership.  They  have  gone  the  extra  mile  for  medicine. 
Look  at  them.  Join  me  in  acknowledging  them  again. 

And  so,  Steve,  my  son,  accept  the  heritage  that  is  the 
profession  of  medicine,  accept  the  heritage  that  is  the 
American  Medical  Association.  From  all  of  us  to  you — it 
is  now  yours. 
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Use  your  energy  and  your  talents  to  raise  it  to  new 
heights.  Modify  it,  improve  it  if  you  can;  reinvent  the 
AMA,  reinvest  in  the  AMA — but  above  all  else,  preserve 
the  AMA. 

You  have  chosen  the  road  less  traveled.  You  stand 
poised  at  the  border  of  the  Endless  Frontier  of  medicine. 
I know  that  it  will  make — and  you  will  make — all  the 
difference. 


I so  envy  you  . . . Dr.  McAfee. 

Ladies  and  gentlemen,  for  the  singular  opportunity  you 
have  accorded  me  tonight  in  this  conversation  with  my 
son,  and  for  the  unique  and  singular  honor  you  have  given 
me  by  electing  me  president  of  the  American  Medical 
Association,  I thank  you  so  very  much. 
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A Broken  C.V.  Joint 


DANIEL  G.  FEDERMAN,  M.D. 


DAMN...  a broken  C.V.  joint!  The  diagnosis  was  made 
not  by  an  astute  orthopedist,  but  by  my  mechanic  24 
hours  earlier.  To  me  that  morning  there  was  nothing  more 
disastrous  in  the  world  than  my  car’s  C.V.  joint  and  that 
horrible  clack-clack-clack  sound  that  it  was  responsible 
for.  I was  overwhelmed  by  the  sense  of  helplessness  that 
mechanical  ignorance  produces  in  us  in  times  of  automo- 
tive dysfunction.  Why  was  this  happening  to  me?  How 
could  I afford  to  pay  for  the  repair?  Was  my  mechanic 
qualified  for  this  job?  These  thoughts  were  racing  in  my 
head,  further  intensifying  the  gravity  of  the  situation.  I 
realized  the  irony  in  that  all  my  darkest  fears  and  most 
serious  worries  must  be  experienced  by  each  and  every 
patient  of  mine  in  my  practice  of  medicine. 

As  I drove  to  my  scheduled  repair  that  afternoon,  I was 
intent  on  my  misfortune,  but  quickly  was  awakened  from 
my  trance  by  the  sight  of  a person  lying  in  the  middle  of  a 
lane  of  a busy  road,  face  down,  with  several  concerned 
citizens  attempting  to  render  assistance. 

As  someone  who  had  been  the  director  of  emergency 
services  at  a busy  academic  V.A.  Hospital  until  a few 
months  earlier,  I relished  the  opportunity  to  assess  the 
situation  and  offer  aid  if  necessary.  I quickly  ascertained 
that  none  of  the  onlookers  were  health  professionals,  and 
I was  proud  to  assume  control,  as  I had  in  the  emergency 
room  a thousand  times  before.  I found  a young  women 
lying  face  down,  blood  emanating  from  her  nostril  as  well 
as  from  several  scrapes  on  her  extremities  and  trickling 
down  the  street  An  eyewitness  said  that  the  unfortunate 
lady  had  tripped  off  the  curb  and  fallen  into  the  traffic,  a 


DANIEL  G.  FEDERMAN,  M.D.,  Clinical  instructor.  Y ale  University 
School  of  Medicine.  New  Haven;  Staff  Physician.  West  Haven  V.A. 
Medical  Center,  West  Haven. 


car  had  run  over  her  chest  after  knocking  her  off  her  feet. 
The  driver  was  not  at  fault;  there  was  no  possible  way  for 
her  to  have  seen  the  pedestrian  or  anticipated  her  fall.  I 
gazed  at  the  gray-haired  driver  who  sat  motionless  and  in 
shock  on  the  curb  and  whose  apparent  apathy  belied  her 
feelings  of  guilt.  She  too  was  traumatized.  I leaned  over  to 
talk  to  the  bleeding  pedestrian.  When  I asked  her  what  part 
of  her  body  hurt,  she  responded  with  slow  and  slurred 
speech  that  her  chest  was  in  pain.  When  I asked  her  what 
medical  history  she  had  if  any,  she  informed  me  that  she 
was  a manic-depressive.  I felt  a brief  feeling  of  anger  at 
this  lady,  whom  I presumed  was  intoxicated;  that  would 
explain  the  slurred  speech  and  the  stumbling  into  traffic. 

Although  she  lay  motionless  on  the  street  she  emphati- 
cally stated  that  she  was  on  lunch  break  and  had  to  return 
to  work  at  Caldor’ s department  store  in  a half  hour.  My 
emotions  changed  to  feelings  of  respect  for  this  lady  who 
having  been  run  over  by  a car  felt  enough  responsibility 
and  sense  of  duty  to  want  to  return  to  work.  As  I was 
fortunate  enough  to  have  a stethoscope  in  my  car,  I 
auscultated  her  lungs;  normal  breath  sounds  bilaterally.  I 
was  comforted  by  finding  that  any  broken  ribs  had  not 
caused  a significant  pneumothorax.  A woman  stopped 
from  her  car  and  identified  herself  as  a nurse.  “It’s  o.k.,” 
I said,  “I’m  a doctor.  It’s  o.k.”  I felt  as  if  the  stethoscope 
were  my  badge,  justifying  my  involvement  to  all  the 
onlookers  and  empowering  me  to  assume  command.  I felt 
for  her  pulse  and  found  it  to  be  rapid  and  weak.  Her  skin 
had  become  clammy.  As  I continued  to  talk  to  her  I found 
her  becoming  less  responsive  to  my  questions.  Yes,  her 
pulse  was  still  palpable  and  she  was  still  breathing,  but  it 
now  was  obvious  that  she  was  critically  ill. 

To  my  horror,  I realized  that  I was  not  in  the  comfortable 
environment  of  my  emergency  room  with  its  catheters, 
intravenous  solutions,  defibrillators,  monitors,  endotra- 
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cheal  tubes,  nursing  staff,  radiology  technicians,  CT  scans, 
and  surgical  backup.  I felt  naked  and  vulnerable.  One 
instant  I had  been  the  omnipotent  physician  taking  charge 
of  the  situation,  the  next  moment  I was  a powerless 
cripple.  I stood  over  her  helpless  and  paralyzed  and  prayed 
for  the  ambulance  to  arrive,  as  much  for  her  as  for  me,  to 
extricate  me  from  this  terrible  realization  of  my  helpless- 
ness. Foam  appeared  at  her  mouth,  her  eyes  closed,  her 
complexion  turned  that  preterminal  bluish  color.  Luckily, 
the  paramedics  and  emergency  medical  technicians  ar- 
rived and  to  my  relief  immediately  assumed  command. 
They  immobilized  her  neck  and  readied  IV  solutions  and 
endotracheal  tubes.  I was  about  to  offer  to  intubate  her,  but 
I realized  that  I had  never  intubated  a person  with  a neck 
collar  in  place.  The  EMTs  from  the  ambulance  had  prob- 
ably performed  that  task  a hundred  times.  With  urgency 
and  efficiency  they  loaded  her  into  the  ambulance  and 
sped  away. 

I began  to  wonder  about  this  lady  apparently  dying  in 
front  of  me  minutes  before.  Did  she  have  family?  What 
were  her  hopes  and  dreams?  Did  she  experience  love?  I 
thought  about  her  at  home  drinking  coffee  and  reading  the 
newspaper  that  morning  oblivious  to  her  fate. 

I have  seen  death  before  a hundred  times,  but  it  was 
always  in  my  domain,  in  the  hospital.  The  sick  wore 
gowns,  arm  bands,  and  were  attached  to  IV  poles;  they 
instantly  assumed  their  role  as  patients.  This  was  clearly 
a different  experience  and  I was  shaken  as  I have  never 
been  before. 

The  following  day  I read  in  the  newspaper  that  she  was 
pronounced  dead  at  the  local  hospital.  At  42  she  was  a 
divorced  mother  of  two.  An  autopsy  was  to  be  performed, 
but  it  was  presumed  that  she  died  of  internal  injuries 
resulting  from  the  accident.  The  driver  would  not  be 
charged  with  any  offense. 

I remember  that  after  giving  my  statement  to  the  police, 
a woman  from  the  emergency  response  team  thanked  me 
for  my  help  and  participation.  “A  lot  of  doctors  wouldn’t 
have  gotten  involved,”  she  said.  “You’d  be  amazed.”  At 
that  point  I wasn’t  amazed  anymore. 
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EMERGING  INFECTIOUS  DISEASES 


Arenavirus  Infection — Connecticut,  1994 


ON  20  August  1994,  the  Connecticut  Department  of 
Public  Health  and  Addiction  Services  received  a 
report  of  a case  of  acute  illness  in  a virologist  suspected  to 
be  associated  with  Sabia  virus,  a newly  described 
arenavirus.  This  report  presents  preliminary  findings  from 
the  case  investigation. 

On  19  August  1994,  the  virologist  presented  to  the 
Tropical  Medicine  Clinic  at  Yale-New  Haven  Hospital 
with  a four-day  history  of  fever,  malaise,  backache,  stiff 
neck,  and  myalgias  that  he  attributed  to  a recurrence  of  a 
Plasmodium  vivax  infection.  On  evaluation  at  the  clinic, 
his  temperature  was  99.8  F (37.6  C)  on  antipyretics,  and  he 
had  a normal  physical  examination.  Laboratory  evalua- 
tion included  a negative  malaria  smear,  a total  white  blood 
cell  count  (WBC)  of  2,600  cells/mm3  (normal:  4,000- 
10,000  cells/mm5),  a platelet  count  of  138,000  cells/mm3 
(normal:  150,000-350,000  cells/mm5),  2+ proteinuria,  and 
alanine  aminotransferase  (ALT)  of  6,356  U/L  (upper  limit 
normal:  35  U/L). 

A history  of  a possible  laboratory  exposure  to  Sabia 
virus  was  obtained,  and  the  man  was  hospitalized  for 
prompt  treatment  with  intravenous  ribavirin,  an  antiviral 
drug  that  is  effective  against  other  arenavirus  infections 
such  as  Lassa  fever.1 

On  admission,  the  patient  had  a temperature  of  103  F 
(39.4  C).  Within  24  hours  of  hospitalization,  his  total 
WBC  and  platelet  count  had  declined  to  a low  of  1,400 
cells/mm3  and  92,000  cells/mm,3  respectively.  His  ALT 
peaked  at  128  U/L  on  the  ninth  day  of  hospitalization.  No 
hemorrhagic  manifestations  of  the  infection  were  ob- 


Reprinted  from  Morbidity  and  Mortality  Weekly  Report,  September 
1994,  vol.  43,  no.  34. 


served  during  hospitalization.  A diagnosis  of  Sabia  infec- 
tion was  confirmed  on  acute  serum  by  amplification  of  a 
portion  of  the  viral  genome  by  polymerase  chain  reaction 
and  by  isolation  of  the  virus  from  blood.  The  patient 
recovered  and  was  discharged  on  26  August. 

On  8 August,  the  virologist  was  apparently  exposed  to 
an  aerosol  of  Sabia  virus  when  a centrifuge  bottle  devel- 
oped a crack,  and  tissue  culture  supernatant  containing  the 
virus  leaked  into  the  high-speed  centrifuge.  At  the  time  of 
the  incident,  the  virologist  was  working  alone  in  the 
biosafety  level-3  laboratory  (negative  pressure  with  HEPA- 
filtered  exhaust  system).  He  cleaned  the  spilled  material 
from  the  centrifuge  while  wearing  a gown,  surgical  mask, 
and  gloves. 

Persons  who  came  in  contact  with  the  patient  or  with  his 
biological  specimens  in  the  hospital  laboratories  since 
onset  of  his  illness  were  notified  and  enrolled  in  a surveil- 
lance program.  None  of  these  persons  have  had  exposure 
to  the  patient  that  would  suggest  a high  risk  for  secondary 
infection.  As  of  31  August,  none  of  the  persons  under 
surveillance  have  reported  a febrile  illness. 

Reported  by:  M.  Barry,  M.D.,  F.  Bia,  M.D.,  M.  Cullen,  M.D.,  L. 
Dembry,  M.D.,  S.  Fischer,  M.D.,  D.  Geller,  M.D.,  W.  Hierholzer,  M.D., 
P.  McPhedran,  M.D.,  P.  Rainey,  M.D.,  M.  Russi,  M.D.,  E.  Snyder, 
M.D.,  E.  Wrone,  M.D.,  Yale  University  School  of  Medicine  and  Yale- 
New  Haven  Hospital;  J.P.  Gonzalez,  M.D.,  R.  Rico-Hesse,  Ph.D.,  R. 
Tesh,  M.D.,  R.  Ryder,  M.D.,  R.  Shope,  M.D.,  Yale  Arbovirus  Research 
Unit,  Yale  University;  W.P.  Quinn,  M.P.H.,  New  Haven  Health  Depart- 
ment; P.D.  Galbraith,  D.M.D.,  M.L.  Cartter,  M.D.,  J.L.  Hadler,  M.D., 
State  Epidemiologist,  Connecticut  Department  of  Public  Health  and 
Addiction  Services;  A.  DeMaria,  Jr.,  M.D.,  State  Epidemiologist, 
Massachusetts  Department  of  Public  Health;  Division  of  Field  Epide- 
miology, Epidemiology  Program  Offce;  Special  Pathogens  Branch, 
Division  of  Viral  and  Rickettsial  Diseases,  National  Center  for  Infec- 
tious Diseases,  CDC. 
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alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
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Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
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renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 
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eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence, 1 '3>4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness . In  the  event  of  side  effects  dosage  to  be  reduced  to  xk  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000’s  NDC 
53159-001-10.  J|3|ggj* 
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Editorial  Note:  Sabia  virus  was  isolated  by  scientists 
in  Sao  Paulo,  Brazil,  in  1990  and  characterized  by  scien- 
tists in  Belem,  Brazil,  and  at  the  Yale  Arbovirus  Research 
Unit.2  Only  two  cases  of  Sabia  virus  infection  (both  in 
Brazil)  have  been  reported.2  One  was  a naturally  acquired 
infection  in  an  agricultural  engineer  who  was  probably 
infected  by  exposure  to  an  infected  rodent  (the  natural 
reservoir  of  other  known  arenaviruses).  The  engineer  died 
approximately  two  weeks  after  becoming  ill.  The  second 
case  was  in  a laboratory  technician  who  was  working  with 
the  virus.  He  had  a severe  illness  characterized  by  15  days 
of  fever,  chills,  malaise,  headache,  generalized  myalgia, 
sore  throat,  conjunctivitis,  nausea,  vomiting,  diarrhea, 
epigastric  pain,  bleeding  gums,  and  leukopenia.  He  recov- 
ered after  hospitalization  and  treatment  with  intravenous 
fluids. 

Little  is  known  about  the  modes  of  transmission  of  the 
Sabia  virus.  Based  on  the  pathogenesis  of  other 
arenaviruses,  the  Sabia  virus  is  not  believed  to  be  infec- 
tious until  the  patient  exhibits  symptoms.  Other 
arenaviruses  can  be  transmitted  by  needlestick  but  do  not 
readily  spread  from  person  to  person.  Persons  in  casual 
contact  with  persons  with  arenavirus  infection  are  not  at 
risk  for  disease  and  do  not  require  medical  follow-up. 
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Safe  Harbors  and  Stark  Realities 


LOIS  B.  TANZER  AND  ELIZABETH  SCHLAFF 


Introduction 

CONCERN  over  physicians’  payment  practices  and 
business  arrangements  has  prompted  the  enactment 
of  two  significant  federal  laws:  one,  to  address  illegal 
remuneration,  the  Medicare  and  Medicaid  Fraud  and 
Abuse  statute  also  known  as  the  “antikickback”  statute1 
and  its  “safe  harbor”  regulations;  and  the  other  to  limit 
physician  self-referral,  the  Ethics  in  Patient  Referrals  Act 
of  1989,  also  known  as  the  Stark  law.2 

The  first  set  of  “safe  harbor”  regulations  promulgated  in 
1991  was  summarized  in  an  earlier  issue  of  Connecticut 
Medicine?  In  1993,  Congress  proposed  new  safe  harbor 
regulations  under  the  antikickback  statute  and  signifi- 
cantly expanded  prohibitions  of  physician  self-referrals.  It 
is  not  the  purpose  of  this  paper  to  present  a detailed  or 
exhaustive  analysis  of  the  Stark  legislation  or  proposed 
safe  harbor  regulations.  Rather,  it  is  to  acquaint  the  health- 
care practitioner  with  these  recent  developments  and  to 
alert  the  practitioner  to  their  potential  impact  on  long- 
range  business  plans,  as  well  as  on  more  immediate, 
everyday  conduct.  Physicians  are  encouraged  to  consult 
their  legal  and  business  advisors  regarding  the  ramifica- 
tions of  these  enactments  on  existing  and  contemplated 
business  arrangements. 

Safe  Harbors 

The  antikickback  or  “Fraud  and  Abuse”  statute  was 
originally  enacted  in  1972,  and  most  recently  amended  in 
1987.  It  prohibits  paying  or  receiving  remuneration  in 
return  for  patient  referrals.  The  penalties  can  include  fines, 
imprisonment,  and  exclusion  from  the  Medicare  program. 

LOIS  B.  TANZER.  attorney,  O'Brien.  Tanski.  Tanzer  & Young, 
Counsellors  at  Law:  ELIZABETH  SCHLAFF.  attorney,  New  Britain 
General  Hospital. 
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The  original  safe  harbor  regulations  described  types  of 
business  arrangements  which  would  not  be  subject  to 
prosecution  under  this  statute.  They  protected  certain 
limited  and  very  specific  types  of  investment  interests, 
space  and  equipment  rental  agreements,  sales  of  practices, 
referral  services,  personal  service  and  management  con- 
tracts, warranties,  discounts  and  group  purchasing  organi- 
zations, and  waivers  of  coinsurance  and  deductibles. 

Since  July  1991,  there  has  been  considerable  specula- 
tion regarding  further  safe  harbor  regulations.  The  focus 
of  much  of  the  speculation  has  dealt  with  the  frequent 
practice  by  hospitals  of  physician  recruitment,  which  was 
not  provided  safe  harbor  protection  in  the  original  rules.  In 
May  1992,  the  Office  of  Inspector  General  issued  one  of 
its  “fraud  alerts,”  outlining  inducements  made  to  physi- 
cians that  were  potentially  unlawful  and  subject  to  OIG 
scrutiny.4  These  inducements  included:  use  of  free  or 
significantly  discounted  office  space  or  equipment;  free 
training  for  physicians’  office  staff  on  management  tech- 
niques or  CPT  coding;  income  guarantees;  low  interest  or 
interest-free  loans;  and  payment  of  cost  of  physicians’ 
traveling  expenses  for  conferences. 

The  broad  scope  of  this  fraud  alert  concerned  many 
hospitals  and  practitioners,  and  their  concern  was  soon 
shown  to  be  justified.  In  the  1992  case  of  Polk  County 
Memorial  Hospital  vs  Peters?  a physician  recruitment 
agreement  was  found  to  constitute  an  illegal  inducement 
to  refer  patients,  and  the  court  refused  to  enforce  it.  The 
agreement  in  that  case  included  an  income  guarantee  and 
free  office  space.  However,  what  concerned  the  court 
more  was  a specific  provision  in  which  the  physician 
agreed  to  utilize  Polk  County  Hospital  for  his  patients  as 
long  as  another  facility  was  not  needed  for  appropriate 
care  of  his  patients.  Since  most  carefully  drafted  agree- 
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merits  do  not  have  that  specific  provision,  observers  were 
more  troubled  by  the  court’s  reliance  on  the  fraud  alert  as 
if  it  had  the  same  force  of  law  as  a regulation. 

For  these  reasons,  new  safe  harbors  were  anxiously 
awaited.  Then,  in  September  1993,  the  Department  of 
Health  and  Human  Services  issued  seven  new  proposed 
“safe  harbor”  regulations  under  the  Medicare  antikickback 
statute.  They  have  proven  to  be  a disappointment  to  most. 
They  are  far  narrower  than  were  expected,  and  the  main 
beneficiaries  of  the  safe  harbor  protections  are  rural  hos- 
pitals and  providers. 

The  seven  proposed  safe  harbors  are:  investment  inter- 
ests in  rural  areas,  ambulatory  surgery  centers  and  group 
practices  composed  of  active  investors  only;  practitioner 
recruitment;  obstetrical  malpractice  insurance  subsidies; 
referral  agreements  for  specialty  services;  and  coopera- 
tive hospital  service  organizations.  Until  finalized,  the 
new  proposed  safe  harbors  are  subject  to  change  and  offer 
no  protection  until  the  regulations  are  enacted. 

Physician  Recruitment. — Significant  protection  for  phy- 
sician recruitment  arrangements  did  not  materialize.  The 
protections  in  these  safe  harbor  regulations  are  limited  to 
entities  in  rural  areas  which,  when  seven  standards  are 
met,  may  now  pay  or  make  exchanges  of  value  to  induce 
a practitioner  to  practice  in  that  area  if  he  has  practiced  less 
than  one  year  in  his  specialty  or  if  he  is  relocating  a 
practice  to  that  area.  The  agreement  must  be  in  writing  and 
be  for  no  more  than  three  years  unless  certain  criteria  are 
met.  The  new  practice  location  must  be  in  a health  profes- 
sional shortage  area  (“HPSA”).  The  practitioner  must  be 
relocating  not  less  than  100  miles  and  85%  of  his  revenues 
must  come  from  new  patients  after  his  relocation.  There 
must  be  no  requirements  to  make  referrals  or  generate 
business  and  no  restrictions  on  the  practitioner’ s ability  to 
have  staff  privileges  at,  or  generate  business  for,  another 
hospital  or  entity.  The  benefits  the  practitioner  receives 
under  the  arrangement  cannot  depend  on  the  volume  of 
business  or  number  of  referrals  to  the  hospital  or  entity. 
Finally,  the  practitioner  must  treat  Title  XVIII  and  Title 
XIX  patients. 

According  to  the  comments  that  accompanied  these 
proposed  rules,  the  only  expansion  of  this  limited  protec- 
tion that  the  department  is  now  considering  is  adding 
recruitment  of  practitioners  in  areas  which  are  HPS  As  for 
the  practitioner’s  specialty  category. 

Obstetrical  Malpractice  Insurance.-- Another  proposed 
safe  harbor  deals  with  primary  care  HPSAs.  The  obstetri- 
cal malpractice  insurance  safe  harbor  states  that  a hospital 
or  entity  may  agree  to  pay  some  or  all  of  a malpractice 
insurance  premium  if  the  hospital  is  in  a primary  care 
HPSA,  if  at  least  85%  of  the  obstetrical  patients  reside  in 
the  HPSA  or  are  part  of  a population  group  that  has  a 


shortage  of  primary  medical  care  manpower,  and  if  the 
premium  is  calculated  based  on  bona  fide  assessments  of 
liability  risk. 

As  in  the  physician  recruitment  safe  harbor,  the  agree- 
ment must  be  written,  there  must  be  no  requirement  of 
referrals,  there  may  not  be  restrictions  on  staff  privileges, 
the  amount  of  the  benefits  must  not  be  based  on  volume  or 
value  of  referrals,  and  the  practitioner  must  treat  Title  XIX 
patients. 

Referral  Agreements  for  Specialty  Services. — This  safe 
harbor  states  that  individuals  or  entities  may  agree  to  refer 
patients  for  specialty  services  in  return  for  an  agreement 
that  the  patient  will  be  referred  back  to  them  under  certain 
circumstances.  The  service  for  which  the  referral  is  made 
may  not  be  within  the  expertise  of  the  referring  individual/ 
entity,  and  it  must  be  within  the  expertise  of  the  individual/ 
entity  receiving  the  referral.  In  addition,  neither  indi- 
vidual/entity may  receive  any  payment  from  the  other. 
The  only  remuneration  either  may  receive  for  the  services 
rendered  is  from  third-party  payors  or  the  patient  herself. 

Cooperative  Hospital  Service  Organizations. — A co- 
operative hospital  service  organization  (“CHSO”)  is  an 
organization  formed  by  two  or  more  tax-exempt  institu- 
tions to  provide  services  to  those  institutions  such  as 
billing,  purchasing,  and  other  services.  Payments  made 
between  a CHSO  and  a patron  hospital  will  not  be  illegal 
remuneration  if  the  payment  to  the  CHSO  is  for  bona  fide 
operating  expenses,  and  payments  to  the  patron  hospital 
are  distributions  of  net  earnings. 

Investment  Interests-Ambulatory  Surgery  Centers, 
Group  Practices,  Rural  Areas. — The  last  three  safe  har- 
bors expand  on  the  investment  interests  already  protected 
in  the  July  1991  regulations. 

The  first  additional  protection  is  for  investment  inter- 
ests in  ambulatory  surgery  centers.  If  the  entity  is  a 
certified  ambulatory  surgical  center  and  all  the  investors 
are  surgeons  who  are  in  a position  to  refer  patients  and  to 
perform  surgery  on  those  patients,  these  investment  inter- 
ests are  protected  under  certain  circumstances.  The  terms 
on  which  the  investment  interest  is  offered  to  the  investor 
may  not  relate  to  prior  or  future  volume  of  referrals, 
services,  or  amount  of  business.  Passive  investors  are  not 
required  to  make  referrals  to  remain  investors.  In  addition, 
no  loans  may  be  made  by  the  entity  or  another  investor  to 
any  other  investor  in  order  to  obtain  an  investment  inter- 
est. Payments  to  investors  must  be  directly  proportional  to 
the  amount  of  their  capital  investment.  Finally,  the  sur- 
geons must  treat  Title  XVIII  and  Title  XIX  patients. 

The  second  expansion  of  the  investment  interest  protec- 
tion is  to  investors  in  group  practices  where  all  of  the 
investors  are  active  and  are  members  of  the  group  practice. 
The  requirements  are  similar  to  those  for  ambulatory 
surgical  centers:  the  terms  of  the  investment  interest  may 
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not  be  based  on  prior  or  future  referrals;  no  loans  may  be 
made;  and  any  payment  to  investors  must  be  directly 
proportional  to  the  amount  of  their  capital  investment. 


The  last  investment  interest  given  new  protection  is  in 
rural  areas.  This  protection  was  developed  because  of 
feedback  received  after  the  July  1991  safe  harbor  regula- 
tions that  rural  areas  found  it  impossible  to  comply  with 
the  “60-40  rule.”  The  60-40  rule  provided  a safe  harbor  to 
joint  venture  investment  interests  where  no  more  than 
40%  of  the  investors  were  sources  of  referrals  and  no  more 
than  40%  of  the  gross  revenues  were  from  referrals  made 
by  investors.  This  new  safe  harbor  eliminates  the  60-40 
rule  for  rural  areas  as  long  as  eight  criteria  are  met: 


1 . The  entity  must  offer  equal  opportunities  to  obtain 
investment  interests,  regardless  of  whether  the  indi- 
vidual is  in  a position  to  make  or  influence  referrals; 

2.  The  terms  of  the  investment  interest  offered  to  pas- 
sive investors  must  be  the  same,  whether  or  not  that 
investor  is  in  a position  to  influence  referrals; 

3 . The  terms  on  which  the  investment  interest  is  offered 
must  not  be  related  to  prior  or  future  volume  of 
referrals; 

4.  There  is  no  requirement  that  the  passive  investor 
make  referrals; 

5.  The  entity  cannot  market  its  services  to  passive 
investors  differently  than  to  noninvestors; 

6.  At  least  85%  of  the  entity’s  business  in  the  prior  year 
must  be  from  service  to  persons  who  reside  in  a rural 
area; 

7.  No  loans  may  be  made  to  an  investor  if  the  investor 
uses  any  part  of  the  loan  to  obtain  the  investment 
interest;  and 

8.  The  amount  of  payment  to  an  investor  must  be 
directly  proportional  to  the  amount  of  his  capital 
investment. 

Stark  Realities 


In  November  1992,  two  articles  in  the  New  England 
Journal  of  Medicine  reported  that  physician  referrals  to 
entities  in  which  the  physicians  have  a financial  interest 
result  in  overutilization,  increased  costs,  and  potentially 
decreased  quality  of  care.6  The  American  Medical  Asso- 
ciation has  also  expressed  disapproval  of  physician  self- 
referral.7 


Since  1 January  1992,  Stark  has  prohibited  physician 
referral  of  Medicare  patients  to  clinical  laboratories  with 
which  the  physician  or  an  immediate  family  member  has 
a financial  relationship.  With  the  passage  of  the  Omnibus 
Budget  and  Reconciliation  Act  last  August  (OBRA  ’93), 
Stark  was  significantly  expanded  to  cover  referrals  of 
Medicaid  as  well  as  Medicare  patients  not  only  to  clinical 
laboratories,  but  to  numerous  additional  types  of  facilities 
referred  to  as  “designated  health  services.” 


Effective  1 January  1995,  the  new  legislation  (“Stark 
II”)  bans  physician  referral  of  Medicaid  and  Medicare 
patients  to  the  following  designated  health  services  if  the 
physician  or  an  immediate  family  member  has  a financial 
relationship  with  the  designated  service: 

1 . clinical  laboratory  services 

2.  physical  and  occupational  therapy  services 

3.  radiology  or  other  diagnostic  services 

4.  radiation  therapy  services 

5.  durable  medical  equipment 

6.  parenteral  and  enteral  nutrients,  equipment,  and 
supplies 

7.  prosthetics,  orthotics,  and  prosthetic  devices 

8.  home  health  services 

9.  outpatient  prescription  drugs 

10.  inpatient  and  outpatient  hospital  services 

Exceptions. — Exceptions  to  this  broad  prohibition  on 
physician  self-referral  of  Medicare  and  Medicaid  patients 
depend  on  the  nature  of  the  financial  relationship  between 
the  physician  (or  immediate  family  member)  and  the 
designated  health  service.  A “financial  relationship”  may 
be  an  “ownership  or  investment  interest”  through  equity, 
debt,  or  other  means,  or  it  may  be  a “compensation 
arrangement,”  a term  broadly  defined  to  capture  diverse 
practices  providing  referral  incentives.  Some  of  the  recog- 
nized exceptions  are  as  follows: 

A.  Referrals  are  not  prohibited  in  the  case  of  “owner- 
ship or  investment  interest”  in  hospitals,  publicly 
traded  securities,  rural  providers,  and  hospitals  in 
Puerto  Rico.  The  exception  for  hospital  ownership 
other  than  in  Puerto  Rico  applies  if  the  referring 
physician  is  authorized  to  provide  services  at  the 
hospital  and  the  ownership  or  investment  interest  is 
in  the  hospital  itself. 

B . Where  the  financial  relationship  with  the  designated 
health  service  is  a “compensation  arrangement,” 
patient  referral  is  allowed  if  the  arrangement  is  for 
rental  of  space  and  equipment,  bona  fide  employ- 
ment, personal  services,  hospital  compensation,  pur- 
chase of  practice  or  sale  of  property,  a group  prac- 
tice with  a hospital,  physician  recruitment,  or 
payment  by  a physician  for  items  and  services,  and 
if  specific  statutory  requirements  are  met.  For  in- 
stance, leases  of  space  and  equipment  must  be  in 
writing;  charges  must  be  commercially  reasonable 
even  if  no  referrals  are  made  between  the  parties; 
charges  must  be  set  forth  in  advance  and  must  be 
consistent  with  fair  market  values. 

C.  There  are  also  exceptions  to  the  ban  on  physician 
referral  for  both  “ownership  and  investment  inter- 
ests” and  “compensation  arrangements”  that  in- 
volve physicians’  services,  in-office  ancillary  ser- 
vices, prepaid  plans,  and  other  arrangements  which 
do  not  pose  a risk  of  program  or  patient  abuse. 
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Physicians’  services  are  those  provided  personally  or 
under  the  personal  supervision  of  another  physician  in  the 
same  group  practice  as  the  referring  physician.  In-office 
ancillary  services,  which  are  frequently  but  not  always 
clinical  laboratory  services,  must  be  performed  by  the 
referring  physician,  a member  of  the  group  practice,  or  a 
person  directly  supervised  by  a physician  in  the  group 
practice.  Not  included  in  this  exception  are  parenteral  and 
enteral  nutrients,  equipment  and  supplies,  or  durable  medi- 
cal equipment  other  than  infusion  pumps.  To  fall  within 
this  Stark  exception,  the  in-office  ancillary  services  must 
also  meet  statutory  criteria  concerning  where  the  services 
are  furnished  and  how  they  are  billed. 

The  antikickback  statute  discussed  above  is  a penal 
statute.  Therefore,  violation  requires  a “corrupt  intent,” 
and  a failure  to  fall  within  a safe  harbor  does  not  automati- 
cally trigger  a violation.  Stark  is  less  forgiving.  Patient 
referral  not  expressly  permitted  under  one  of  the  statutory 
exceptions  is  prohibited  and  subject  to  sanctions.  Such 
sanctions  include  denial  of  Medicare  and  Medicaid  reim- 
bursement for  the  designated  health  service,  mandated 
refund  of  amounts  billed  for  the  prohibited  referral,  and / 
or  civil  monetary  penalties  and  exclusion  from  participa- 
tion in  the  federal  programs.  Reporting  requirements 
imposed  on  providers  of  covered  items  and  services  are 
intended  to  facilitate  enforcement. 

Currents  In  Connecticut 

To  date,  legislative  action  in  Connecticut  dealing  with 
physician  self-referral  and  business  arrangements  has 
been  limited.  In  1991  an  act  was  passed  which  requires  a 
“practitioner  of  the  healing  arts”  who  has  an  ownership  or 
investment  interest  in  an  entity  which  operates  diagnostic 
imaging  equipment  to  disclose  that  interest  to  the  patient 
before  ordering  the  test  and  to  inform  the  patient  of  referral 
alternatives.8  Unlike  Stark,  this  Connecticut  statute  does 
not  prohibit  self-referral;  rather,  it  requires  disclosure. 
Like  Stark,  there  are  exceptions — the  disclosure  require- 
ment does  not  apply  to  in-office  ancillary  services  or 
ownership  of  publicly  traded  securities. 

Last  year,  the  Connecticut  legislature  enacted  a prohibi- 
tory statute.9  Effective  1 July  1993,  licensed  practitioners 
authorized  to  prescribe  medications,  their  spouses  (except 
a licensed  pharmacist  spouse),  and  dependent  children  are 
prohibited  from  having  an  ownership  or  investment  inter- 
est in  a Connecticut  pharmacy.  The  act  does  not  apply  to 
an  inherited  ownership  interest  or  one  in  existence  before 
the  effective  date  of  the  act.  In  addition,  legislative  disfa- 
vor of  physician  self-referral  was  clearly  expressed  in  the 
1993  overhaul  of  the  Connecticut  Workers’  Compensa- 
tion Act:  “The  state  shall  not  make  any  payment  to  a 
facility  owned  in  whole  or  in  part  by  the  referring  practi- 
tioner.”10 


Forecasts 

One  can  anticipate  continued  legislative  efforts  de- 
signed to  limit  the  perceived  conflicts  and  abuses  inherent 
in  physician  self-referral  and  business  arrangements.  On 
the  federal  level,  President  Clinton’s  Health  Security  Act, 
as  proposed,  would  apply  to  all  providers  and  further 
expand  the  list  of  designated  health  services  to  include 
those  not  rendered  personally  by  the  physician  or  by  a 
person  under  the  physician’s  direct  supervision.  Other 
states,  notably  Minnesota11  and  Florida,12  prohibit  physi- 
cian self-referral  of  patients  beyond  the  reach  of  Stark  II, 
which  applies  only  to  Medicare  and  Medicaid  recipients. 
Heightened  activity  in  Connecticut  would  not  be  surpris- 
ing in  light  of  legislative  awareness  of  the  findings  re- 
ported in  the  New  England  Journal  of  Medicine  and  the 
position  of  the  American  Medical  Association,  both  of 
which  were  referred  to  during  hearings  last  year  before  the 
Public  Health  Committee  on  the  1993  legislation  prohib- 
iting ownership  of  pharmacies  by  licensed  practitioners.13 
At  that  same  hearing,  testimony  of  the  Connecticut  State 
Medical  Society  was  presented  that  physician  self-referral 
done  purely  for  profit  is  unethical.14  In  fact,  during  the 
1994  session  of  the  Connecticut  legislature,  the  Public 
Health  Committee  initiated  House  Bill  55-49  which  con- 
cerned physician  self-referral.  However,  the  bill  failed  to 
be  voted  on  before  the  end  of  the  session.  The  likelihood 
of  its  resurrection  will  depend  on  the  outcome  of  this 
November’s  General  Assembly  elections. 
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Introduction 

IT  has  been  a decade  since  the  1984  Consensus  Develop- 
ment Conference  on  Osteoporosis  first  suggested  that 
increased  intake  of  calcium  might  help  prevent 
osteoporosis.  Osteoporosis  affects  more  than  25  million 
people  in  the  United  States  and  is  the  major  underlying 
cause  of  bone  fractures  in  postmenopausal  women  and  the 
elderly.  Previous  surveys  have  revealed  that  the  U.S. 
population  experiences  more  than  1.5  million  fractures 
annually  at  a cost  in  excess  of  $10  billion  per  year  to  the 
health-care  system.  Two  important  factors  that  influence 
the  occurrence  of  osteoporosis  are  optimal  peak  bone 
mass  attained  in  the  first  two  to  three  decades  of  life  and 
the  rate  at  which  bone  is  lost  in  later  years.  Adequate 
calcium  intake  is  critical  to  achieving  optimal  peak  bone 
mass  and  modifies  the  rate  of  bone  loss  associated  with 
aging.  A number  of  publications  have  addressed  the  pos- 
sible role  of  calcium  intake  in  the  prevention  of  disorders 
other  than  osteoporosis,  including  other  bone  diseases, 
oral  bone  loss,  colon  cancer,  hypertension,  and 
preeclampsia,  a hypertensive  disorder  of  pregnancy.  The 
results  of  recent  research  investigating  these  issues  indi- 
cate that  the  optimal  amount  of  calcium  intake  may  be 
greater  than  the  amount  consumed  by  most  Americans.  At 
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the  same  time,  the  general  public  and  scientists  have  been 
exposed  to  a body  of  information  emphasizing  the  value  of 
ensuring  adequate  calcium  intake  throughout  life. 

Calcium  is  an  essential  nutrient.  Optimal  calcium  in- 
take may  vary  according  to  a person’s  age,  sex,  and 
ethnicity.  Other  factors  play  a role  in  calcium  intake, 
including  vitamin  D,  which  is  needed  for  adequate  cal- 
cium absorption.  Many  factors  can  negatively  influence 
calcium  availability,  such  as  certain  medications  or  food 
components.  Optimal  calcium  intake  may  be  achieved 
through  diet,  calcium-fortified  foods,  calcium  supple- 
ments, or  various  combinations  of  these. 

In  view  of  the  great  public  interest  in  nutrition  and 
disease  prevention,  the  scientific  community  has  an  obli- 
gation to  integrate  new  data  and  to  provide  health-care 
practitioners  and  the  public  with  guidance,  even  though  all 
of  the  necessary  long-term  studies  may  not  have  been 
completed.  In  some  cases,  the  new  data,  however  exciting, 
point  to  the  need  for  further  research  rather  than  to  specific 
recommendations.  Future  investigations  in  this  rapidly 
expanding  area  of  research  will  lead  undoubtedly  to  more 
definitive  information,  which  will  provide  the  basis  for 
new  recommendations. 

To  address  issues  related  to  optimal  calcium  intake,  the 
National  Institute  of  Arthritis  and  Musculoskeletal  and 
Skin  Diseases  together  with  the  Office  of  Medical  Appli- 
cations of  Research  of  the  National  Institutes  of  Health, 
convened  a Consensus  Development  Conference  on  Op- 
timal Calcium  Intake  on  6-8  June  1994.  The  conference 
was  cosponsored  by  the  Office  of  Research  on  Women’s 
Health,  Office  of  the  Director;  the  National  Institute  on 
Aging;  the  National  Cancer  Institute;  the  National  Insti- 
tute of  Child  Health  and  Human  Development;  the  Na- 
tional Institute  of  Diabetes  and  Digestive  and  Kidney 
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Diseases;  the  National  Heart,  Lung,  and  Blood  Institute; 
and  the  National  Institute  of  Dental  Research,  all  of  the 
National  Institutes  of  Health.  Conference  participants 
included  experts  from  many  different  fields,  including 
osteoporosis  and  bone  and  dental  health,  nursing,  dietet- 
ics, epidemiology,  endocrinology,  gastroenterology, 
nephrology,  rheumatology,  oncology,  hypertension,  nu- 
trition and  public  education,  and  biostatistics,  as  well  as 
representatives  from  the  public. 

After  a day  and  a half  of  presentations  by  experts  in  the 
relevant  fields  and  audience  discussion,  an  independent, 
non-Federal  consensus  panel  weighed  the  scientific  evi- 
dence and  formulated  a consensus  statement  in  response 
to  the  following  six  questions: 

• What  is  the  optimal  amount  of  calcium  intake? 

• What  are  the  important  cofactors  for  achieving  opti- 
mal calcium  intake? 

• What  are  the  risks  associated  with  increased  levels  of 
calcium  intake? 

• What  are  the  best  ways  to  attain  optimal  calcium 
intake? 

• What  public  health  strategies  are  available  and  needed 
to  implement  optimal  calcium  intake  recommenda- 
tions? 

• What  are  the  recommendations  for  future  research  on 
calcium  intake? 

The  consensus  panel  prepared  a draft  report  summariz- 
ing the  evidence  pertinent  to  the  key  issues  regarding 
optimal  calcium  intake. 

What  Is  the  Optimal  Amount  of  Calcium  Intake? 

Calcium  is  a major  component  of  mineralized  tissues 
and  is  required  for  normal  growth  and  development  of  the 
skeleton  and  teeth.  Optimal  calcium  intake  refers  to  the 
levels  of  consumption  that  are  necessary  for  an  individual 
(a)  to  maximize  peak  adult  bone  mass,  (b)  to  maintain 
adult  bone  mass,  and  (c)  to  minimize  bone  loss  in  the  later 
years. 

Calcium  requirements  vary  throughout  an  individual’s 
lifetime,  with  greater  needs  during  the  periods  of  rapid 
growth  in  childhood  and  adolescence,  during  pregnancy 
and  lactation,  and  in  later  adult  life.  Because  99%  of  total 
body  calcium  is  found  in  bone,  the  need  for  calcium  is 
largely  determined  by  skeletal  requirements.  Most  studies 
examining  the  efficacy  of  calcium  intake  on  bone  mass 
have  used  measures  of  external  calcium  balance  and  bone 
densitometry  as  primary  outcomes.  The  results  of  balance 
studies  suggest  a threshold  effect  for  calcium  intake:  Body 
retention  of  calcium  increases  with  increasing  calcium 
intake  up  to  a threshold,  beyond  which  further  calcium 
intake  causes  no  additional  increment  in  calcium  reten- 
tion. 


A great  deal  of  recent  data  related  to  calcium  intake  and  ' < 
its  effects  on  calcium  balance,  bone  mass,  and  the  preven- 
tion of  osteoporosis  was  reviewed,  with  attention  given  to 
the  calcium  requirements  over  the  life  cycle.  The  current 
Recommended  Dietary  Allowances  (RDA)  (10th  edition, 
1989)  for  calcium  intake  were  considered  as  reference 
levels  and  used  as  guidelines  to  determine  optimal  cal- 
cium intake  in  light  of  new  data  on  calcium-related  disor- 
ders. 

Infants  (Birth  to  12  Months)  and  Young  Children  ( one 
to  10  Years). — Calcium  intake  of  exclusively  breast-fed 
infants  during  the  first  six  months  of  life  is  in  the  range  of 
250  to  330  mg/day,  with  a fractional  calcium  absorption 
between  55%  and  60%.  A lower  fractional  absorption  of 
40%  is  found  with  cow  milk-based  formulas.  These  for- 
mulas contain  nearly  twice  the  calcium  content  of  human 
milk;  this  results  in  comparable  calcium  retentions  of  150 
to  200  mg/day  from  both  formula  and  breast  milk.  Net 
calcium  absorption  from  soy-based  formulas  is  compa- 
rable to,  or  higher  than,  that  of  breast  milk  or  cow  milk 
formulas  because  of  its  considerably  higher  calcium  con- 
tent. For  infants  between  the  ages  of  six  and  12  months, 
calcium  intake  ranges  from  400  to  700  mg/day.  On  the 
basis  of  balance  data,  the  current  RDAs  for  calcium,  400 
mg/day  for  infants  from  birth  to  six  months  and  600  mg/ 
day  for  those  from  six  to  12  months,  seem  sufficient  to 
provide  optimal  calcium  intake.  However,  special  circum- 
stances such  as  low  birth  weight  may  require  higher 
calcium  intake. 

Limited  data  from  one  recent  study  suggest  that  in 
children  six  to  10  years  old,  intake  above  800  mg/day  may 
lead  to  increased  rates  of  bone  accumulation.  Coupled 
with  calcium  balance  data,  this  suggests  that  an  intake  of 
greater  than  800  mg/day  may  be  optimal  for  this  age 
group.  It  should  also  be  noted  that  poor  calcium  nutrition 
in  childhood  may  be  related  to  development  of  enamel 
hypoplasia  and  accelerated  dental  caries. 

Children  and  Young  Adults  (11  to  24  Years) . — Calcium 
accumulation  in  bone  during  preadolescence  is  between 
140  and  165  mg/day  and  may  be  as  high  as  400  to  500  mg/ 
day  in  the  pubertal  period.  Fractional  intestinal  absorption 
is  very  efficient  and  estimated  to  be  approximately  40%. 
Peak  adult  bone  mass,  depending  on  the  skeletal  site 
examined,  is  largely  achieved  by  20  years  of  age,  although 
important  additional  bone  mass  may  accumulate  through 
the  third  decade  of  life.  Furthermore,  cross-sectional  stud- 
ies reveal  a small  but  positive  association  between  lifelong 
calcium  intake  and  adult  bone  mass.  Therefore,  optimal 
calcium  intake  in  childhood  and  young  adulthood  is  criti- 
cal to  achieving  peak  adult  bone  mass. 

Recent  evidence  suggests  that  adding  500  to  1,000  mg/ 
day  to  current  calcium  intake  may,  at  least  temporarily, 
increase  bone  accretion  rates  in  preadolescent  boys  and 
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girls.  With  this  supplementation,  total  calcium  intake  in 
these  studies  exceeded  the  current  RDA  of  1,200  mg/day; 
however,  it  is  unclear  whether  the  effect  on  bone  accretion 
rates  persists  beyond  the  reported  18-month  to  three-year 
periods  of  treatment  and  whether  these  increased  rates  of 
bone  formation  translate  into  higher  peak  adult  bone  mass. 
Recent  balance  studies  in  adolescents  indicate  a calcium 
intake  threshold  in  the  range  of  1,200  to  1,500  mg/day. 

Collectively,  these  data  suggest  that  calcium  intake  in 

fthe  range  of  1,200  to  1,500  mg/day  might  result  in  higher 
peak  adult  bone  mass.  Additional  research  is  necessary, 
particularly  longitudinal,  long-term  dose-ranging  studies 
of  the  effects  of  varying  calcium  intake  on  bone  mass,  to 
define  more  precisely  optimal  calcium  intake  for  this  age 
group.  Importantly,  population  surveys  of  girls  and  young 
women  12  to  19  years  of  age  show  their  average  calcium 
intake  to  be  less  than  900  mg/day,  which  is  well  below  the 
1 calcium  intake  threshold.  The  consequences  of  low  cal- 
cium intake  during  this  crucial  period  of  rapid  skeletal 
accrual  raise  concerns  that  achievement  of  optimal  peak 
adult  peak  bone  mass  may  be  seriously  compromised. 
Special  education  and  public  measures  aimed  at  improv- 
ing dietary  calcium  intake  in  this  age  group  are  essential. 

Calcium  Intake  in  Adults  (25  to  65  Years  of  Age)  — 
Once  peak  adult  bone  mass  is  reached,  bone  turnover  is 
stable  in  men  and  women  such  that  bone  formation  and 
bone  resorption  are  balanced.  In  women,  resorption  rates 
increase  and  bone  mass  declines  beginning  with  the  fall  in 
estrogen  production  that  is  associated  with  the  onset  of 
menopause.  The  decline  in  circulating  17 (3-estradiol  is  the 
predominant  factor  in  the  accelerated  bone  loss  that  begins 
after  the  onset  of  menopause  and  continues  for  six  to  eight 
years.  Unlike  hormone  replacement  therapy,  supplemen- 
tal calcium  during  this  initial  phase  will  not  slow  the 
decline  in  bone  mass  due  to  estrogen  deficiency.  Although 
the  effects  of  calcium  can  be  shown  more  clearly  in 
postmenopausal  women  after  the  period  when  the  effects 
of  estrogen  deficiency  are  no  longer  dominant,  (approxi- 
mately 10  years  after  menopause),  it  is  likely  that  the  early 
postmenopausal  years  are  also  an  important  time  to  ensure 
optimal  calcium  intake.  Between  25  and  50  years  of  age, 
women  who  are  otherwise  healthy  should  maintain  a 
calcium  intake  of  1,000  mg/day  (NIH  Consensus  Devel- 
opment Conference  Statement:  Osteoporosis  1984).  For 
postmenopausal  women  who  are  receiving  estrogen  re- 
placement therapy,  a calcium  intake  of  1,000  mg/day  is 
recommended  to  maintain  calcium  balance  and  stabilize 
bone  mass.  For  postmenopausal  women  who  do  not  take 
estrogen,  it  is  estimated  that  a calcium  intake  of  1 ,500  mg/ 
day  may  limit  loss  of  bone  mass,  but  should  not  be 
considered  a replacement  for  estrogen.  Therefore,  recom- 
mended calcium  intake  for  postmenopausal  women  up  to 


65  years  of  age  is  1,000  mg/day  in  conjunction  with 
hormonal  replacement  and  1 ,500  mg/day  in  the  absence  of 
estrogen  replacement. 

Adult  men  also  sustain  fractures  of  the  hip  and  verte- 
brae, although  at  a lower  frequency  than  women.  In 
several  prospective  and  cross-sectional  studies,  hip  frac- 
ture risk  in  men  has  been  found  to  be  inversely  correlated 
with  calcium  intake.  Although  the  data  are  less  extensive 
in  men  than  in  women,  the  evidence  in  men  suggests  that 
inadequate  calcium  intake  is  associated  with  reduced  bone 
mass  and  increased  fracture  risk.  Available  data,  although 
sparse,  indicate  an  optimal  calcium  intake  among  adult 
men  similar  to  women,  namely  1,000  mg/day. 

Calcium  Intake  in  Adults  ( Older  Than  65  Years) — In 
men  and  women  65  years  of  age  and  older,  calcium  intake 
of  less  than  600  mg/day  is  common.  Furthermore,  intesti- 
nal calcium  absorption  is  often  reduced  because  of  the 
effects  of  estrogen  deficiency  in  women  and  the  age- 
related  reduction  in  renal  1,25-dihydroxy  vitamin  D pro- 
duction. Calcium  insufficiency  due  to  low  calcium  intake 
and  reduced  absorption  can  translate  into  an  accelerated 
rate  of  age-related  bone  loss  in  older  individuals.  Among 
the  homebound  elderly  and  persons  residing  in  long-term 
care  facilities,  vitamin  D insufficiency  has  been  detected 
and  may  contribute  to  reduced  calcium  absorption.  Cal- 
cium intake  among  women  later  in  the  menopause,  in  the 
range  of  1,500  mg/day,  may  reduce  the  rates  of  bone  loss 
in  selected  sites  of  the  skeleton  such  as  the  femoral  neck. 
(These  findings  also  indicate  that  the  calcium  threshold 
for  reducing  bone  loss  may  vary  for  different  regions  of 
the  skeleton.) 

The  physiology  of  calcium  homeostasis  in  aging  men 
over  65  is  similar  to  that  of  women  with  respect  to  the  rate 
of  bone  loss,  calcium  absorption  efficiency,  declining 
vitamin  D levels,  and  changes  in  markers  of  bone  metabo- 
lism. It  seems  reasonable,  therefore,  to  conclude  that  in 
aging  men,  as  in  aging  women,  prevailing  calcium  intakes 
are  insufficient  to  prevent  calcium-related  erosion  of  bone 
mass. 

Thus,  in  women  and  in  men  over  65,  calcium  intake  of 
1,500  mg/day  seems  prudent. 

Pregnant  and  Lactating  Women. — The  current  RDA 
for  calcium  intake  during  pregnancy  and  lactation  is  1 ,200 
mg/day. 

Pregnancy  represents  a significant  physiological  stress 
on  maternal  skeletal  homeostasis.  A full-term  infant  accu- 
mulates approximately  30  grams  of  calcium  during  gesta- 
tion, most  of  which  is  assimilated  into  the  fetal  skeleton 
during  the  third  trimester.  Available  data  suggest  that, 
with  pregnancy,  no  permanent  decline  in  body  calcium 
occurs  if  recommended  levels  of  dietary  calcium  intake 
are  maintained.  There  is  no  association  between  parity  and 
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bone  mass.  Furthermore,  there  is  no  evidence  to  support 
changing  the  current  recommendation  of  calcium  intake 
for  well-nourished  pregnant  women.  There  is,  however,  a 
large  population  of  pregnant  women  who  are  not  ingesting 
sufficient  calcium,  especially  those  who  are  undernour- 
ished. These  women  need  to  be  identified  and  appropriate 
adjustments  in  their  calcium  intake  should  be  made.  Data 
are  not  available  regarding  the  calcium  requirement  for 
pregnant  women  at  the  extremes  of  reproductive  years,  for 
those  who  experience  nonsingleton  births,  and  for  those 
with  closely  spaced  pregnancies. 

During  lactation,  160-300  mg/day  of  maternal  calcium 
is  lost  through  production  of  breast  milk.  Longitudinal 
studies  in  otherwise  healthy  women  demonstrate  acute 
bone  loss  during  lactation  that  is  followed  by  rapid  resto- 
ration of  bone  mass  with  weaning  and  the  resumption  of 
menses.  Women  who  are  lactating  should  ingest  at  least 
1,200  mg  of  calcium  per  day.  Lactating  adolescents  and 
young  adults  should  ingest  up  to  1,500  mg  of  calcium  per 
day. 

Diseases  Other  Than  Osteoporosis. — Calcium  intake 
has  been  implicated  as  a determinant  of  preeclampsia  and 
several  other  chronic  conditions  including  colon  cancer 
and  hypertension.  Data  regarding  the  role  of  supplemental 
calcium  in  reducing  preeclampsia  are  conflicting.  A large 
multicenter  trial  to  evaluate  this  question  is  under  way;  the 
results,  which  will  be  available  in  1996,  should  provide 
the  information  needed  to  judge  the  utility  of  increased 
calcium  for  preeclampsia. 

In  some  recent  epidemiological  studies,  higher  calcium 
intake  has  been  associated  with  a lower  risk  for  the 
development  of  colon  cancer.  However,  the  findings  are 
inconsistent,  and  the  number  of  reports  addressing  this 
relationship  are  limited.  Results  of  short-term  clinical 
trials  of  the  effect  of  increased  calcium  intake  on  rectal 
mucosal  cell  proliferation  have  been  mixed  and  suffer 
from  considerable  methodological  constraints.  Currently, 
there  are  insufficient  data  to  establish  the  role  of  calcium 
in  colon  cancer  risk;  therefore,  a recommendation  for 
increased  calcium  intake  for  colon  cancer  prevention  is 
not  warranted  at  this  time. 

There  are  considerable  epidemiological  and  clinical 
trial  data  on  the  relationship  between  blood  pressure  levels 
and  calcium  intake.  Although  a number  of  epidemiologi- 
cal studies  suggest  an  inverse  association  between  blood 
pressure  and  calcium  intake,  most  of  these  studies  have 
been  of  cross-sectional  design,  and  few  prospective  stud- 
ies are  available  to  confirm  this  association.  Results  of 
randomized  controlled  trials  of  calcium  supplementation 
on  blood  pressure  have  been  equivocal.  Pooled  analyses 
indicate  a small  reduction  in  systolic  blood  pressure  and 
no  effect  on  diastolic  blood  pressure.  There  is  speculation 


that  only  a subgroup  of  individuals  respond  to  calcium 
supplementation;  however,  randomized  trial  data  are  cur- 
rently not  available.  A recommendation  for  increased 
calcium  intake  for  prevention  of  hypertension  is  not  war- 
ranted at  this  time,  but  additional  information  is  needed  to 
identify  subpopulations  that  may  benefit  from  this  treat- 
ment. 

What  Are  the  Important  Cofactors 
for  Achieving  Optimal  Calcium  Intake? 

Several  cofactors  modify  calcium  balance  and  influ- 
ence bone  mass.  These  include  dietary  constituents,  hor- 
mones, drugs,  and  the  level  of  physical  activity.  Unique 
host  characteristics  may  also  modify  the  effects  of  dietary 
calcium  on  bone  health.  These  include  the  individual’s 
age  and  ethnic  and  genetic  background,  the  presence  of 
gastrointestinal  disorders  such  as  malabsorption  and  the 
postgastrectomy  syndrome,  and  the  presence  of  liver  and 
renal  disease.  Interactions  among  these  diverse  cofactors 
may  affect  calcium  balance  in  either  a positive  or  negative 
manner  and  thus  alter  the  optimal  levels  of  calcium  intake. 

Cofactors  That  Enhance  Calcium  Absorption. — Vita- 
min D metabolites  enhance  calcium  absorption.  1 ,25- 
dihydroxy  vitamin  D,  the  major  metabolite,  stimulates 
active  transport  of  calcium  in  the  small  intestine  and 
colon.  Deficiency  of  1 ,25-dihydroxyvitamin  D,  caused  by 
inadequate  dietary  vitamin  D,  inadequate  exposure  to 
sunlight,  impaired  activation  of  vitamin  D,  or  acquired 
resistance  to  vitamin  D,  results  in  reduced  calcium  absorp- 
tion. In  the  absence  of  1,25-dihydroxy  vitamin  D,  less  than 
10%  of  dietary  calcium  may  be  absorbed.  Vitamin  D 
deficiency  is  associated  with  an  increased  risk  of  frac- 
tures. Elderly  patients  are  at  particular  risk  for  vitamin  D 
deficiency  because  of  insufficient  vitamin  D intake  from 
their  diet,  impaired  renal  synthesis  of  1,25-dihydroxy- 
vitamin  D,  and  inadequate  sunlight  exposure,  which  is 
normally  the  major  stimulus  for  endogenous  vitamin  D 
synthesis.  This  is  especially  evident  in  homebound  or 
institutionalized  individuals.  Supplementation  of  vitamin 
D intake  to  provide  600-800  IU/day  has  been  shown  to 
improve  calcium  balance  and  reduce  fracture  risk  in  these 
individuals.  Sufficient  vitamin  D should  be  ensured  for  all 
individuals,  especially  the  elderly  who  are  at  greater  risk 
for  development  of  a deficiency.  Sources  of  vitamin  D, 
besides  supplements,  include  sunlight,  vitamin  D-forti- 
fied  liquid  dairy  products,  cod  liver  oil,  and  fatty  fish. 
Calcium  and  vitamin  D need  not  be  taken  together  to  be 
effective.  Excessive  doses  of  vitamin  D may  introduce 
risks  such  as  hypercalciuria  and  hypercalcemia  and  should 
be  avoided.  Anticonvulsant  medications  may  alter  both 
vitamin  D and  bone  mineral  metabolism,  particularly  in 
certain  disorders,  in  the  institutionalized  and  in  the  eld- 
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erly.  Although  symptomatic  skeletal  disease  is  uncom- 
mon in  noninstitutionalized  settings,  optimal  calcium  in- 
take is  advised  for  persons  using  anticonvulsants. 

Sex  hormone  deficiency  is  associated  with  excessive 
bone  resorption  in  women  and  men.  Low  calcium  intake 
can  exacerbate  the  deleterious  consequences  of  sex  hor- 
mone deficiency.  One  study  suggested  that  calcium  supple- 
mentation can  decrease  the  minimum  estrogen  dosage 
required  to  maintain  bone  mass  in  postmenopausal  women. 
However,  oral  calcium  alone  does  not  prevent  the  post- 
menopausal bone  loss  resulting  from  estrogen  deficiency. 
In  addition  to  estrogen,  other  endogenous  cofactors  that 
could  enhance  net  calcium  absorption  include  growth 
hormone,  insulin-like  growth  factor-I,  and  parathyroid 
hormone. 

An  interrelationship  between  physical  activity  and  cal- 
cium balance  has  not  been  established  conclusively.  In  a 
single  study,  increased  physical  activity  enhanced  the 
beneficial  effect  of  oral  calcium  supplementation  on  bone 
mass  in  young  adults.  Thus  far,  studies  of  elderly  individu- 
als and  perimenopausal  women  have  failed  to  establish  a 
positive  interaction  between  calcium  intake  and  exercise 
to  increase  bone  mass.  Therefore,  the  positive  effects  of 
exercise  on  skeletal  health  are  not  likely  to  be  related  to 
calcium  intake. 

Immobilization  has  been  shown  to  produce  a rapid 
decrease  in  bone  mass.  This  loss  has  been  well  docu- 
mented in  individuals  placed  on  bed  rest  and  in  individuals 
with  regional  forms  of  immobilization  such  as  that  seen  in 
para-  and  quadriplegia.  Under  these  circumstances,  the 
rate  of  bone  loss  may  be  rapid,  which  is  in  part  related  to 
an  increase  in  bone  resorption  accompanied  by  a decrease 
in  bone  formation.  There  is  concern  that  increased  cal- 
cium intake  may  increase  the  risk  of  hypercalcemia, 
ectopic  calcification,  ectopic  ossification,  and  nephro- 
lithiasis in  these  individuals.  Thus,  any  recommendations 
for  increasing  calcium  intake  are  tempered  in  these  indi- 
viduals by  the  potential  for  undesirable  consequences. 

Factors  That  Decrease  Calcium  Availability. — Cal- 
cium intake,  intestinal  absorption,  urinary  excretion,  and 
endogenous  fecal  loss  influence  calcium  balance.  Intake 
and  absorption  account  for  only  25%  of  the  variance  in 
calcium  balance,  whereas  urinary  loss  accounts  for  ap- 
proximately 50%.  The  typical  American  diet  consists  of 
high  amounts  of  sodium  and  animal  protein,  both  of  which 
can  significantly  increase  urinary  calcium  excretion.  High 
oxalate  and  phytate  in  a limited  number  of  foods  can 
reduce  the  availability  of  calcium  in  these  foods.  With  the 
exception  of  large  amounts  of  wheat  bran,  fiber  has  not 
been  found  to  affect  calcium  absorption  significantly. 
Other  dietary  components,  including  fat,  phosphate,  mag- 
nesium, and  caffeine,  have  not  been  found  to  affect  cal- 


cium absorption  or  excretion  significantly.  Aluminum  in 
the  form  of  antacid  medication,  when  taken  in  excess,  may 
significantly  increase  urinary  calcium  loss. 

Glucocorticoids  decrease  calcium  absorption.  States  of 
glucocorticoid  excess  are  associated  with  negative  cal- 
cium balance  and  a marked  increase  in  fracture  risk.  In  a 
recent  study,  oral  calcium  supplements  plus  1,25- 
dihydroxyvitamin  D decreased  glucocorticoid-associated 
bone  loss.  On  the  basis  of  these  observations  and  other 
studies,  oral  calcium  supplements  should  be  considered  in 
all  patients  who  are  receiving  exogenous  glucocorticoids. 
The  specific  disease  for  which  the  glucocorticoid  therapy 
is  used  (eg,  rheumatoid  arthritis,  inflammatory  bowel 
disease,  asthma)  can  be  a determining  factor  in  the  occur- 
rence and  degree  of  bone  loss. 

Genetic  and  ethnic  factors  significantly  influence  many 
aspects  of  calcium  and  skeletal  metabolism.  Twin  studies 
indicate  a significant  influence  of  genetic  factors  on  peak 
bone  mass.  However,  environmental  factors  appear  to  be 
more  important  in  determining  rates  of  bone  loss  in 
postmenopausal  women.  Racial  and  ethnic  differences  in 
bone  mass  and  fracture  incidence  have  been  described,  but 
these  are  not  accounted  for  by  differences  in  calcium 
intake.  Whether  there  are  genetic  and  ethnic  differences  in 
optimal  calcium  requirements  needs  to  be  determined. 

What  Are  the  Risks  Associated  with  Increased 
Levels  of  Calcium  Intake? 

High  levels  of  calcium  intake  have  several  potential 
adverse  effects.  The  efficiency  of  calcium  absorption 
decreases  as  intake  increases,  thereby  providing  a protec- 
tive mechanism  to  lessen  the  chances  of  calcium  intoxica- 
tion. This  adaptive  mechanism  can,  however,  be  over- 
come by  a calcium  intake  of  greater  than  approximately 
4 g/day.  It  is  well  known  that  calcium  toxicity,  with  high 
blood  calcium  levels,  severe  renal  damage,  and  ectopic 
calcium  deposition  (milk-alkali  syndrome),  can  be  pro- 
duced by  overuse  of  calcium  carbonate,  encountered  clini- 
cally in  the  form  of  antacid  abuse.  Even  at  intake  levels 
less  than  4 g/day,  certain  otherwise  healthy  persons  may 
be  more  susceptible  to  developing  hypercalcemia  or 
hypercalciuria.  Likewise,  subjects  with  mild,  or  subclinical 
illnesses  marked  by  dysregulation  of  1,25-dihydroxy- 
vitamin  D synthesis  (eg,  primary  hyperparathyroidism, 
sarcoidosis)  may  be  at  increased  risk  from  higher  calcium 
intakes.  Nevertheless,  in  intervention  studies  (albeit  of 
relatively  short  duration — less  than  four  years),  no  ad- 
verse renal  effects  of  moderate  supplementation  up  to 
1,500  mg/day  have  been  reported.  Furthermore,  one  large 
study  suggested  that  within  the  current  ranges  of  calcium 
intake  in  the  population,  a higher  calcium  intake  in  men  is 
associated  with  a decreased  risk  of  stone  formation.  How- 
ever, a dose-response  relationship  was  not  detected.  Cau- 
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tion  must  be  used,  however,  in  supplementing  individuals 
who  have  a history  of  kidney  stones,  because  high  calcium 
intake  can  increase  urinary  calcium  excretion  and  might 
increase  the  risk  of  stone  formation  in  these  patients. 

The  strategy  of  increasing  calcium  intake  by  increasing 
dairy  products  could  tend  to  increase  the  intake  of  satu- 
rated fat.  These  potential  problems  can  be  averted  by  the 
use  of  low-fat  dairy  products.  Reduced-fat  or  no-fat  dairy 
products  contain  as  much  calcium  per  serving  size  as  high- 
fat  dairy  products.  The  use  of  dairy  products  to  increase 
calcium  intake  could  increase  side  effects  in  people  who 
are  sensitive  to  milk  products.  Nondairy  alternative  sources 
are  indicated  in  these  individuals. 

Concern  has  been  raised  that  increased  calcium  intake 
might  interfere  with  absorption  of  other  nutrients.  Iron 
absorption  can  be  decreased  by  as  much  as  50%  by  many 
forms  of  calcium  supplements  or  milk  ingestion,  but  not 
by  forms  that  contain  citrate  and  ascorbic  acid,  which 
enhance  iron  absorption.  Thus,  increased  intakes  of  spe- 
cific sources  of  calcium  might  induce  iron  deficiency  in 
individuals  with  marginal  iron  status.  Population  studies 
suggest  that  this  is  not  a common  or  severe  problem,  but 
more  study  is  needed.  Whether  calcium  supplements 
interfere  with  absorption  of  other  nutrients  has  not  been 
thoroughly  studied.  Calcium  may  also  interfere  with  ab- 
sorption of  certain  medications,  such  as  tetracycline. 

Gastrointestinal  side  effects  of  calcium  supplements 
have  been  observed,  usually  at  relatively  high  dosages.  A 
variable  effect  on  the  incidence  of  constipation  has  been 
reported  in  controlled  studies  of  calcium  supplements. 
The  calcium  ion  stimulates  gastrin  secretion  and  gastric 
acid  secretion,  which  can  produce  a “rebound  hyperacid- 
ity” when  calcium  carbonate  is  used  as  an  antacid.  These 
side  effects  should  not  be  major  problems  with  a modest 
increase  in  calcium  intake. 

Certain  preparations  of  calcium  (eg,  bone  meal  and 
dolomite)  can  have  significant  contamination  with  lead 
and  other  heavy  metals.  However,  most  commercial  cal- 
cium preparations  are  tested  to  ensure  that  they  do  not 
contain  significant  heavy  metal  contamination. 

In  conclusion,  a modest  increase  in  calcium  intake 
should  be  safe  for  most  people.  Practices  that  might 
encourage  total  calcium  intake  to  approach  or  exceed 
2,000  mg/day  seem  more  likely  to  produce  adverse  effects 
and  should  be  monitored  closely. 

What  Are  the  Best  Ways  to  Attain 
Optimal  Calcium  Intake? 

The  preferred  approach  to  attaining  optimal  calcium 
intake  is  through  dietary  sources.  Additional  strategies 
include  the  consumption  of  calcium-fortified  foods  and 
calcium  supplements.  For  many  Americans,  dairy  prod- 


ucts are  the  major  contributors  of  dietary  calcium  because 
of  their  high  calcium  content  (eg,  approximately  250  to 
300  mg/8  oz  milk)  and  frequency  of  consumption.  It  may 
be  necessary  for  individuals  with  lactose  intolerance  to 
limit  or  exclude  liquid  dairy  foods,  but  adequate  calcium 
intake  can  be  achieved  through  the  use  of  low-lactose- 
containing  dairy  products  (solid  dairy  food)  or  through 
milk  rendered  lactose  deficient.  Vegetarians  who  volun- 
tarily limit  their  intake  of  dairy  products  can  obtain  dietary 
calcium  through  other  sources.  Other  good  food  sources  of 
calcium  include  some  green  vegetables  (eg,  broccoli,  kale, 
turnip  greens,  Chinese  cabbage),  calcium-set  tofu,  some 
legumes,  canned  fish,  seeds,  nuts,  and  certain  fortified 
food  products.  Breads  and  cereals,  while  relatively  low  in 
calcium,  contribute  significantly  to  calcium  intake  be- 
cause of  their  frequency  of  consumption. 

Recommended  calcium  intake  levels  are  based  on  the 
total  calcium  content  of  the  food.  To  maximize  calcium 
absorption,  food  selection  decisions  should  include  infor- 
mation on  their  bioavailability.  Bioavailability  (absorp- 
tion) of  calcium  from  food  depends  on  the  food’s  total 
calcium  content  and  the  presence  of  components  that 
enhance  or  inhibit  absorption.  As  mentioned  previously, 
oxalic  acid,  which  is  present  at  high  levels  in  some 
vegetables  (eg,  spinach),  has  been  found  to  depress  ab- 
sorption of  the  calcium  present  in  the  food  but  not  of 
calcium  in  coingested  dairy  or  other  calcium-containing 
foods.  Phytic  acid  also  depresses  calcium  absorption  but 
to  a lesser  extent.  Dietary  fiber,  except  for  wheat  bran,  has 
little  effect  on  calcium  absorption.  When  present  in  high 
concentration,  wheat  bran  has  been  found  to  depress 
calcium  absorption  from  milk. 

A number  of  calcium-fortified  food  products  are  cur- 
rently available,  including  fortified  juices,  fruit  drinks, 
breads,  and  cereals.  Although  some  of  these  foods  provide 
multiple  nutrients  and  may  be  frequently  consumed,  their 
quantitative  contribution  and  role  in  the  total  diet  are  not 
currently  defined. 

For  some  individuals,  calcium  supplements  may  be  the 
preferred  way  to  attain  optimal  calcium  intake.  Calcium 
supplements  are  available  as  various  salts,  and  most  prepa- 
rations are  well  absorbed  except  when  manufactured  such 
that  they  do  not  disintegrate  during  oral  ingestion.  Ab- 
sorption of  calcium  supplements  is  most  efficient  at  indi- 
vidual doses  of  500  mg  or  less  and  when  taken  between 
meals.  Ingesting  calcium  supplements  between  meals 
supports  calcium  bioavailability,  since  food  may  contain 
certain  compounds  that  reduce  calcium  absorption  (eg, 
oxalates).  However,  absorption  of  one  form  of  calcium 
supplementation,  calcium  carbonate,  is  impaired  in  fasted 
individuals  who  have  an  absence  of  gastric  acid.  Absorp- 
tion of  calcium  carbonate  can  be  improved  in  these  indi- 
viduals when  it  is  taken  with  certain  food.  The  potential  for 
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calcium  supplementation  to  interfere  with  iron  absorption 
is  an  important  consideration  when  it  is  ingested  with 
meals.  Alternatively,  calcium  supplementation  in  the  form 
of  calcium  citrate  does  not  require  gastric  acid  for  optimal 
absorption  and  thus  could  be  considered  in  older  individu- 
als with  reduced  gastric  acid  production.  In  individuals 
with  adequate  gastric  acid  production,  it  is  preferable  to 
ingest  calcium  supplements  between  meals. 

Maintenance  of  optimal  bone  health  depends  on  an 
adequate  supply  of  calcium  and  other  essential  nutrients. 
Current  dietary  intake  data  indicate  that  calcium  intake  is 
below  recommended  levels  in  most  individuals.  To  attain 
the  optimal  calcium  levels  proposed,  a change  in  dietary 
habits,  including  increased  frequency  of  consumption  of 
dairy  products  and/or  calcium-rich  vegetable  sources,  is 
needed.  This  approach  of  recommending  the  consumption 
of  calcium-rich  foods  is  consistent  with  current  dietary 
guidelines  (the  U.S.  Department  of  Agriculture  [USDA] 
Food  Guide  Pyramid),  which  include  two  to  three  servings 
per  day  of  dairy  products  and  three  to  five  servings  of 
vegetables.  Recommendations  for  supplements  should  be 
made  in  the  context  of  the  total  diet  since  recommenda- 
tions are  for  calcium  from  all  sources.  The  task  for  indi- 
viduals to  meet  calcium  requirements  on  a continuing 
daily  basis  is  a formidable  challenge. 

What  Public  Health  Strategies  Are  Available 
and  Needed  to  Implement 
Optimal  Calcium  Intake  Recommendations? 

Optimizing  the  calcium  intake  of  Americans  is  of  criti- 
cal importance.  Recent  improvements  in  calcium  intake 
have  been  reported  for  most  age  groups  (phase  1 of  the 
Third  National  Health  and  Nutrition  Examination  Survey, 
1988-1991 — NHANES  III).  However,  contemporary  six 
to  11 -year-old  children  showed  a decrease  in  calcium 
intake,  as  compared  with  those  a decade  earlier  (NHANES 
II,  1976-1980).  NHANES  III  also  documents  that  a large 
percentage  of  Americans  still  fail  to  meet  currently  recom- 
mended guidelines  for  calcium  intake.  The  impact  of 
suboptimal  calcium  intake  on  the  health  of  Americans  and 
the  health-care  cost  to  the  American  public  is  a vital 
concern.  It  is  thus  appropriate  that  increasing  calcium 
intake  is  a national  health  promotion  and  disease  preven- 
tion objective  in  the  Healthy  People  2000  agenda  (Depart- 
ment of  Health  and  Human  Services  Publication  Number 
91.50212).  Public  health  strategies  to  promote  optimal 
calcium  intake  should  have  a broad  outreach  and  should 
involve  educators,  health  professionals,  and  the  private 
and  public  sectors. 

Public  Education. — A public  education  program  is 
needed  to  do  the  following: 

• Disseminate  consensus  recommendations  to  the 
public. 


• Convene  meetings  of  public  leaders  and  representa- 
tives of  national  groups  to  disseminate  information 
on  optimal  calcium  intake  for  the  general  population 
and  high-risk  groups  and  to  develop  action  plans  for 
public  education. 

• Develop  health  education  materials  and  programs  to 
address  the  diverse  linguistic  and  cultural  needs  of  the 
multiethnic  American  population. 

• Work  with  existing  national  organizations  and  the 
mass  media  to  distribute  information,  decrease  con- 
sumer confusion,  and  encourage  consumers,  includ- 
ing children,  adolescent  girls,  postmenopausal  women, 
and  older  Americans,  to  adopt  health-promoting 
changes  in  their  daily  calcium  intake. 

Health  Professionals. — Primary  care  physicians,  den- 
tists, and  other  health  professionals  should  play  a strong 
role  in  educating  their  patients  about  bone  health  and 
calcium  intake.  An  educational  program  to  support  this 
work  of  health  professionals  would: 

• Disseminate  consensus  recommendations  to  health 
professionals. 

• Develop  and  distribute  educational  materials,  by  serv- 
ing as  a clearinghouse  for  information  on  calcium- 
related  research,  and  developing  curricula  for  health 
professional  training  programs. 

• Distribute  educational  materials  through  health  pro- 
fessional organizations  at  their  national  and  regional 
meetings. 

• Initiate  sessions  at  national  meetings  of  health  profes- 
sionals focusing  on  promoting  optimal  calcium  in- 
take or  initiating  national  meetings  focusing  specifi- 
cally on  calcium-related  research. 

Private  Sector. — The  private  sector  can  play  an  active 
part  in  promoting  optimal  calcium  intake. 

• Manufacturers  and  producers  of  food  products  should 
continue  to  develop  and  market  a wide  variety  of 
calcium-rich  foods  to  meet  the  needs  and  tastes  of  our 
multiethnic  population. 

• Restaurants,  grocery  stores,  and  other  food  outlets 
should  increase  the  accessibility  and  visibility  of 
calcium-rich  products  for  the  consumer. 

• Biotechnology  research  groups  should  develop  ac- 
cessible cost-effective  technologies  to  screen  for  popu- 
lations who  are  at  high  risk  of  fracture  and  who  would 
be  candidates  for  increased  calcium  intake. 

Public  Sector. — The  Federal  Government  should  take 
the  following  actions: 

• The  government  should  ensure  that  guidelines  for 
calcium  intake  across  all  agencies,  departments,  and 
institutions  are  consistent  and  that  these  guidelines 
reflect  the  current  state  of  scientific  knowledge. 
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• The  National  Center  for  Health  Statistics  and  the 
USDA  should  widely  disseminate  their  data  on  nutri- 
ent intakes  and  food  consumption  patterns,  with  re- 
spect to  calcium,  as  well  as  their  information  on 
relevant  trends  in  these  nutrient  intakes  and  food 
consumption  patterns.  To  maximize  educational,  pro- 
grammatic, and  policy  efforts,  these  data  should  be 
specific  to  age,  gender,  ethnic  group,  region,  and 
socioeconomic  status  where  possible. 

• Existing  federal  food  and  food  subsidy  programs  and 
federally  regulated  facilities  for  infants,  children, 
low-income  populations,  and  the  elderly  in  the  De- 
partment of  Health  and  Human  Services,  the  Veteran 
Administration,  the  Department  of  Defense,  and  other 
agencies  should  ensure  achievement  of  optimal  cal- 
cium intake  for  program  recipients. 

• The  USDA  should  direct  school  food  services  to 
promote  calcium  intake  by  serving  calcium-rich  foods 
and  to  urge  that  calcium  be  included  in  all  nutrition 
education  efforts  within  public  schools. 

• Government  cafeterias  should  serve  as  models  to 
promote  optimal  calcium  intake  by  serving  calcium- 
rich  foods,  labeling  calcium  content  in  single  servings 
of  those  foods,  and  distributing  brochures  about  the 
relationship  between  dietary  calcium  needs  and  good 
health  to  their  customers. 

• Address,  within  health-care  reform,  the  need  for  fi- 
nancial coverage  of  calcium  supplements  for  those 
who  cannot  reach  optimal  calcium  intake  through 
foods  alone  and  financial  support  for  screening  of 
target  populations  to  identify  individuals  who  are  at 
high  risk  of  fracture  and  who  would  be  likely  to 
benefit  from  increased  calcium  intake. 

What  Are  the  Recommendations  for 
Future  Research  on  Calcium  Intake? 

• Prospective  longitudinal  studies  to  investigate  long- 
term effects  of  calcium  intake  on  regional  (eg,  spine, 
hip,  forearm)  changes  in  bone  mass  and  on  fracture 
incidence  in  postmenopausal  women  and  in  older 
men. 

• Prospective  longitudinal  studies  of  adolescent  girls 
and  boys  to  investigate  the  long-term  effects  of  differ- 
ent levels  of  calcium  intake  on  the  achievement  of 
peak  bone  mass. 

• Studies  to  determine  optimal  calcium  intake  in  the 
decade  before  the  menopause  and  the  potential  role  of 
declining  estrogen  levels  during  this  time. 

• Evaluation  of  the  long-term  effects  of  calcium  intake 
on  bone  remodeling. 

• Investigation  of  interactions  between  calcium  supple- 
mentation and  the  absorption  of  other  nutrients. 


• Evaluation  of  dose-response  relationships  between 
calcium  intake  and  estrogen  replacement  therapy. 

• Determination  of  optimal  calcium  requirements  in 
different  ethnic  populations. 

• Evaluation  of  the  effect  of  long-term  calcium  supple- 
mentation on  the  development  or  prevention  of  kid- 
ney stones. 

• Studies  on  the  effect  of  dietary  calcium  on  bone  mass 
and  fracture  incidence. 

• Evaluation  of  the  role  of  vitamin  D metabolites  in 
optimizing  calcium  balance. 

• Development  of  a cost-effective  means  by  which 
calcium-deficient  individuals  can  be  identified  at  all 
ages. 

• Development  of  effective  health-promoting  programs 
to  change  population  behavior  with  respect  to  cal- 
cium intakes  that  are  tailored  to  specific  age,  sex, 
ethnic,  socioeconomic  status,  and  regional  needs. 

• Improved  methods  to  achieve  and  maintain  optimal 
dietary  intake  of  calcium  by  both  nutritional  and 
supplemental  means. 

Conclusions 

• A large  percentage  of  Americans  fail  to  meet  cur- 
rently recommended  guidelines  for  optimal  calcium 
intake. 

• On  the  basis  of  the  most  current  information  avail- 
able, optimal  calcium  intake  is  estimated  to  be  400 
mg/day  (birth  to  six  months)  to  600  mg/day  (six  to  12 
months)  in  infants,  800  mg/day  in  young  children 
(one  to  five  years)  and  800-1,200  mg/day  for  older 
children  (six  to  10  years),  1,200-1,500  mg/day  for 
adolescents  and  young  adults  (11  to  24  years),  1,000 
mg/day  for  women  between  25  and  50  years,  1,200 
mg  for  pregnant  or  lactating  women,  and  1,000  mg/ 
day  for  postmenopausal  women  on  estrogen  replace- 
ment therapy  and  1,500  mg/day  for  postmenopausal 
women  not  on  estrogen  therapy.  Recommended  daily 
intake  for  men  is  1,000  mg/day  (25  to  65  years).  For 
all  women  and  men  over  65,  daily  intake  is  recom- 
mended to  be  1,500  mg/day,  although  further  re- 
search is  needed  in  this  age  group.  These  guidelines 
are  based  upon  calcium  from  the  diet  plus  any  calcium 
taken  in  supplemental  form.  (See  Table  1 at  the  end  of 
this  statement.) 

• Adequate  vitamin  D is  essential  for  optimal  calcium 
absorption.  Dietary  constituents,  hormones,  drugs, 
age,  and  genetic  factors  influence  the  amount  of 
calcium  required  for  optimal  skeletal  health. 

• Calcium  intake,  up  to  a total  intake  of  2,000  mg/day, 
appears  to  be  safe  in  most  individuals. 
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• The  preferred  source  of  calcium  is  through  calcium- 
rich  foods  such  as  dairy  products.  Calcium-fortified 
foods  and  calcium  supplements  are  other  means  by 
which  optimal  calcium  intake  can  be  reached  in  those 
who  cannot  meet  this  need  by  ingesting  conventional 
foods. 


• A unified  public  health  strategy  is  needed  to  ensure 
optimal  calcium  intake  in  the  American  population. 


Table  1.  Optimal  Calcium  Requirements 

Optimal  Daily  Intake 

Group 

(in  mg  of  calcium) 

Infant 

Birth  to  six  months 

400 

Six  months  to  one  year 

600 

Children 

One  to  five  years 

800 

Six  to  10  years 

800-1,200 

Adolescents/Y oung  Adults 

1 1 to  24  years 

1,200-1,500 

Men 

25  to  65  years 

1,000 

Over  65  years 

1,500 

Women 

25  to  50  years 

1,000 

Over  50  years  (postmenopausal)  1,500 

On  estrogens 

1,000 

Not  on  estrogens 

1,500 

Over  65  years 

1,500 

Pregnant  and  nursing 

1,200 
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Gilman  D.  Grave,  M.D.,  Chief,  Endocrinology,  Nutrition,  and  Growth 
Branch,  Center  for  Research  for  Mothers  and  Children,  National  Insti- 
tute of  Child  Health  and  Human  Development,  National  Institutes  of 
Health,  Bethesda,  Maryland. 
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John  G.  Haddad,  M.D.,  Professor,  Division  of  Endocrinology,  Depart- 
ment of  Medicine,  University  of  Pennsylvania  School  of  Medicine, 
Philadelphia,  Pennsylvania. 

William  H.  Hall,  Director  of  Communications,  Office  of  Medical 
Applications  of  Research,  National  Institutes  of  Health  Bethesda, 
Maryland. 

Stephen  P.  Heyse,  M.D.,  M.P.H.,  Director,  Office  of  Prevention, 
Epidemiology  and  Clinical  Applications,  National  Institute  of  Arthritis 
and  Musculoskeletal  and  Skin  Diseases,  National  Institutes  of  Health, 
Bethesda,  Maryland. 

Van  S.  Hubbard,  M.D.,  Ph.D.,  Chief,  Nutritional  Sciences  Branch, 
Acting  Director.  Division  of  Nutrition  Research  Coordination,  National 
Institute  of  Diabetes  and  Digestive  and  Kidney  Diseases,  National 
Institutes  of  Health,  Bethesda,  Maryland. 

C.  Conrad  Johnston,  Jr.,  M.D.,  Professor.of  Medicine,  Chief,  Divi- 
sion of  Endocrinology  and  Metabolism  Department  of  Medicine  Indi- 
ana University  School  of  Medicine,  Indianapolis,  Indiana. 

Anne  C.  Looker,  Ph.D.,  Chief,  Nutrition  Statistics  Branch,  Division  of 
Health  Examination  Statistics,  National  Center  for  Health  Statistics, 
Hyattsville,  Maryland. 


Joan  A.  McGowan,  Ph.D.,  Director.  Bone  Biology  and  Bone  Diseases 
Branch,  National  Institute  of  Arthritis  and  Musculoskeletal  and  Skin 
Diseases,  National  Institutes  of  Health,  Bethesda,  Maryland. 

William  A.  Peck,  M.D.,  Executive  Vice  Chancellor  for  Medical  Affairs 
and  Dean,  Professor  of  Medicine,  Washington  University  School  of 
Medicine,  St.  Louis,  Missouri. 

Marjorie  Perloff,  M.D.,  Program  Director,  Chemoprevention  Branch, 
Division  of  Cancer  Prevention  and  Control,  National  Cancer  Institute, 
National  Institutes  of  Health,  Rockville,  Maryland. 

Ellyn  J.  Pollack,  Information  Officer,  Office  of  Research  on  Women’s 
Health.  Office  of  the  Director,  National  Institutes  of  Health,  Bethesda, 
Maryland. 

Maryann  Reford,  D.D.S.,  M.P.H.,  Public  Health  Specialist,  Epidemi- 
ology and  Oral  Disease  Prevention  Program,  National  Institute  of 
Dental  Research,  National  Institutes  of  Health,  Bethesda,  Maryland. 
Pamela  E.  Stark-Reed,  Ph.D.,  Director,  Office  of  Nutrition,  National 
Institute  on  Aging,  National  Institutes  of  Health,  Bethesda.  Maryland. 
Connie  M.  Weaver,  Ph.D.,  Department  Head  and  Professor,  Depart- 
ment of  Foods  and  Nutrition,  Purdue  University,  West  Lafayette, 
Indiana. 


M.D.  Health  Plan  Merger 

Shareholder  Vote  to  Be  Scheduled 

On  Tuesday,  13  September,  the  Board  of  Directors  of  M.D.  Enterprises  of  Connecticut,  Inc.,  and  the  Board  of 
Directors  of  M.D.  Health  Plan,  unanimously  approved  a merger  with  Health  Systems  International  (HSI)  headquar- 
tered in  Woodland  Hills,  California.  This  transaction  is  subject  to  stockholder  and  regulatory  approvals.  Health 
Systems  International,  Inc.  is  the  second  largest  managed  health  care  organization  in  the  country  with  HMO  in  six  (6) 
western  states. 

The  total  value  of  the  merger  is  101  million  dollars  of  which  96  million  dollars  will  be  in  HSI  stock  and  five  million 
dollars  in  contractual  obligations.  Physician  stockholders  will  receive  stock  in  HSI  for  your  A and  B holdings  in  a tax 
free,  stock  for  stock  transaction.  For  example,  the  share  value  for  those  physicians  with  three  (3)  shares  of  A stock  and 
five  (5)  shares  of  B stock  will  be  over  56,000  dollars.  For  those  holding  two  (2)  shares  of  B stock  only,  the  value  will 
be  over  14,000  dollars. 

Identified  by  HSI  for  its  strong  market  position  and  potential  for  growth  in  Connecticut,  the  MDHP  Board  based  its 
decision  on  HSIs  15  years  of  experience  as  a leading  managed  care  organization  with  1.4  million  members  and  over 
one  billion  dollars  in  revenue.  MDHP  has  been  actively  searching  for  the  right  “partner”  and  had  talked  to  a number 
of  candidates  about  affiliation.  After  months  of  research  and  detailed  analysis,  we  concluded  that  HSI  would  be  the 
most  compatible  because  we  operated  similarly  with  a private  practice  orientation  and  we  shared  the  same  commitment 
to  service  and  vision  of  how  to  provide  cost  effective,  quality  health  care. 

Most  importantly,  M.D.  Health  Plan  will  continue  to  operate  with  its  existing  physician  leadership  structure  and 
remains  dedicated  to  our  tradition  of  being  the  most  innovative  HMO  in  Connecticut.  Your  physician  Board  of 
Directors,  in  its  entirety  will  remain  and  we  will  continue  our  association  with  the  CSMS  via  the  CSMS-IPA  which 
will  swerve  as  the  exclusive  provider  of  physician  services  to  our  members  and  your  patients.  The  CSMS-IPA  Board 
unanimously  approved  a new  contractual  relationship  with  HSI. 

The  merger  with  HSI  will  create  growth  opportunity  for  our  company  by  allowing  MDHP  access  to  HSIs  national 
employer  accounts  with  Connecticut  locations.  MDHP  will  install  their  superior  medical  management  system.  It  is  one 
of  the  finest  in  the  country  and  uses  clinically  based  review  criteria.  All  interactions  with  practicing  physicians 
regarding  patient  care  philosophy  of  putting  quality  patient  care  first  is  consistent  with  M.D.  Health  Plan’s,  and  your 
Board  believes  this  decision  will  strengthen  our  relationship  with  you,  our  stockholders,  and  other  participating 
physicians. 

Vincent  J.  Catrini.  M.D. 

Chairman  of  the  Board 
of  M.D.  Enterprises  of  Connecticut,  Inc. 

and  M.D.  Health  Plan 
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CMIC  10th  Anniversary 

October  1984  to  October  1994 


SULTAN  AHAMED,  M.D. 


MOST  CSMS  members  can  recall  the  time  when  the 
Connecticut  Medical  Insurance  Company,  CMIC,  did 
not  exist,  and  physicians  were  at  the  mercy  of  commercial 
insurance  companies.  It  was  the  CSMS  leadership  that  had 
the  vision  in  1981  to  petition  the  General  Assembly  to  grant 
a charter  for  the  formation  of  CMIC.  It  was  the  company’s 
Board  of  Directors  with  Kevin  V.  Dowling,  M.D.  as  chair- 
man that  charted  the  course  which  has  brought  CMIC  to  a 
position  of  prominence  in  the  medical  liability  insurance 
industry. 

As  the  CMIC  enters  its  second  decade  of  operation,  we 
have  the  resources  and  capabilities  to  respond  to  the  chal- 
lenges facing  CSMS  physicians  today.  CMIC  is  financially 
strong,  membership  has  grown  steadily — from  925  members 
in  1984  to  over  2,800  today — and  we  are  fortunate  to  have  a 
group  of  dedicated  insurance  professionals  to  manage  the 
company’s  day-to-day  operations.  Together,  we  strive  to 
exceed  our  members’  expectations  with  innovative  insur- 
ance programs  and  quality  member  services.  I am  pleased  to 
share  the  highlights  of  the  Connecticut  Medical  Insurance 
Company’s  1995  professional  liability  insurance  program: 
No  Premium  Increase  for  1995. — Current  1994  rates  will 
remain  unchanged  through  1995.  In  five  of  the  last  six  years 
CMICs  rates  have  either  decreased  or  remained  nearly  un- 
changed. Class  1 rate  of  $5,844.  Class  1 rates  apply  to  over 
50%  of  CSMS  members. 

Fourth  and  Largest  Policyholder  Dividend  Declared. — A 
two  million  dollar  policyholder  dividend  has  been  declared 
by  the  board  based  on  a review  of  prior  years’  loss  experience 
and  represents  funds  not  needed  to  pay  claims  or  strengthen 
the  company’s  financial  structure.  Since  rates  remain  un- 
changed for  policy  year  1 995,  this  year’ s higher  dividend  will 
provide  a net  premium  decrease  for  most  CMIC  physicians. 

For  CSMS  members  who  joined  CMIC  in  the  1984-85 
policy  year,  the  cumulative  policyholder  dividends  declared 
through  1995  are  equal  to  65%  of  the  original  surplus  contri- 
bution they  made  when  they  joined  the  company.  In  addition, 
physicians  will  also  receive  a return  of  that  surplus  amount 

Dr.  Ahamed  is  president  and  chairman  of  the  board  of  the  Connecticut 
Medical  Insurance  Company  and  past  president  of  the  Connecticut  State 
Medical  Society  and  the  New  London  County  Medical  Association.  He 
is  a general  and  vascular  surgeon  practicing  in  Norwich. 


when  they  meet  the  refund  requirements  defined  by  the 
Board  which  include  death,  retirement,  disability  or  leaving 
the  State. 

Risk  Management  Program,  Part  VIII. — The  1994  Risk 
Management  Self-Study  Course  is  titled  Risk  Management 
Issues  in  the  Managed  Care  Setting.  Members  who  complete 
the  course  will  earn  a five  percent  premium  credit  applied  to 
the  premium  all  policy  limits  at  renewal  January  1995  and 
five  Category  1 CME  credits. 

Addressing  the  Practice  Challenges  of  Our  Members. — 
CMICs  Select  Group  Program  (SGP)  has  been  developed  for 
larger  physician  groups  consolidating  or  forming  IPAs,  PHOs, 
LLCs  or  other  entities  in  response  to  today’s  changing  health 
care  delivery  system.  The  SCP  program  provides: 

• Pricing  options  such  as  deductible  and  credit  features. 

• SGP  team  of  CMIC  professionals  to  meet  the  unique 
service,  claims  defense  and  risk  management  needs  of 
larger  groups. 

• An  SGP  risk  management  program  to  address  the  risk 
management  issues  in  the  managed  care  setting. 

• Special  insurance  coverage  options  such  as  directors  and 
officers  coverage,  managed  care  organization  profes- 
sional liability  coverage, and  excess  capitation  insur- 
ance (stop-loss  coverage). 

Risk  Class  Reduced  for  Anesthesiologists. — Effective  1 
January  1995,  the  risk  class  for  anesthesiologists  will  be 
reduced  from  Class  4 to  Class  3 resulting  in  a 28.6%  premium 
saving  for  our  100  insured  anesthesiologists.  This  is  the  third 
risk  class  reduction  for  anesthesia  since  1988. 

Administrative  Review  Coverage  Added. — CMIC  will  pro- 
vide defense  coverage  for  investigations  by  the  Department 
of  Public  Health  and  Addiction  Services  resulting  from 
allegations  of  negligent  conduct  in  clinical  practice.  Defense 
coverage  will  not  include  allegations  related  to  physician 
health,  fee  complaints,  sexual  misconduct  or  other  nonpatient 
care  issues.  A limit  of  $ 10,000  will  automatically  be  included 
at  no  additional  charge. 

As  CSMS  members  we  are  working  together  to  meet  the 
challenges  facing  us  today  so  that  our  company,  CMIC,  can 
remain  a physician  oriented,  financially  strong,  and  depend- 
able source  of  professional  liability  insurance  in  Connecti- 
cut. 
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Editorial 


Malignant  Melanoma 

ROBERT  D.  GREENBERG.  M.D. 


SKIN  cancers  are  occurring  at  epidemic  levels  around 
the  world.  In  the  United  States,  the  incidence  of  all 
skin  cancers  is  rising  rapidly,  increasing  between  four  and 
five  percent  per  year.  During  the  1980s,  the  incidence  of 
the  two  most  common  types  of  skin  cancer,  basal  cell  and 
squamous  cell  carcinoma,  increased  an  estimated  65%. 
However,  the  alarming  increase  in  malignant  melanoma 
(340%  in  the  last  40  years),1  the  most  serious  of  all  skin 
cancers,  is  drawing  the  most  attention  and  generating  the 
most  concern. 

Malignant  melanoma  is  increasing  at  a faster  rate  than 
any  other  cancer  in  this  country.2  Since  1980.  the  number 
of  melanomas  diagnosed  each  year  has  nearly  doubled.  In 
the  1930s,  the  lifetime  probability  of  an  individual  devel- 
oping malignant  melanoma  was  about  one  in  1,500.  In 
1 994,  the  estimated  lifetime  risk  is  one  in  105.  And  by  the 
turn  of  the  century,  one  in  75  people  could  develop 
melanoma  at  some  time  during  their  lifetime.3  This  year, 
it  is  expected  that  at  least  32.000  new  cases  of  malignant 
melanoma  will  be  diagnosed  and  6.900  people  will  die 
from  the  disease.3 

Who  gets  melanoma?  Anyone  may  develop  this  cancer, 
but  it  strikes  Caucasians  much  more  frequently  than  other 
races.  Unlike  nonmelanoma  skin  cancers,  which  usually 
affect  older  individuals  with  readily  recognized  sun- 
damaged  skin,  melanoma  can  occur  in  young  or  middle- 
aged  individuals.  It  is  estimated  that  one-quarter  of  ex- 
pected new  cases  of  melanoma  will  occur  in  persons  under 
40  years  of  age.1  Traits  associated  with  an  increased  risk 
of  developing  melanoma  include  fair  skin,  light  eyes  and 
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hair,  freckling,  an  inability  to  tan  and/or  an  easy  tendency 
to  sunburn,  past  history  of  excessive  sun  exposure  and 
severe  sunburns,  particulary  during  childhood,  and  having 
many  moles,  both  typical  and  atypical.  Having  atypical 
melanocytic  nevi  (previously  called  dysplastic  nevi)  is 
highly  associated  with  the  future  development  of  malig- 
nant melanoma,  particularly  if  there  is  an  associated 
family  history  of  melanoma  and  atypical  melanocytic  nevi 
(familial  atypical  mole  and  melanoma  syndrome).  Recent 
work  documents  this  association  with  a 10-year  cumula- 
tive risk  of  10. 7%, 4 or  a relative  risk  of  475 — that  is,  an 
individual  with  atypical  melanocytic  nevi  is  47  times  more 
likely  to  develop  malignant  melanoma  than  someone  in 
the  general  population  without  such  nevi.  Also  associated 
with  an  increased  melanoma  risk  are  having  numerous 
moles  and  having  a family  history  of  many  moles? 

It  is  generally  accepted  that  excessive  sunlight  expo- 
sure is  an  important  factor  in  the  development  of  malig- 
nant melanoma.  Explanations  vary  as  to  what  factors 
predispose  to  excessive  ultraviolet  (UV)  radiation,  but 
there  seems  to  be  little  doubt  that  lifestyles  with  more 
leisure  time,  more  outdoor  activity  during  peak  times  of 
sunlight,  changing  clothing  styles,  more  vacations  in 
sunny  climates,  and  perhaps  stratospheric  ozone  depletion 
all  play  a role  in  this  phenomenon.  In  Caucasians,  world- 
wide epidemiologic  studies  show  that  ( 1 ) the  incidence  of 
melanoma  increases  as  the  latitude  decreases:  (2)  those 
living  in  coastal  areas  have  a higher  incidence  of  mela- 
noma than  do  those  living  inland;  (3)  those  who  spend 
vacations  in  sunny  climates  have  a higher  incidence  of 
melanoma  than  those  who  vacation  elsewhere:  and  (4) 
immigrants  to  sunny  climates  tend  to  have  lower  rates  of 
melanoma  than  do  those  in  the  native  population.2  A recent 
study  in  Connecticut,  using  data  from  the  Connecticut 


VOLUME  58,  NO.  10 


625 


Tumor  Registry  for  the  years  1989-1991,  showed  that  a 
statistically  significant  excess  number  of  cases  of  mela- 
noma was  seen  in  residents  of  some  of  the  towns  along 
Connecticut’s  shoreline  and  near  the  largest  lake  in  the 
state.6 

Malignant  melanoma,  when  detected  early  (presum- 
ably when  the  lesion  is  thin),  is  highly  curable  by  surgical 
excision.  Since  there  is  direct  correlation  between  tumor 
thickness  and  survival  rate,  early  detection  is  essential.  In 
Scotland,  early  studies  showed  that  a high  proportion  of 
patients  presented  with  relatively  thick  melanomas,  due  in 
large  measure  to  a delay  on  the  patient’s  part  in  seeking 
medical  care  after  noticing  a new  or  changing  pigmented 
skin  lesion.7  After  a public  education  campaign  and  an 
emphasis  on  alerting  medical  practitioners  to  the  issue,  the 
number  of  melanomas  diagnosed  increased  dramatically 
and  analysis  of  tumor  thickness  showed  a sustained  and 
significant  drop  in  favor  of  thinner  lesions.8 

In  1992  the  National  Institutes  of  Health  convened  a 
Consensus  Development  Conference  on  the  diagnosis  and 
treatment  of  early  melanoma.  To  reduce  morbidity  and 
mortality  from  melanoma,  the  consensus  statement  rec- 
ommended both  primary  (risk  reduction)  and  secondary 
(early  detection)  prevention.  Risk  reduction  entails  a con- 
tinuing and  costly  public  education  and  awareness  pro- 
gram. The  American  Academy  of  Dermatology  (AAD) 
has  been  promoting  just  such  a public  service  campaign 
since  1985,  when  President  Reagan  designated  May  as 
National  Skin  Cancer  Detection  and  Prevention  month. 

Two  strategies  for  educational  activities  have  been 
recommended  to  promote  risk  reduction.  The  first,  a 
‘high-risk’  strategy,  directs  efforts  toward  those  individu- 
als most  at  risk:  those  with  a large  number  of  moles;  those 
with  atypical  moles;  those  with  a family  history  of  mela- 
noma; those  who  have  had  a melanoma  in  the  past;  and 
those  who  have  a history  of  repeated  severe  sunburns,  who 
sunburn  easily,  who  are  freckled,  or  unable  to  tan.  These 
individuals  should  be  warned  that  they  are  at  increased 
risk  for  developing  melanoma.  They  should  be  encour- 
aged to  minimize  future  risk  by  limiting  their  exposure  to 
UV  radiation.9  They  should  also  be  instructed  in  skin  self- 
examinations and  advised  to  seek  medical  attention 
promptly  should  they  discover  a new  or  unusually  pig- 
mented lesion.  They  should  be  encouraged  to  see  a physi- 
cian on  a regular  basis  and  request  a total  body  skin 
examination.  The  second  strategy,  a population-based 
effort,  should  be  directed  toward  mass  public  education 
through  multimedia  resources,  such  as  radio,  TV,  and 
print  media.  Advertising  campaigns  to  limit  excess  sun 
exposure,  to  promote  the  use  of  sunscreens,  to  encourage 
off-peak  hours  of  outdoor  activity,  and  to  advise  the  use  of 


Table. — National  Melanoma  and  Skin  Cancer 
Detection  and  Prevention  Month 
1985-93  Results 


Presumptive  Diagnoses 


Number 

screened 

Malignant 

melanoma 

Basal 

cell 

Squamous 

Cell 

' 1985 

32,000 

97 

1,056 

163 

1986 

41,486 

262 

3,049 

398 

1987 

41,649 

257 

2,798 

302 

1988 

67,124 

435 

4,457 

474 

1989 

78,486 

593 

6,266 

761 

1990 

98,060 

872 

7,959 

1,069 

1991 

102,485 

1,062 

8,110 

1,193 

; 1992 

98,440 

1,054 

8,403 

1,280 

1993 

97,553 

*2,465 

7,067 

1,068 

TOTAL 

657,283 

7,097 

49,165 

6,708 

includes:  Melanoma,  rule-out  melanoma,  and 
lentigo  maligna 

Source:  American  Academy  of  Dermatology 

protective  clothing  should  be  directed  to  the  public  at 
large,  with  special  emphasis  on  parents  to  protect  their 
children. 


Secondary  prevention  (early  detection)  is  focused  on 
widely  publicized  screening  programs.  Malignant  mela- 
noma meets  most  mass  screening  criteria.  The  tumor 
represents  an  important  public  health  problem  with  sig- 
nificant morbidity  and  mortality.  Visual  inspection,  a 
reliable,  quick,  safe  screening  test,  is  relatively  inexpen- 
sive to  perform  and  is  well-accepted  by  the  general  public. 
There  is  a latent,  asymptomatic  phase  to  the  disease  during 
which  screening  can  be  accomplished.  A safe,  effective 
treatment  (surgical  excision)  exists,  which  favorably  af- 
fects subsequent  morbidity  and  mortality.9 

In  1985  the  AAD  initiated  a national  program  of  annual 
skin  cancer  screening,  and  over  the  nine  years  since  its 
inception  more  than  7,000  presumed  melanomas,  unsus- 
pected by  patients  in  many  instances,  have  been  discov- 
ered by  volunteer  physicians  (see  table).  In  Connecticut 
each  spring,  many  dermatologists  participate  in  these 
AAD-sponsored  free  screenings  held  in  conjunction  with 
local  hospitals  and  assisted  by  volunteers  from  local 
health  organizations  and  from  the  community.  From  per- 
sonal experience,  I can  say  that  these  free  screenings  are 
well-received  by  an  appreciative  public. 

Once  both  primary  and  secondary  prevention  programs 
are  established,  an  evaluation  process  should  be  formu- 
lated to  assess  the  effectiveness  of  the  endeavor.  There 
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should  be  an  assessment  of  changes  in  public  behavior 
toward  sun  exposure  and  toward  performing  skin  self- 
examinations. Analysis  should  include  effectiveness  of 
skin  cancer  screenings  and  of  routine  dermatologic  evalu- 
ations by  health-care  professionals.  The  success  of  this 
effort  should  be  reflected  in  changes  in  melanoma  inci- 
dence and  morbidity,  and  ultimately,  in  a reduction  in 
mortality  rates. 
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REMINDER 

CALL 

SEMI-ANNUAL  MEETING  OF  THE  HOUSE  OF  DELEGATES 

The  1994  Semi-Annual  Meeting  of  the  House  of  Delegates  will  be  held  at  the  Ramada 
Inn,  275  Research  Parkway,  Meriden.  The  meeting  will  commence  at  11:30  a.m.  on 
Wednesday,  November  16th,  and  will  continue  until  all  business  has  been  concluded. 

Theodore  Zanker,  M.D.,  President 

Neil  H.  Brooks,  M.D.,  Speaker  of  the  House 

Marjorie  G.  Petro,  M.D.,  Secretary 

1 1:30  A.M.  Registration  and  Luncheon  of  Delegates 
12:30  P.M.  Call  to  Order 

Adjournment  at  Conclusion  of  Business 
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50  Years  Ago 

From  The  Connecticut  State  Medical  Journal 
October  1944 

Federally  Controlled  Medical  Care 

The  Opinion  of  Candidates  from  Connecticut  Seeking  Election  to  the 

Congress  of  the  United  States 

S.  1161 — The  Wagner-Murray-Dingell  Bill 


OVER  a period  of  several  months  the  Society  has 
sought  by  correspondence  and  interview  the  opinion 
of  the  present  representatives  in  the  Congress  of  the 
United  States,  and  candidates  seeking  election,  on  feder- 
ally controlled  medical  care,  particularly  as  it  is  embodied 
in  the  Wagner-Murray-Dingell  Bill.  These  opinions  are 
expressed  verbatim  as  received. 

From  United  States  Senators  from  Connecticut 

FRANCIS  MALONEY  (DEM.) 

Mr.  Maloney’s  term  does  not  expire  and  he  is  not  a 
candidate  for  election  in  1944. 

“Up  to  now  (some  months  ago)  I have  not  had  a chance 
to  very  carefully  examine  S.  1161  but  as  soon  as  circum- 
stances permit  I shall  study  it  carefully.” 

JOHN  A.  DANAHER  (REP.) 

Mr.  Danaher  is  a candidate  for  reelection  in  November. 

“There  are  many  who  believe  that  the  administration 
will  this  year,  an  election  year,  press  for  passage  of  this 
legislation,  but  not  before  its  medical  provisions  will  have 
been  dropped.  I will  be  glad  to  communicate  with  you 
again  regarding  this  legislation  after  the  hearings  have 
been  held  and  the  views  of  those  interested  have  been 
canvassed  for  the  problem  is  fundamental.” 

BRIEN  MC  MAHON  (DEM.) 

Mr.  McMahon  is  seeking  election  in  November  in 
opposition  to  Mr.  Danaher. 


Reprinted  from  the  Connecticut  State  Medical  Journal,  October 
1944. 


“Let  me  first  say  that  I do  not  approve  of  S.  1 161.  To 
my  mind  it  does  not  represent  the  best  approach  to  the 
problem  with  which  it  seeks  to  deal.  I would  view  with 
apprehension  the  setting  up  of  so  vast  and  intricate  an 
organization  as  is  contemplated  by  the  Wagner-Murray- 
Dingell  Bill.  We  have  by  no  means,  as  I see  it,  reached  a 
stage  requiring  government  controlled  medicine.  I think 
the  concept  is  false  and  that  the  plan  would  run  counter  to 
so  many  well  settled  instincts  and  practices  that  it  would 
not  be  workable.  I do  not  think  we  shall  reach  an  ultimate 
solution  until  we  get  the  full  benefit  and  significance  of  the 
experimentation  that  is  now  going  forward  in  many  parts 
of  the  country. . . . that  there  is  a vital  social  question  to  be 
dealt  with  no  group  more  thoroughly  understands  than  the 
medical  profession  itself.  The  cost  of  medicine  is  an 
inescapable  problem  in  the  face  of  unmet  medical  needs. 
Any  plan  for  medical  care  to  be  adequate  should  take  in 
consideration  the  vast  number  of  people  in  limited  in- 
comes. The  gap  between  the  frankly  indigent  and  the  well- 
to-do  must  somehow  be  bridged.  To  care  for  and  maintain 
the  health  of  the  Nation  as  a whole  is  one  of  the  prime 
requisites  of  a vigorous  and  happy  people. ...  it  is  my  hope 
that  in  the  end  we  shall  evolve  a method  which  will 
contemplate  a friendly  partnership  between  federal,  state 
and  local  governments,  as  well  as  the  professional  and 
voluntary  groups  that  may  properly  give  force  and  coher- 
ence to  the  general  plan.  In  these  matters  I think  the 
medical  profession  owes  it  to  itself  to  take  the  lead.  Under 
any  feasible  plan  the  physicians  should  carry  the  respon- 
sibility for  the  supervision  and  actual  rendering  of  medical 
service.  No  other  group  is  qualified  or  competent  to  do  this 
job.  I have  no  doubt  that  the  Connecticut  State  Medical 
Society  is  actively  concerned  with  this  matter.  If  elected 
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Senator  I should  value  the  advice  and  assistance  of  your 
organization  and  of  other  groups  concerned  with  the 
public  health  and  the  physical  and  mental  well  being  of  our 
people.” 

House  of  Representatives 

First  Congressional  District — consisting  of 
Hartford  County 

WILLIAM  J.  MILLER  (REP.) 

Mr.  Miller  is  the  present  Representative  from  the  First 
District  and  is  seeking  reelection. 

“I  can  express  it  very  briefly  and  bluntly  by  saying  that 
I am  definitely  opposed  to  this  legislation  (S.  1161).  No 
one  in  Congress  has  a higher  regard  for  the  medical 
profession  than  I have  and  I think  it  would  be  a grave 
mistake  to  pass  such  a bill  as  proposed  in  the  Wagner- 
Murray-Dingell  bill.  Needless  to  say,  I will  oppose  this 
type  of  legislation  at  every  opportunity. 

Herman  P.  Kopplemann  (dem.) 

Mr.  Kopplemann  is  seeking  election  from  the  First 
District  in  opposition  to  Mr.  Miller. 

“Your  use  of  quotation  marks,  ‘socialized  medicine,’  is 
commendable  because  it  indicates,  I think,  that  you  as  well 
as  I know  that  the  term  is  a misnomer.  There  is  not  now, 
and  there  never  has  been,  before  the  Congress  of  the 
United  States  a bill  designed  to  socialize  medicine.  Any 
attempt  to  socialize  medicine  or  any  other  profession  or 
industry  would  be  contrary  to  the  fundamental  concept  of 
democracy,  and  on  that  score  my  record  is  my  defense.  In 
line  with  my  life-long  fight  to  achieve  economic  security 
for  all  segments  of  the  people,  I want  the  benefit  of 
medical  care — and  that  includes  preventive  medicines — 
extended  as  widely  as  possible.  You  will  agree  that  in 
every  community  numerous  cases  of  serious  illness  could 
be  avoided,  if  proper  care  and  treatment  were  made 
available  earlier — impossible  now  because  the  persons 
involved  cannot  afford  it.  The  Armed  Services  will  testify 
to  the  fact  that  large  numbers  of  our  young  men  were  given 
medical  treatment  on  induction — treatment  which  in  large 
measure  would  have  been  unnecessary  if  national  health 
standards  had  been  on  a higher  level.  Thus  training  was 
impaired  and  the  cost  of  training  greatly  enhanced.  And 
this  applied  to  many  men  coming  from  families  economi- 
cally above  the  category  of  the  submerged  third.  You  may 
be  assured  that  I will  support  legislation  which  provides 
adequate  medical  care  for  our  people,  which  will  preserve 
the  traditional  doctor-patient  relationship,  permitting  free 
choice  of  physician  by  patient,  and  which  will  not  injure 
the  medical  profession.” 


Second  Congressional  District — consisting  of 
Tolland,  Windham,  New  London  and 
Middlesex  Counties 

John  D.  Me  Williams  (rep.) 

Mr.  McWilliams  is  the  present  Representative  from  the 
Second  District  and  is  seeking  reelection. 

“I  am  opposed  to  the  Wagner-Murray-Dingell  bill  as  it 
is  now  written.” 

Chase  Going  Woodhouse  (dem.) 

Mrs.  Woodhouse  is  seeking  election  from  the  Second 
District  in  opposition  to  Mr.  McWilliams. 

“Medical  and  hospital  care  for  persons  in  the  lower 
income  brackets  is  a question  in  which  I have  been  deeply 
interested  for  many  years — especially  since  the  publica- 
tion of  the  reports  of  the  Committee  on  the  Cost  of  Medical 
Care.  Those  reports  pointed  out  that  large  sections  of  our 
population  were  receiving  inadequate  medical  care  be- 
cause of  cost,  of  lack  of  doctors  and  dentists  in  rural  areas, 
and  lack  of  hospital  facilities.  While  without  question  the 
situation  depicted  by  the  Committee  has  improved  during 
the  past  ten  years,  the  draft  rejection  statistics  point  clearly 
to  the  fact  that  there  is  still  much  to  do  before  the  general 
health  standards  of  the  American  people  reach  a level  at  all 
relative  to  the  magnificent  potentialities  of  American 
medical  research  and  practice.  For  that  reason  I am  in 
favor  of  some  form  of  hospitalization  and  health  insurance 
which  will  make  possible  adequate  medical  care  for  the 
great  bulk  of  our  population.  The  average  earnings  of  the 
lower  income  groups  are  not  sufficient  to  provide  such 
care.  The  average  physician  and  dentist  earns  an  annual 
income  which  is  far  from  “high”  and  also  gives  much  time 
to  free  service.  Some  form  of  insurance  should  make  it 
possible  for  adequate  medical  care  to  be  provided  for  our 
people  and  at  the  same  time  provide  for  more  reasonably 
adequate  earnings  for  physicians  and  dentists.  ...  I do  not 
understand  that  any  of  the  proposed  plans  call  for  payment 
from  general  taxation  nor  that  they  would  put  medical 
practitioners  under  a federal  control,  nor  would  they  limit 
the  patient  in  his  or  her  choice  of  a physician  or  dentist  or 
hospital.  Hospital  insurance  plans  seem  to  have  been 
successful.  My  idea  would  be  to  extend  the  insurance 
feature  to  medical  care.  The  insurance  would  have  to  be 
under  government  management  as  is  our  unemployment 
compensation.  Private  insurance  companies  have  not  been 
able  to  develop  health  insurance  at  rates  which  even  the 
middle  income  brackets  can  afford.  My  belief  in  state  and 
federal  regulations  is  that  if  and  as  long  as  the  states  fulfill 
their  obligations  and  the  general  economic  and  social 
situation,  in  this  case,  mobility  of  the  population,  makes  it 
possible,  the  states  should  be  the  dominant  factor  in 
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administration.  In  addition  to  a health  insurance  plan  I 
should  like  to  see  more  adequate  medical  service  provided 
for  the  rural  communities  and,  as  a step  in  that  direction, 
a more  cordial  attitude  on  the  part  of  medical  schools  and 
hospitals  toward  women  medical  students  and  internes.” 

Third  Congressional  District — consisting  of  the 

towns  of  Cheshire,  Meriden,  Wallingford,  Bethany, 

Hamden,  North  Haven,  North  Branford,  Guilford, 
Madison,  Woodbridge,  Orange,  West  Haven,  Milford, 
New  Haven,  East  Haven  and  Branford 

Ranulf  Compton  (rep.) 

Mr.  Compton  is  the  present  Representative  from  the 
Third  District  and  is  seeking  reelection. 

“I  want  you  to  know  that  I am  unalterably  opposed  to 
this  proposed  legislation  (S.  1 161)  in  its  present  all  inclu- 
sive and  broad  form  and  I have  no  hesitation  in  adding  that 
there  is  little  likelihood  that  it  will  be  acted  upon  by  the 
78th  Congress.” 

James  P.  Geelan  (dem.) 

Mr.  Geelan  is  seeking  election  in  the  Third  District  in 
opposition  to  Mr.  Compton  but  his  nomination  was  made 
at  so  late  a date  that  his  opinion  could  not  be  obtained  for 
this  compilation. 

Fourth  Congressional  District — consisting  of 
Fairfield  County 

Clare  Booth  Luce  (rep.) 

Mrs.  Luce  is  the  present  Representative  from  the  Fourth 
District  and  is  seeking  reelection.  She  did  not  reply  to  three 
inquiries  from  the  Society  seeking  her  opinion  on  this 
legislation. 

Margaret  Connors  (dem.) 

Miss  Connors  is  seeking  election  in  opposition  to  Mrs. 
Luce.  She  did  not  reply  to  two  inquiries. 

Fifth  Congressional  District — consisting  of  Fitchfield 
County  and  the  towns  of  Southbury , Middlebury, 

Waterbury,  Wolcott,  Oxford,  Naugatuck,  Prospect, 
Beacon  Falls,  Seymour,  Ansonia  and  Derby 

Joseph  E.  Talbot  (rep.) 

Mr.  Talbot  is  the  present  Representative  from  the  Fifth 
District  and  is  seeking  reelection. 

“I  am  against  this  type  of  legislation  and  will  vote 
against  it  or  any  substitute  like  it.” 


Peter  B.  Higgins  (dem.) 

Mr.  Higgins  is  seeking  election  as  Representative  from 
the  Fifth  District  in  opposition  to  Mr.  Talbot. 

“I  am  in  favor  of  the  enactment  of  this  bill  (S.  1 161)  by 
Congress.  Most  of  the  people  with  whom  I have  talked, 
who  are  familiar  with  the  provisions  of  the  bill,  also  are  in 
favor  of  it.  ...  I realize  that  many  doctors  oppose  the 
measure  and  I do  not  find  fault  with  them  for  this.  It  is  as 
hard  for  medical  men  to  adjust  themselves  to  new  ideas  as 
it  is  for  other  groups  of  people.  I will  not  express  an 
opinion  on  ‘socialized  medicine.’  I do  not  regard  the 
Wagner-Murray-Dingell  Bill  as  ‘socialized  medicine’  so 
I can  not  accept  this  as  being  the  issue.  My  conception  of 
the  bill  is  that  it  is  a means  by  which  the  people,  through 
their  government,  can  establish  security  in  a number  of 
forms,  of  which  medical  and  hospital  care  is  a part.  It 
would  involve  an  increase  in  social  security  payroll  de- 
duction, but  the  amount  of  protection  provided,  both  in  the 
field  of  economic  security  and  provisions  for  medical 
care,  could  not  be  purchased  as  inexpensively  under  any 
existing  or  proposed  private  system.  I do  not  regard  the 
Bill  as  perfect,  but  I think  it  spells  out  a great  measure  of 
human  progress.” 


Representative  at  Large 

B.  P.  Monkiewicz  (rep.) 

Mr.  Monkiewicz  is  the  present  Representative  at  Large 
from  Connecticut  and  is  seeking  reelection. 

“Be  assured  that  I am  opposed  to  this  legislation  and 
have  been  from  the  time  the  scheme  was  inaugurated.  I am 
most  emphatically  opposed  to  the  socialization  of  medi- 
cine and  shall  vote  against  this  measure  if  and  when  it 
comes  up  for  action  on  the  Floor  of  the  House.” 

Joseph  F.  Ryter  (dem.) 

Candidate  for  Representative  at  Large. 

“It  is  my  understanding  that  there  is  pending  before 
Congress  a bill  dealing  with  the  subject,  but  I have  not  as 
yet  seen  a copy  of  this  bill  nor  am  I fully  acquainted  with 
its  provisions.  However,  may  I state  to  you  that  legislation 
dealing  with  socialized  medicine  will  receive  my  studied 
consideration  as  I am  of  the  opinion  that  some  legislation 
of  limited  form  will  be  of  great  benefit  to  people  who 
because  of  dire  financial  circumstances  are  unable  to 
secure  proper  medical  attention.  Such  limited  legislation 
would  be,  in  my  opinion,  of  great  benefit  not  only  to  the 
prospective  recipients  of  the  benefits,  but  also  to  the 
medical  profession  as  a whole.” 
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REFLECTIONS  ON  MEDICINE 


Federal  Union  and  Regional  Differences 

ROBERT  U.  MASSEY,  M.D. 


LAST  month  my  wife  and  I,  and  our  two  dachshunds, 
drove  almost  across  the  United  States  to  New  Mexico 
to  spend  a week  with  our  son  and  his  family  and  to  visit 
with  old  friends.  This  was  the  first  time  we  had  covered 
that  route  since  we  moved  from  Albuquerque  to  Connecti- 
cut 26  years  ago.  We  had  flown  the  2,400  miles  many 
times,  but  six  hours  spent  reading  and  dozing  is  not  to  be 
compared  with  six  days  of  driving,  motels,  picnic  lunches 
at  rest  stops,  and  suppers  in  restaurants  near  the  motels. 
But  seeing  this  vast  land  at  ground  level  rather  than  from 
30,000  feet  in  the  air  offers  a restorative  and  pleasant 
experience  of  reality — hardly  the  reality  our  great-grand- 
parents experienced  from  the  wagons  but  more  real  than 
an  occasional  view  of  wing,  clouds,  and  indistinct  features 
below. 

Part  of  the  pleasure  was  eating  breakfast  in  cheerful 
places,  pancakes  and  sausage  or  poached  eggs  on  toast, 
served  by  friendly  waitresses,  and  reading  the  local  pa- 
pers. Another  was  listening  to  AM  radio — country  west- 
ern, gospel,  big  bands,  and  talk  shows,  with  an  occasional 
break  to  the  local  PBS  station!  In  our  motel  rooms  we 
never  once  switched  on  the  TV. 

Somewhere  in  Ohio  the  sound  of  the  language  changes; 
Indiana,  my  wife’s  home  state,  and  my  father’s,  began  to 
sound  like  home,  and  the  transition  from  mid  western  to 
southwestern  vowels  was  gradual  but  perceptible.  It  was 
easy  and  comforting  to  fall  in  with  it. 

The  newspapers,  especially  the  editorial  pages,  carried 
their  messages  in  voices  quite  different  from  those  we 
were  used  to  in  the  Courant  or  the  New  York  Times',  even 
the  Albuquerque  Tribune,  which  I had  thought  of,  a 
quarter  century  ago,  as  being  left  of  center,  seemed  dis- 
tinctly conservative  in  tone.  Health-care  reform  appeared 
as  a nonissue,  seemed  to  have  been  written  off  for  now. 
The  Clinton  presidency  was  not  defended,  and,  at  least  by 
those  we  talked  to,  considered  to  be  half  over.  The  views 
of  casual  strangers  and  close  friends — hardly  a represen- 
tative sample — seemed  to  be  reflected  in  the  papers.  The 
recession  was  history,  the  mood  optimistic,  and  a major 

ROBERT  U.  MASSEY,  M.D.,  Professor  Emeritus,  Division  of 
Humanistic  Studies,  Department  of  Community  Medicine  and  Health 
Care,  University  of  Connecticut  School  of  Medicine,  Farmington. 


concern  was  “too  many  folks  moving  out  here.” 

The  ancient  water  table  was  dropping,  too  much  being 
pumped  out,  too  many  people.  Both  the  east  and  west 
coasts  seemed  far  away  and  almost  irrelevant.  In  the 
Southwest  a community  was  thought  to  have  begun  its 
decline  and  fall  when  it  was  “Califomized.”  Phoenix  was 
said  to  be  lost,  and  Santa  Fe  might  be  next.  The  Midwest, 
from  western  Pennsylvania  to  the  Rockies,  has  remained, 
like  the  South,  culturally  distinct  from  the  rest  of  the 
nation  in  spite  of  all  the  efforts  of  the  homogenizing 
media. 

Friends  and  old  colleagues  that  I talked  with  about  their 
medical  care  were  satisfied,  praised  both  hospitals  and 
doctors,  described  medicine  as  advanced  as  any  “back 
East,”  and  were  proud  that  they  did  not  have  to  leave  home 
for  complex  care  and  major  surgery.  In  the  1950s  referrals 
to  Boston,  the  Mayo  Clinic,  St.  Louis,  or  Los  Angeles 
were  not  unusual;  when  I began  practice  in  Albuquerque, 
one  of  my  older  colleagues  claimed  to  have  been  the  first 
doctor  in  New  Mexico  to  perform  a lumbar  puncture,  and 
another  young  colleague  had  just  introduced  electro- 
encephalography. Advanced  medical  technology,  with  all 
its  dangers,  costs,  and  amazements,  is  now  available  close 
to  home  anywhere  in  the  United  States. 

But  every  region  does  not  have  the  same  health  prob- 
lems, the  same  expectations,  and  the  same  social  habits 
and  values.  Perhaps  that  is  why  an  overarching  federal 
plan  for  health-care  reform  has  never,  since  1917,  made  it 
through  Congress;  deadlock  is  inevitable  because  no  single 
solution  could  ever  work  in  both  New  York  and  Texas. 
Issues,  and,  more  importantly,  cultures  and  attitudes  dif- 
fer; each  state  will  devise  its  own  plan  and  move  at  its  own 
pace.  This  seems  true  for  most  social  issues,  not  only 
medical  care.  From  our  trip  across  the  middle  of  America 
we  were  reminded  of  our  deep  regional  differences  and 
found  them  reassuring.  Community  means  something 
smaller  than  a nation-state,  much  more  like  a home  town; 
it  is  in  these  smaller  regions  with  their  perceptible  borders 
and  common  speech  that  the  tough  problems  are  solved. 
Great  matters  like  war  and  peace  are  national;  important 
matters  like  education,  medical  care,  and  whether  roads 
are  slippery  or  slick  are  local. 
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MEDICAL  NEWS  CAPSULES 


This  Month’s  Reading  in  Review 

TIMOTHY  B.  NORBECK 


“I  believe  managed  care  is  the  greatest  threat  to  the 
availability  of  health  care  in  rural  America.  In  my  job  I 
have  gone  out  to  many  rural  areas  and  met  with  our 
insureds,  most  of  them  elderly.  Their  most  consistent 
complaint  is  not  that  they  cannot  find  a doctor,  but  that 
they  can  no  longer  go  to  the  doctor  down  the  street  whom 
they  have  been  seeing  for  20  years — but  instead  must 
drive  30  miles  away  to  see  a new  doctor.” 

A Columbus,  Ohio,  woman  in  a letter  to 
USA  Today,  1 1 July  1994 

During  his  recent  unsuccessful  campaign  for  the  Demo- 
cratic gubernatorial  nomination,  California’s  insurance 
commissioner,  John  Garamendi,  called  the  insurance  com- 
panies “greedy  pigs  at  the  trough”....  After  that  loss  he 
asked  various  insurers  to  buy  tickets  to  a $5,000-a-head 
fundraiser  held  in  Washington,  D.C.  last  month  to  help 
retire  his  estimated  $1.4  million  campaign  debt.. . . There 
were  few  takers ! 

Forbes,  12  September  1994 

A National  Taxpayers  Union  poll,  released  on  9 Sep- 
tember asked  respondents  how  concerned  they  were  about 
health  reform’s  impact  on  several  issues.. . . The  findings: 
63%  are  “very  concerned”  about  increased  difficulty  in 
choosing  their  doctors;  62%  are  “very  concerned”  about 
higher  taxes;  60%  are  “very  concerned”  about  a reduction 
in  the  quality  of  care;  54%  are  “very  concerned”  about 
rationing  and  48%  are  “very  concerned”  about  a reduction 
in  research  and  medical  treatment  improvements. 

American  Healthline , 12  September  1994 

U.S.  insurance  companies  paid  an  estimated  $1.5  bil- 
lion in  health  and  life  insurance  AIDS  claims  in  1993 — 
1.3%  of  all  claims  paid....  The  1993  total  is  7.4%  higher 
than  claims  paid  in  1992,  according  to  an  American 
Council  of  Life  Insurance/HIAA  study. 

Hartford  Courant,  3 August  1994 


TIMOTHY  B.  NORBECK,  Executive  Director,  the  Connecticut 
State  Medical  Society. 


Alzheimer’s  disease,  now  costing  the  nation  more  than 
$82  billion  a year,  is  our  third  most  expensive  disease 
(behind  heart  disease  and  cancer).. . .An  Alzheimer’s  case 
cost  $33,000  to  $35,000  a year  in  1991. ...The  total  cost 
between  diagnosis  and  death  is  estimated  to  be 
$ 1 74,000. . . .Alzheimer’ s affects  about  1 .6  million  people 
in  the  USA. 

USA  Today,  17  August  1994 

In  one  of  the  most  extensive  studies  to  date,  the  Centers 
for  Disease  Control  found  that  smoking  accounts  for  at 
least  7%  of  all  health-care  costs  nationwide. . . . The  Wash- 
ington Business  Group  on  Health  estimates  smoking  costs 
employers  $624  to  $4,61 1 per  employee  per  year. 

Business  & Health  (August,  1994) 

The  number  of  prescriptions  Americans  fail  to  pick  up 
from  drugstores  every  year:  17  million. 

Men’s  Health,  September  1994 

“This  is  not  a Neiman-Marcus  plan.  It  is  a Price  Club 
plan.  You  get  what  you  need  at  a price  you  can  afford.” 
U.S.  Senator  Joe  Lieberman  (Conn.)  commenting 
on  the  “Mainstream  Coalition”  health  reform  bill. 

American  Health  Line,  22  August  1994 

Congress  should  “stop  carrying  around  this  corpse, 
changing  its  clothes  and  putting  more  powder  on  its  face.” 
U.S.  Senator  Phil  Gramm  (Tex.)  describing  the 
Chafee-Breaux  (Mainstream  Coalition)  effort  as  a 
modified  version  of  the  Mitchell  bill. 

Congressional  Quarterly,  20  August  1994 

Only  In  America:  The  Internal  Revenue  Service  (IRS) 
threatened  to  seize  a sprinkler  company  for  an  underpay- 
ment of  quarterly  employee  withholding  taxes.  A nasty 
letter  from  IRS  to  Rainmaker’s,  Inc.,  closed:  “We  must 
now  consider  taking  your  wages,  property,  and  other 
assets.”  The  amount  in  contention:  one  penny! 

U.S.  Representative  Scott  Mclnnis  (Col.)  wrote  the 
IRS,  questioning  the  agency  ’ s judgment  and  taped  apenny 
to  his  letter,  saying,  “Now  back  off.”  IRS  wrote  back  and 
agreed  to  drop  the  matter. 

Associated  Press,  3 August  1994 
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Letters  to  the  Editor 


What’s  Wrong  with  This  Picture? 

To  the  Editor:  As  the  patient  census  in  area  community 
hospitals  diminished,  the  number  of  administrative  func- 
tionaries increased  exponentially.  At  present  there  seems 
to  be  about  three  nonclinical  directors,  registrars,  and 
assorted  managerial  personnel  for  each  hospital  inpatient 
who,  incidentally,  is  now  referred  to  as  a “customer”  by 
this  clerical  congregation. 

This  metamorphosis  in  hospital  staffing  and  the  per- 
ceived importance  of  the  new  hierarchy  seems  to  have 
permeated  the  continuing  medical  education  arena.  In  the 
past  month  I received  notices  for  two  courses  given  by  a 
prestigious  New  England  medical  school  (Harvard).  The 
tuition  fee  for  the  five-day  course  on  primary  care  in 
medicine  was  $775.  The  tuition  fee  for  the  five-day 
seminar  on  leadership  for  physician  executives  was  $3 ,600 ! 

Something  seems  to  be  wrong  with  this  picture. 

After  almost  40  years  in  this  profession  I cannot  com- 
prehend what  has  happened  in  the  last  decade.  I wonder 
how  others  of  my  “vintage”  feel  about  these  deviations. 

Lee  Sataline,  M.D. 

Cheshire 

In  Response  to  the  Connecticut  Medical 
Examining  Boards’  Chairman,  Dr.  Ratzan 

To  the  Editor:  Dr.  Richard  Ratzan,  chairman  of  the 
Connecticut  Medical  Examining  Board  (CMEB),  has  pro- 
tested the  publication  by  Connecticut  Medicine  of  Dr. 
Louis  Fierman’s  article  concerning  the  hearing  process 
conducted  by  the  Division  of  Medical  Quality  Assurance 
(DMQA).  To  what  other  source  may  physicians  in  our 
state  turn  to  be  made  aware  of  such  problems? 

The  physicians  licensed  to  practice  in  Connecticut  must 
be  wary  of  a generally  punitive  and  demeaning  approach 
that  the  DMQA  tends  to  take  in  issues  relating  to  the 
investigation  and  adjudication  of  complaints  against  mem- 
bers of  the  profession.  This  includes  cases  in  which  the 
illness  of  chemical  dependency  among  our  colleagues  is 
alleged.  As  an  example,  recently  a physician  called  me 
who  is  contemplating  being  licensed  here.  This  person  had 
been  in  the  physician  health  program  in  another  state,  had 
been  abstinent  from  the  use  of  any  psychoactive  agent  for 
over  four  years,  had  been  required  to  submit  random  urine 
screens  once  every  30  days  or  so.  and  was  allowed  to 
participate  in  12-step  programs  according  to  a schedule 
that  met  the  social  and  therapeutic  needs  of  that  person.  In 


Connecticut,  however,  that  physician  must  accede  to  a 
“consent  agreement”  that  requires  weekly  urine  screens 
plus  mandatory  three-times- weekly  participation  in  a 12- 
step  program  without  regard  to  the  heavy  burden  such 
demands  place  on  the  professional,  economic,  and  social 
life  of  that  individual. 

Rather  than  a lawyer  without  qualifications  in  the  medi- 
cal aspects  of  chemical  dependency,  a physician  qualified 
in  addiction  medicine  should  be  making  recommenda- 
tions for  the  “consent  agreement”  in  cases  of  reported 
chemical  dependency.  This  “agreement”  should  be  a pro- 
gram of  recovery  and  follow-up  tailored  to  the  individual’ s 
needs.  These  programs  should  be  designed  to  be  therapeu- 
tic and  supportive.  Since  chemical  dependency  is  a life- 
long illness  with  a potential  for  relapse,  when  the  latter 
occurs,  intervention  and  continued  therapy  coupled  with 
more  watchful  follow-up  is  indicated  rather  than  abrupt 
termination  of  the  physician’s  license,  as  happened  in 
another  case  recently. 

Following  an  attempt  to  change  the  harmful  manner  in 
which  a certain  county  committee  concerned  with  physi- 
cian health  was  dealing  with  these  issues,  two  committee 
members,  with  considerable  experience  in  the  field  of 
addiction  medicine,  were  terminated  this  year  because 
they  disagreed  with  the  chairperson’s  refusal  to  insist  on 
equitable  and  helpful  handling  of  these  matters  by  DMQA. 
The  committee  had  become  a rubber  stamp  for  policies 
dictated  by  DMQA.  Almost  all  of  the  committee  member- 
ship resigned  in  protest  because  of  this  action  which  was 
sanctioned  by  the  county  association  leadership. 

There  is  a bright  side  to  all — this  reflected  in  the 
willingness  of  DMQA  and  Dr.  Ratzan  to  participate  in  a 
discussion  in  October  with  two  prominent  specialists  in 
addiction  medicine  at  a joint  meeting  with  Commissioner 
Addiss  and  representatives  from  the  Committee  on  Physi- 
cian Health  of  the  CSMS.  Hopefully  changes  will  result  in 
the  manner  in  which  our  fellow  physicians  are  handled 
who  are  accused  of  wrongdoing  or  chemical  dependency. 

Henry  N.  Blansfield,  M.D. 

Danbury 

Issues  Affecting  the  Right  of  the 

Physician/Employer  to  Delegate  Clinical  Duties 
to  Their  Medical  Assistants 

To  the  Editor:  Your  medical  assistant  is  a multi-skilled 
professional  trained  to  perform  clinical,  laboratory,  and 
administrative  procedures  using  critical  thinking  and  prob- 
lem solving  skills.  The  health  care  industry  is  in  a state  of 
change  and  while  opportunities  are  developing  for  medi- 
cal assistants,  it  is  discouraging  to  see  we  are  being 
overlooked,  and  other  titles  are  being  created  for  the  multi- 
skilled  professional.  Also,  the  physician’s  right  to  del- 
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egate  clinical  duties  are  being  challenged  by  many  of  the 
other  allied  health  professions.  Connecticut  needs  to  rec- 
ognize the  profession  of  medical  assisting  in  its  Medical 
Practices  Act.  Already  we  have  been  told  we  cannot  give 
injections  or  take  x-rays,  yet  many  physicians  continue  to 
have  their  medical  assistants  perform  these  duties.  Of 
particular  concern  is  the  deletion  of  “physician  trained 
assistant”  from  Section  20-9  of  the  Medical  Practice  Act. 
The  Nursing  Board  of  Examiners  met  in  June  at  a Declara- 
tory Hearing  to  decide  to  whom  they  may  delegate  clinical 
duties.  This  could  seriously  affect  the  practicing  medical 
assistant  as  well  as  the  physician/employer  if  they  regulate 
us  from  performing  venipuncture  and  other  clinical  proce- 
dures. The  wording  of  the  MPA  has  great  significance  to 
all  medical  assistants  and  physicians. 

It  is  our  hope  that  Connecticut  and  the  physicians  in 
Connecticut  will  join  the  majority  of  the  other  states  in 
recognizing  the  validity  and  value  of  the  medical  assistant. 
We  encourage  physicians  to  become  more  aware  of  issues 
concerning  the  Medical  Assistant’s  right  to  practice  and 
the  ability  of  physicians  to  delegate  duties. 

Carole  Kerr 
CMA,  President 
Connecticut  State  Society  of  Medical  Assistants 

Waterford,  CT  06385 

Waterford 


Fall  Clean-up 
on  Your 
List? 

You  face  dangers  even 
in  your  own  backyard. 

Prevent  Blindness  Connecticut 

can  help  you  avoid  eye  accidents  at  home. 

Call  today  for  a free  copy  of  "Home  Eye  Safety 
Guide. " Other  free  information  is  also 
available. 

PREVENT  BLINDNESS 
CONNECTICUT 

(800)  850-2020 
The  sight-saving  people 


Dr.  Li’s  Diplomacy  and  Wisdom 

To  the  Editor:  In  the  July  issue  Dr.  Li  defends  the 
legitimacy  of  primary  care. 

She  is  correct  in  emphasizing  the  doctor-patient  rela- 
tionship as  a cardinal  attribute  of  primary  care. 

She  is  also  correct  in  characterizing  the  relationship 
between  primary  care  physicians  and  specialists  as  syner- 
gistic and  not  antagonistic. 

As  president  elect  of  the  Connecticut  Academy  of 
Family  Physicians  she  could  have  promoted  the  specialty 
of  Family  Practice. 

But  she  didn’t. 

Instead,  she  kept  referring  to  “primary  care”  and  “pri- 
mary care  physicians.” 

In  short,  Dr.  Li  has  demonstrated  the  kind  of  diplomacy 
and  wisdom  that  we  desperately  need  in  these  times  of 
change. 

Times  when  unity  and  understanding  among  ourselves 
should  supersede  the  hubris  of  turf  battles. 

Edward  J.  Volpintesta,  M.D. 

Bethel 


Connecticut  State  Medical  Society 

presents  a 

VtANiCANAl  aume 


aboard  the  Cunard  Crown  Dynasty 


—BJfiM-MlUNGS!* 


Cruise  to  the  exciting  ports 
of  Acapulco,  Mexico ; 
Puerto  Caldera,  Costa 
Rico;  Ocho  Rios,  Jamaica; 
Key  West,  Florida  and 
Ft.  Lauderdale,  Florida. 
Plus,  experience  the 
amazing  transit  through  the 
Panama  Canal! 

*Applies  to  select  cabins  only. 


FOR  more  information, 

CALL  ARRIVA  world  tours  toll  FREE  AT 

1-800-697-5923 


PO#  95-501 9 AD2 


GRP#  1088 
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IN  MEMORIAM 


ADAMS,  ELISABETH  C.,  Cornell  University  Medical 
College,  1934.  Until  her  retirement  in  1987,  Dr.  Adams 
maintained  an  internal  medicine  practice  in  Guilford  for 
37  years  and  previously  maintained  a practice  in  New 
York  City  for  13  years.  She  served  as  Assistant  Medical 
Examiner  for  the  Town  of  Guilford  in  1956  and  was  an 
Assistant  Professor  Clinical  Medicine  at  Yale  University 
School  of  Medicine.  Dr.  Adams  was  a member  of  the  New 
Haven  County  Medical  Association,  the  Connecticut  State 
Medical  Society  and  the  American  Medical  Association. 
Dr.  Adams  died  13  July  1994  at  the  age  of  88. 

BROWN,  WILLIAM,  T.,  Semmelweis  University  Medi- 
cal School,  Budapest,  1932.  Dr.  Brown  was  an  ophthal- 
mologist in  the  Naugatuck  Valley  area  prior  to  his  retire- 
ment. He  was  a member  of  the  New  Haven  County 
Medical  Association,  the  Connecticut  State  Medical  Soci- 
ety and  the  American  Medical  Association.  Dr.  Brown 
died  12  August  1994  at  the  age  of  88. 

CICCARELLI,  ARMANNO  W.,  Hahnemann  Medical 
College,  1942.  Dr.  Ciccarelli  was  a general  surgeon  in 
Bristol  and  former  chief  of  staff  at  Bristol  Hospital.  He 
was  a member  of  the  Hartford  County  Medical  Associa- 
tion, where  he  served  as  a delegate  and  associate  councilor 
to  the  CSMS,  the  Connecticut  State  Medical  Society, 
where  he  served  on  numerous  committees  over  a 20  year 
period  including  the  Cancer  Coordinating  Committee, 
Committee  on  Medical  Aspects  of  Sports,  Panel  for  Physi- 
cian Hospital  Mediation,  and  the  Committee  on  Hospitals. 
Dr.  Ciccarelli  died  22  September  1994  at  the  age  of  77. 
CONNELL,  THOMAS  H.,  University  of  Michigan,  1 945 . 
Dr.  Connell  was  a general  surgeon  in  Fairfield  county  until 
his  retirement  in  1989.  He  was  chief  of  general  surgery  at 
Bridgeport  Hospital  from  1980  to  1988.  Dr.  Connell  was 
a member  of  the  Fairfield  County  Medical  Association 
and  the  Connecticut  State  Medical  Society.  Dr.  Connell 
died  30  August  1994  at  the  age  of  73. 

KEENEY,  Jr.,  ROBERT  R.,  Tufts  University  School  of 
Medicine,  1934.  Dr.  Keeney  was  a Manchester  pediatri- 
cian for  over  50  years,  until  his  retirement  in  1988.  He  was 
the  town’s  medical  examiner  from  the  late  1950s  to  the 
early  1980s  and  served  as  the  town  health  officer  from 
1946  to  1952.  Dr.  Keeney  was  a member  of  the  Hartford 
County  Medical  Association,  where  he  served  as  a alter- 
nate delegate  to  the  CSMS,  the  Connecticut  State  Medical 
Society,  where  he  served  on  various  committee’s  during 
the  1960s  including  Committee  on  Public  Health,  Com- 
mittee on  Eye  Care,  and  the  Committee  on  Aging,  and  the 
American  Medical  Association.  Dr.  Keeney  died  23 
August  1994  at  the  age  of  86. 


LAPIERRE,  ARNAUD  R.,  Columbia  University  Col- 
lege of  Physicians  and  Surgeons,  1938.  Dr.  LaPierre  was 
an  ophthalmologist  in  Norwich  associated  with  the  Will- 
iam Backus  Hospital.  He  was  a member  of  the  New 
London  County  Medical  Association,  the  Connecticut 
State  Medical  Society  and  the  American  Medical  Asso- 
ciation. Dr.  LaPierre  died  11  July  1994  at  the  age  of  84. 

LICHTMAN,  ALVIN,  University  of  Zurich  Medical 
School,  1954.  Dr.  Lichtman  maintained  a private  cardiol- 
ogy practice  in  Westport  for  over  30  years  and  served  as 
chief  of  cardiology  at  Norwalk  Hospital  from  1971  to 
1981.  He  was  an  associate  clinical  professor  of  medicine 
at  Yale  University  from  1971  to  1987.  Dr.  Lichtman  was 
a member  of  the  Fairfield  County  Medical  Association, 
where  he  served  as  a delegate  to  the  Connecticut  State 
Medical  Society  from  1968  to  1974,  the  Connecticut  State 
Medical  Society,  and  the  American  Medical  Association. 
Dr.  Lichtman  died  28  September  1994  at  the  age  of  68. 

MORLEY,  DAVID  C.,  Queens  University  College  of 
Medicine,  Ontario,  1956.  Dr.  Morley  was  a psychiatrist 
associated  with  Greenwich  Hospital  and  the  Payne  Whitney 
Clinic  in  New  York  City  for  more  than  30  years.  He  was 
a member  of  the  Fairfield  County  Medical  Association, 
the  Connecticut  State  Medical  Society  and  the  American 
Medical  Association.  Dr.  Morley  died  16  September  1994 
at  the  age  of  75. 

PERLIS,  SANFORD  J.,  University  of  Michigan  Medi- 
cal School,  1950.  Dr.  Perlis  was  a Westport  psychiatrist 
for  over  35  years.  He  was  a member  of  the  Fairfield 
County  Medical  Association  and  the  Connecticut  State 
Medical  Society.  Dr.  Perlis  died  17  August  1994  at  the  age 
of  68. 

ST.  JOHN,  NICHOLAS  E.,  George  Washington  Uni- 
versity School  of  Medicine,  1948.  Dr.  St.  John  was  a 
member  of  the  medical  staff  of  St.  Francis  Hospital  and 
practiced  medicine  in  Hartford  for  many  years.  He  was  a 
member  of  the  Hartford  County  Medical  Association,  the 
Connecticut  State  Medical  Society  and  the  American 
Medical  Association.  Dr.  St.  John  died  1 6 September  1 994 
at  the  age  of  85. 

TURY,  LESLIE  A.,  Peter  Pazmany  University  Medical 
School,  Budapest,  1937.  Dr.  Tury  was  an  attending  sur- 
geon in  the  practice  of  general  surgery  in  Bridgeport  for 
many  years,  and  later,  served  as  attending  surgeon  at 
Winsted  Memorial  Hospital  from  1966  to  1975  and  chief 
of  the  department  of  surgery  for  five  years.  Dr.  Tury  was 
a member  of  the  Litchfield  County  Medical  Association, 
where  he  served  as  a delegate  to  the  Connecticut  State 
Medical  Society,  the  Connecticut  State  Medical  Society, 
where  he  served  on  the  Committee  on  Rehabilitation  from 
1971  to  1975,  and  the  American  Medical  Association.  Dr. 
Tury  died  30  August  1994  at  the  age  of  85. 
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CSMS  PHYSICIAN  PLACEMENT  SERVICE 


The  Society  maintains  the  Physician  Placement  Service  as  a free  service  to  the  medical  profession,  hospitals, 
and  communities  in  Connecticut. 

Opportunities  should  be  typed,  double-spaced  copy  on  letterhead  and  submitted  to  CSMS,  Physician 
Placement  Service,  160  St.  Ronan  Street,  New  Haven,  CT  06511  (203)  865-0587  or  fax  to  (203)  865-4997.  These 
will  be  published  as  space  permits  and  will  be  distributed  to  physicians  making  inquiries  of  such  opportunities. 

Physicians  wishing  to  locate  in  Connecticut  may  call  the  office  requesting  opportunities  in  their  specialty. 
Also,  candidates  are  invited  to  submit  a resume  to  be  kept  on  file  with  the  Society.  An  announcement  of  a 
physician’s  availability  will  be  published  in  two  issues  of  Connecticut  Medicine  as  space  permits. 

Listing  of  physicians  in  the  Placement  Service  does  not  in  any  way  represent  certification  by  the  Society. 
Investigation  of  credentials  and  experience  is  the  responsibility  of  those  seeking  applicants  for  positions. 

Announcements  on  the  Physician  Placement  Service  page  under  Classified  Advertising  are  charged  at  the 
regular  Classified  Advertising  rate. 


OPPORTUNITIES  FOR  PRACTICE 
AMBULATORY  CARE 

Full/Part-time  position  for  Connecticut  licensed  physician  with 
experience  in  ambulatory  care.  BC/BE  in  IM.  Some  flexibility 
with  working  hours.  Please  send  CV  to  Box  555,  Canton,  CT 
06019.  (nov,dec,jan) 

COMMUNITY  HEALTH  CARE 

Newly  funded  community  health  center  in  Vernon,  CT  seeks 
family  practice  physician  to  provide  primary  care  to  low  in- 
come/uninsured population.  Salaried  position,  part-time  devel- 
oping to  full-time.  Strong  potential  for  supplemental  ER  income 
during  start-up.  Send  resume  to  Vernon  Area  Community  Health 
Center,  Inc.  c/o  Hockanum  Valley  Community  Council,  Inc., 
155  West  Main  Street,  Vernon,  CT  06066.  (oct/nov) 

FAMILY  PRACTICE/INTERNAL  MEDICINE 

Part  time  position  available  immediately  in  busy  well  estab- 
lished medical  practice  in  Eastern  Connecticut.  Competitive 
salary  and  benefits.  Pleasant  working  conditions  with  highly 
trained  staff.  Please  respond  to:  C.  Brendan  Montano,  M.D.,  1 60 
West  St.,  A-l,  Cromwell,  CT  06416. 

Physician  needed  full-time/part  time  for  medical  walk-in  center 
in  Eastern  CT.  Broad  general  medical  and  minor  surgical  skills 
required.  No  call.  Competent  support  staff.  Send  C.V.  to  Judy 
Miller,  Med-East  Medical  Walk-In  Center,  1 703  West  Main  St., 
Willimantic,  CT  06226. 

MEDICAL  DIRECTOR 

Community  health  center  seeks  BE/BC  Family  Physician  for 
leadership  role  in  expanding  clinic.  Duties  include  clinic  and 
hospital  practice,  supervision  of  medical  staff  and  mid-level 
practitioners  and  preparation  for  HMO  contract.  Send  resume  to 
Don  Thompson,  Associate  Director,  Staywell  Health  Center, 
232  North  Elm  Street,  Waterbury,  CT  06702  or  call  203-756- 
8021. 


Community  Health  Center  is  seeking  a dynamic,  organized, 
results  oriented  team  player  to  serve  as  its  Medical  Director. 
Family  Practice  physician  preferred.  Will  consider  other 
specialties. Previous  management  experience  also  preferred. 
Bilingual  skills  (Spanish)  an  asset.  Send  resume  and  salary 
requirements  to:  COT/RHHC,  Administration,  81  Overlook 
Terrace,  Hartford,  CT  06106.  E.O.E. 


PEDIATRICIAN 

Community  Health  Care  Plan  (CHCP)  is  seeking  a locum  tenens 
pediatrician  to  join  a group  of  nine  pediatricians  and  three 
physician  associates/nurse  practitioners.  The  ideal  candidate 
would  be  BC/BE  with  privileges  at  Yale-New  Haven  Hospital 
and  have  a strong  background  in  general  pediatrics.  Subspe- 
cialty training  is  welcomed  but  not  a prerequisite.  This  position 
is  in  our  New  Haven  Health  Center  with  potential  to  become  a 
regular  staff  position.  CHCP  is  a staff  model  HMO  serving  the 
health  needs  of  South  Central  Connecticut.  The  practice  consists 
of  both  pre-paid  and  fee-for-service  patients.  Yale-New  Haven 
Hospital,  a major  tertiary  referral  center,  is  near  by.  Salary  is 
commensurate  with  experience.  Please  send  CV  to:  Brenda  A. 
Alexander,  Human  Resources  Representative,  Community 
Health  Care  Plan,  22 1 Whitney  Avenue,  New  Haven,  CT  065 1 1 . 


PRIMARY  CARE 

Primary  Care  physician,  part-time  mornings  for  growing  family 
practice  in  Glastonbury.  Please  fax  C.V.  to  203-659-0435. 


RADIOLOGY 

Diagnostic  Radiologist:  Part-time  position  for  Board  Certified 
Radiologist  familiar  with  all  modalities.  Hartford  area.  Please 
respond  to  CSMS  c/o  RA/WG. 
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PHYSICIANS  WISHING  TO  PRACTICE  IN 
THE  STATE  OF  CONNECTICUT 

FAMILY  PRACTICE 

Available  July  1995.  Licensed  in  New  York.  American  Board 
certified.  M.D.  at  Case  Western  Reserve  University.  Cleveland, 
Ohio.  Internship  at  Highland  Hospital  and  University  of  Roch- 
ester, Rochester,  New  York.  Residency  at  Highland  Hospital. 
Would  like  to  join  group,  associates  or  institutional  practice. 
Also  interested  in  teaching  position.  Please  respond  to:  Jeremy 
Golding,  M.D..  187  Thacker)'  Rd.,  Rochester,  NY,  (716)  271- 
5430. 

INTERNAL  MEDICINE 

Available  October  1994.  Licensed  in  Connecticut.  American 
Board  eligible.  M.D.  at  Christian  Medical  College  in  India. 
Internship  and  Residency  at  University  of  Connecticut  School 
of  Medicine.  Would  like  to  join  group,  associates,  institutional 
or  industrial  practice.  Respond  to  CSMS.  C/O  IM/PC. 


INTERNAL  MEDICINE/ 
INFECTIOUS  DISEASES 

Available  July  1995.  Licensed  in  Connecticut  and  New  York. 
American  Board  certified.  Passed  National  Boards.  D.O.  at 
Philadelphia  College  of  Osteopathic  Medicine.  Internship  at 
Metropolitan  Hospital  in  Springfield.  Pennsylvania.  Residency 
at  Beth  Israel  Medical  Center  in  New  York.  New  York.  Would 
like  to  join  group  practice  in  Fairfield  County.  Please  respond  to: 
Andrew  S.  Pumerantz.  D.O.,  208  Cooper  PL,  New  Haven,  CT 
06515,(203)  397-3846. 

PART-TIME 

Available  September  1994.  Licensed  in  Connecticut.  M.D.  at 
University  of  Vermont  College  of  Medicine.  Internship  at  Hart- 
ford Hospital,  Hartford.  Connecticut.  Residency  at  Hartford 
Hospital.  Would  like  part-time  administrative,  review  or  con- 
sulting position.  Please  respond  to  CSMS,  C/O  PT/JC. 


Discover... 

MEDICAL 
RESEARCH 
INVESTMENT 
FUND,  INC. 


And  be  a part  of  the  companies 
making  major  medical  advances. 


WHY  MEDICAL  RESEARCH 
T INVESTMENT  FUND? 

Medical  Research  Investment  Fund  offers  you 
the  opportunity  to  reduce  your  investment  risk 
and  maximize  your  return  potential  by 
investing  in  a diversified  portfolio  of  domestic 
and  international  health  care  securities. 

Medical  Research  Investment  Fund  seeks  long- 
term capital  appreciation  by  investing  in  health 
care  companies  located  throughout  the  world. 
The  Fund  offers  investors  exposure  to  one  of 
the  world's  fastest  growing  industries. 

All  of  the  Fund's  holdings  are  in  research- 
driven  companies  dedicated  to  the 
improvement  of  mankind  in  the  areas  of 
medical  research  and  health  care  products  and 
services. 

The  Fund  offers  further  diversification  by 
investing  in  four  industry  segments: 

% Pharmaceuticals  Medical  supplies 

Biotechnology  Health  care  services 

For  more  complete  information  on  Medical 
Research  Investment  Fund,  Inc.,  including  a 
prospectus  that  details  all  charges  and  expenses, 
call  us  at  (800)  353-8353  or  (203)  688-8849. 

Please  read  the  prospectus  carefully  before  you 
invest  or  send  money. 

Securities  800-353-8353 

America,  Inc.  203-688-8849 

Member  NASD.  SIPC 


Distributed  by: 

Capstone  Asset  Planning  Company 
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PAID  CLASSIFIED  ADVERTISING 


All  PAID  classified  advertising  orders,  correspondence,  and  payments  should  be  directed  to:  CONNECTICUT 
MEDICINE,  Classified  Department,  160  St.  Ronan  Street,  New  Haven,  CT  06511,  Tel.  (203)  865-0587.  The 
Classified  rates  are  as  follows:  $60.00  for  25  words  or  less;  plus  $1.00  each  additional  word.  For  confidential 
answers,  the  cost  is  $3.00  per  insertion,  sent  in  care  of  CONNECTICUT  MEDICINE.  Ad  copy  must  be  typewritten, 
double  spaced,  with  payment,  and  delivered  no  later  than  the  first  day  of  the  month  preceding  the  month  of  issue. 


EASTERN  CONNECTICUT 
INTERNIST 

Seeking  BC/BE  internist  for  developing  university  of  Connecti- 
cut faculty  practice.  Interest  / training  in  geriatrics  desirable. 
Activities  to  include  ambulatory  care,  acute  hospital  care,  long- 
term care  and  teaching.  Full  time  faculty  rank  commensurate 
with  training  / experience.  For  more  information,  contact  G. 
Kerins,  M.D.  at  203)  823-4675.  A division  of  the  University  of 
Connecticut  Health  System.  UNCAS  on  Thames  Hospital  is  an 
equal  opportunity,  affirmative  action  employer. 

ORTHOPEDIC  PRACTICE— STORRS 

Please  direct  all  inquiries  concerning  acquisition  to  the  practice 
of  Marvin  Ehrlich,  deceased,  to:  Pat  Scheuritzel — Telephone 
numbers:  Office:  (203)  487-0218  Home:  (203)  429-7025. 


FAMILY  PRACTICE  FOR  SALE 

Family  practice  for  sale,  shoreline  community;  prime  location, 
ample  parking  and  well  equipped  offices,  including  six  examin- 
ing rooms  and  x-ray  facilities.  If  interested  contact  (203)  488- 
3308. 

OFFICE  EQUIPMENT  FOR  SALE 

All  necessary  equipment  for  general  practice,  in  good  condition. 
Reasonable.  Call  (203)  635-6536  (Cromwell). 

MOBIL  ULTRASOUND  SERVICES 

Specializing  in  CARDIAC  ECHO,  ABDOMINAL,  OB-GYN, 
pelvic,  and  carotid.  We  come  to  you  with  our  machine  and  see 
your  patients  in  your  facility.  SPANISH  speaking  tech  avail- 
able. Call  (203)  288-8458. 


TIME  FOR  A MOVE ? 

racmiTOwowms. 


"We  won't  sell  you  on  a practice  - 
if  we  don't  have  it,  we’ll  find  it. " 


Connecticut 
10+ Cities 
Norwich 
Putnam 
New  London 
New  Haven 
Torrington 


National 

750+Cities 

Boston 

Cincinnati 

Jacksonville 

Tampa 

Chicago 


x The  Curare  Grouu,  Inc. 


M-F  9:00am-8:00pm,  Sat  l-5pm  EST 


BUSY  PEDIATRIC  PRACTICE  FOR  SALE 

Hartford  and  Rocky  Hill  offices  completely  computerized. 
State  test  site  for  new  immunization  software.  Participation 
with  most  HMO’s  and  PPO’s.  Privileges  with  three  major 
hospitals.  Call  (203)  242-4044  after  6 p.m.  for  further 
imformation. 

FOR  SALE:  EQUIPMENT  AND  FURNITURE 

For  sale:  Ear,  nose  & throat  medical  equipment  and  secre- 
tarial furniture  in  good  condition. 

1.  Sound  proof  booth — acoustic  systems — Model  RE- 120 

2.  Beltone  audiometer  Model  1 12 

3.  Madsen  Tympan-o-scope  Model  ZS-330 

4.  S.M.R.  Maxi  treatment  cabinet  (2) 

5.  S.M.R.  Maxi  examining  chair  (2) 

6.  Zeiss  office  microscope — OPMI  99 

7.  Secretarial  and  waiting  room  furniture 

Located  at  55  Whiting  Street.,  Suite  2D,  Plainville,  Conn. 
For  viewing  call:  (203)  747-1000  or  (203)  589-4742.  Ask  for 
Joanne. 
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Management  of  Cholelithiasis  in 
Heart  and  Kidney  Transplant  Patients: 
With  Review  of  Laparoscopic  Cholecystectomy 

DAVID  HULL,  M.D.,  STANLEY  A.  BARTUS,  M.D., 
GEORGE  PERDRIZET,  M.D.,  AND  ROBERT  T.  SCHWEIZER,  M.D. 


Abstract — The  purpose  of  this  study  was  to 
determine  the  incidence  of  cholelithiasis  among  heart 
and  kidney  transplant  recipients.  Since  recom- 
mendations for  cholecystectomy  in  transplant 
recipients  varies  widely,  we  discuss  guidelines  for 
surgery  including  laparoscopic  techniques. 

We  reviewed  the  records  of  114  patients  who 
underwent  heart  transplantation  from  1984  to  1993 
and  539  kidney  transplant  patients  from  1972  to 
1993.  Recipients  of  heart  and  kidney  transplants 
were  found  to  have  an  incidence  of  cholelithiasis  of 
12%  and  3%  respectively.  Pretransplantation 
ultrasound  surveillance  was  used  in  heart  transplant 
recipients  and  64%  of  these  with  asymptomatic 
cholelithiasis  have  not  required  surgery  with  close 
follow-up  from  six  months  to  six  years.  Thirty-six 
percent  of  the  heart  patients  underwent  chole- 
cystectomy. All  symptomatic  renal  transplant 
patients  undergoing  ultrasound  with  the  findings  of 
cholelithiasis  underwent  cholecystectomy. 


DAVID  HULL,  M.D.,  Department  of  Transplantation,  Active 
Associate  Staff,  Department  of  Surgery,  Hartford  Hospital,  Hartford; 
Assistant  Clinical  Professor  of  Surgery,  University  of  Connecticut 
School  of  Medicine,  Farmington;  Assistant  Professor  of  Surgery, 
Dartmouth  Medical  School.  STANLEY  A.  BARTUS,  M.D.,  Department 
of  Transplantation,  Active  Senior  Staff,  Department  of  Surgery , Hartford 
Hospital,  Hartford;  Assistant  Clinical  Professor  of  Surgery,  University 
of  Connecticut  School  of  Medicine,  Farmington.  GEORGE 
PERDRIZET,  M.D.,  Ph.D.,  Department  of  Transplantation,  Active 
Clinical  Assistant,  Department  of  Surgery.  Hartford  Hospital,  Hartford; 
Assistant  Clinical  Professor  of  Surgery,  University  of  Connecticut 
School  of  Medicine,  Farmington.  ROBERT  T.  SCHWEIZER,  M.D., 
Chief,  Transplant  Service,  Department  of  Transplantation,  Active  Senior 
Staff,  Department  of  Surgery.  Hartford  Hospital.  Hartford;  Professor  of 
Surgery,  University  of  Connecticut  School  of  Medicine,  Farmington. 


Open  cholecystectomies  were  performed  prior  to 
the  advent  of  laparoscopic  surgery  in  six  of  the  first 
seven  attempts.  Laparoscopic  cholecystectomy  on 
heart  and  kidney  transplant  recipients  was  well 
tolerated  with  admission  the  same  day  of  surgery,  a 
one  to  two  day  hospital  stay  and  maintenance  of  oral 
immunosuppression.  There  was  a single  complication 
of  leg  thrombophlebitis,  no  mortality,  and  allograft 
rejection  did  not  occur. 

Introduction 

WHEN  in  need  of  surgical  intervention,  patients  with 
solid  organ  transplants  present  unique  problems  in 
operative  and  postoperative  management  to  maintain  sat- 
isfactory function  of  the  transplanted  organ  and  to  avoid 
the  morbidity  associated  with  the  use  of  immunosuppres- 
sive drugs.  The  diagnosis  and  management  of  cholelithiasis 
in  patients  with  end-stage  heart  disease,  either  pre-  or  post- 
heart transplant,  has  received  mixed  recommendations  in 
the  literature  ranging  from  mandatory  screening  and  treat- 
ment of  all  biliary  disease  before  heart  transplantation,1  to 
prophylactic  cholecystectomy  for  patients  with 
cholelithiasis  six  months  after  transplantation,2  to  expect- 
ant management  of  all  asymptomatic  patients.3  The  use  of 
laparoscopic  surgery  in  heart  and  kidney  transplant  pa- 
tients has  not  been  clearly  defined.  This  report  reviews  the 
Hartford  Hospital  experience  with  gall  bladder  disease  in 
cardiac  and  renal  transplant  patients,  and  formulates  a 
strategy  for  managing  cholelithiasis  in  these  patients. 

Materials  and  Methods 

The  records  of  1 14  patients  who  had  a heart  transplant 
between  1984  and  1993  were  reviewed,  as  were  the 
records  of  539  kidney  patients  transplanted  between  1972 
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and  1993.  Ultrasonography  had  been  used  for  screening 
and  diagnosing  gall  bladder  disease.  Seventy-five  renal 
transplant  recipients  had  an  ultrasound  examination  when 
there  were  symptoms  of  gall  bladder  disease  or  liver 
function  tests  were  abnormal.  Thirty-seven  preheart  trans- 
plant patients  had  had  surveillance  ultrasonography  even 
though  there  were  no  symptoms.  Following  successful 
heart  transplantation,  12  patients  developed  symptoms  or 
laboratory  abnormalities  requiring  an  ultrasound  exami- 
nation of  the  gall  bladder.  The  incidence,  management, 
and  timing  of  surgical  intervention  was  determined  for 
each  category.  The  use  of  laparoscopic  cholecystectomy 
in  seven  immunosuppressed  transplant  patients  is  de- 
scribed. 

Case  1. — A 48-year-old  female  with  chronic 
glomerulonephritis  received  a cadaveric  renal  transplant 
on  7 April  1992.  More  than  five  years  after  renal  allograft- 
ing she  was  taking  azathioprine  prednisone,  and 
cyclosporine  for  immunosuppression,  and  she  developed 
symptomatic  cholelithiasis  with  abnormal  liver  function 
tests.  Endoscopic  retrograde  cholangiopancreatography 
demonstrated  a normal  extrahepatic  biliary  tree.  A 
laparoscopic  cholecystectomy  and  liver  biopsy  were  per- 
formed on  the  day  of  her  admission  in  September  1992. 
Pathological  examination  showed  chronic  cholecystitis 
with  cholesterosis  and  cholelithiasis;  early  cirrhosis  was 
seen  on  the  liver  biopsy.  She  left  the  hospital  on  her  first 
postoperative  day.  Oral  immunosuppressive  therapy  con- 
tinued uninterrupted. 

Case  2. — A 58-year-old,  insulin  dependent  diabetic 
male  underwent  a cadaveric  kidney  transplant  in  July 
1988.  In  addition  to  diabetic  nephropathy,  he  also  had 
retinopathy,  peripheral  neuropathy,  peripheral  vascular 
disease,  and  a neurogenic  bladder.  Coronary  artery  bypass 
surgery  had  been  done  12  years  before  the  transplant.  Past 
medical  history  also  included  deep  vein  thrombophlebitis 
in  both  legs,  a right  transmetatarsal  amputation,  and  hepa- 
titis C positive  serology.  In  August  1992,  anginal  episodes 
were  relieved  by  coronary  angioplasty. 

In  November  1992,  he  developed  epigastric  distress 
and  fever,  and  ultrasonography  demonstrated  gallstones. 
A urinary  tract  infection  and  a foot  abscess  were  also 
found.  He  was  given  antibiotic  therapy  with  resolution  of 
his  signs  and  symptoms  of  infection.  He  was  discharged. 
Three  months  following  discharge,  right  upper  quadrant 
pain  necessitated  rehospitalization.  Urgent  laparoscopic 
cholecystectomy  was  performed.  Close  hemodynamic 
monitoring  with  a central  venous  catheter  and  an  arterial 
line  was  used  during  the  perioperative  period;  the  surgery 
was  uncomplicated.  He  was  discharged  on  his  third  post- 
operative day.  Acute  and  chronic  cholecystitis  and 
cholelithiasis  were  reported  on  pathologic  examination. 


Case  3. — This  51 -year-old  female  received  a living 
related  kidney  transplant  for  chronic  glomerulonephritis 
in  June  1992.  Digestive  symptoms  postprandially  along 
with  upper  abdominal  distress  appeared  seven  months 
later.  The  presence  of  gallstones  was  diagnosed  by  ultra- 
sound examination.  An  elective  laparoscopic  chole- 
cystectomy was  performed  on  the  day  of  admission.  Oral 
immunosuppressive  therapy  was  uninterrupted.  The  sur- 
gery was  uncomplicated. 

Case  4. — In  November  1991,  this  35-year-old  diabetic 
female  received  a cadaveric  renal  allograft.  She  had  no 
rejection  episodes  and  excellent  renal  function.  Two  years 
after  the  allograft,  she  presented  complaining  of  postpran- 
dial abdominal  distress.  Her  work-up  demonstrated  gall 
bladder  disease.  Elective  surgery  was  scheduled  and  a 
laparoscopic  cholecystectomy  was  performed  on  the  day 
of  admission  in  March  1993.  The  liver  appeared  abnormal 
and  a liver  biopsy  was  preformed.  Macro  vesicular  steatosis 
and  glycogenation  were  seen  on  microscopic  examination 
of  the  liver.  She  was  discharged  on  the  first  postoperative 
day. 

Case  5. — A 42-year-old  man  had  a cardiac  transplant 
for  ischemic  cardiomyopathy  in  June  1992.  During  the 
following  three  months,  he  experienced  three  significant 
rejection  episodes  which  required  large  steroid  doses  and 
monoclonal  antibody  (OKT3)  therapy  for  reversal.  Less 
than  a month  after  the  last  rejection  episode,  he  com- 
plained of  epigastric  distress  after  eating.  Ultrasound 
examination  demonstrated  gallstones.  He  was  prepared 
for  an  elective  cholecystectomy,  but  because  of  the  severe 
recent  rejection  activity,  radio  nuclid  gated  ventriculogram, 
stress  test,  coronary  angiography,  and  an  endomyocardial 
biopsy  were  done  and  were  found  to  be  normal.  With 
careful  hemodynamic  monitoring,  a laparoscopic 
cholecystectomy  was  performed.  A fatty  liver  was  noted 
at  surgery.  Two  days  after  the  operation  he  was  dis- 
charged. Eight  days  after  the  operation  he  was  readmitted 
with  deep  thrombophlebitis  of  the  left  leg.  The  phlebitis 
responded  to  treatment  with  anticoagulants.  The 
thrombophlebitis  had  developed  despite  the  use  of 
perioperative  intermittent  compression  stockings  and  early 
ambulation. 

Case  6. — This  patient  was  an  obese  46-year-old  man 
who  received  a heart  transplant  in  July  1990  because  of 
idiopathic  cardiomyopathy.  Three  significant  rejection 
episodes  were  treated  with  high  doses  of  intravenous 
solumedrol  between  August  and  November  of  that  first 
postoperative  year.  After  the  reversal  of  the  third  rejec- 
tion, he  complained  of  epigastric  and  right  upper  quadrant 
pain.  An  upper  gastrointestinal  roentgenographic  series 
was  negative  but  ultrasound  examination  revealed  gall- 
stone disease. 
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A preoperative  evaluation  included  a normal  radio- 
nuclid-gated  ventriculogram,  a heart  biopsy  free  of  signs 
of  rejection,  and  a normal  coronary  angiogram.  An  elec- 
tive laparoscopic  cholecystectomy  was  initiated  in  Nov- 
ember 1992  on  the  day  of  admission,  but  abandoned  in 
favor  of  an  open  operation.  Conversion  to  the  open  tech- 
nique was  dictated  by  disruption  of  the  gall  bladder  fossa 
in  a fatty  and  friable  liver  during  routine  gall  bladder 
mobilization  maneuvers.  Though  the  postoperative  course 
was  uncomplicated,  eight  days  of  hospitalization  were 
required. 

Case  7. — This  case  was  a 59-year-old  obese  man.  A 
heart  transplant  was  performed  in  March  1991  for  rheu- 
matic heart  disease.  After  the  treatment  of  two  major 
rejection  reactions  in  the  first  two  postoperative  months, 
he  did  well  until  1 8 months  later  when  postprandial  right 
upper  quadrant  pain  developed.  Because  of  the  severity  of 
the  pain,  he  was  admitted  to  a local  community  hospital. 
Liver  function  tests  were  abnormal  as  well  as  the  serum 
amylase.  His  pain  remitted  as  abruptly  as  it  had  started. 
Laboratory  tests  also  returned  to  normal.  On  ultra- 
sonography, the  gall  bladder  was  noted  to  contain  stones 
and  the  common  duct  was  normal.  Mild  upper  abdominal 
digestive  symptoms  persisted.  Cholecystectomy  was  ad- 
vised after  obtaining  a negative  endomyocardial  biopsy 
and  documenting  an  ejection  fraction  of  62%.  On  the  day 
of  admission  in  November  1993,  an  elective  laparoscopic 
cholecystectomy  was  performed.  A friable  liver  was  noted 
and  a biopsy  taken  which  showed  cholestasis  and  fatty 
infiltration.  The  patient  was  able  to  be  discharged  on  the 
first  postoperative  day. 


Results 

Ultrasound  studies  were  performed  before  heart  trans- 
plantation, after  heart  transplantation,  and  after  renal 
transplantation  (Table  1).  Routine  surveillance  for  gall 
bladder  disease  was  performed  in  37  potential  heart  trans- 
plant patients.  The  ultrasound  examination  showed  gall 
bladder  disease  in  eight  patients  (22%).  Following  heart 
transplantation,  1 2 patients  developed  symptoms  suggest- 
ing gall  bladder  disease.  Six  of  the  12  posttransplant 
patients  had  a positive  ultrasound  examination.  Seventy- 
five  of  the  539  of  the  renal  transplant  patients  (14%)  had 
ultrasound  examinations.  The  ultrasound  study  was  posi- 
tive for  gallstones  in  16  (21%)  renal  transplant  recipients. 

The  management  of  gall  bladder  disease  in  the  30 
patients  with  demonstrated  cholelithiasis  is  shown  in 
Table  2.  Six  of  the  eight  preheart  transplant  patients  with 
positive  ultrasound  findings  have  been  followed  without 
intervention  from  four  to  74  months.  Two  of  the  eight 
pretransplant  patients  required  a laparoscopic  chole- 
cystectomy at  21  and  35  months.  Three  of  the  six  patients 
with  positive  postheart  transplant  ultrasonography  were 
followed  without  intervention  for  12,  27,  and  68  months 
with  no  ill  effect  and  three  were  treated  surgically  8,  16, 
and  36  months  posttransplantation  (two  open  and  one 
laparoscopic  cholecystectomy).  Sixteen  of  the  75  renal 
transplant  patients  underwent  cholecystectomy  at  a point 
two  to  1 80  months  after  allografting  (average  46  months). 

Fourteen  open  cholecystectomies  were  performed  prior 
to  the  advent  of  laparoscopic  cholecystectomy.  Since  its 
initiation,  laparoscopic  cholestectomy  has  been  routinely 


Table  1. — Biliary  Tract  Ultrasonography 

Number 

Positive 

Negative 

( percent ) 

( percent ) 

Preheart  transplant 

37 

8 (22%) 

29  (78%) 

Postheart  transplant 

12 

6 (50%) 

6 (50%) 

Postrenal  transplant 

75 

16  (21%) 

59  (79%) 

Table  2. — Management  of  Gall  Bladder  Disease 

Conservative 

Surgical 

Number  Follow-up 

( months ) 

Open 

Laparoscopic 

Posttransplant 
( months ) 

Preheart  transplant 

6 4-74 

0 

2 

21,35 

Postheart  transplant 

3 12,27,68 

2 

1 

8,16,36 

Postrenal  transplant 

0 0 

12 

4 

2-180 
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used.  Seven  laparoscopic  procedures  were  started.  One 
laparoscopic  procedure  was  converted  to  an  open  proce- 
dure because  of  technical  difficulties;  six  were  completed. 
One  or  more  major  comorbid  conditions  were  present  in 
each  case  including  the  immunosuppressive  state,  diabe- 
tes mellitus  with  complications,  coronary  artery  disease, 
serology  positive  for  viral  hepatitis,  and  obesity.  Gross 
appearance  of  the  liver  was  abnormal  in  all  seven  cases 
and  confirmed  by  biopsy  in  three  patients.  The  pathologic 
findings  in  the  three  biopsied  cases  showed  cirrhosis, 
steatosis,  and  cholestasis.  There  were  no  deaths  in  this 
series  and  thrombophlebitis  after  a laparoscopic 
cholecystectomy  was  the  sole  complication. 

Discussion 

The  incidence  of  cholelithiasis  in  this  report  was  12%  in 
the  heart  transplant  patients  and  3%  in  the  renal  transplant 
patients.  A review  of  the  literature  suggests  that  the 
association  between  heart  transplantation  and  biliary  tract 
disease  is  significant,  ranging  from  29%  to  39%. 3 Several 
explanations  for  the  prevalence  of  cholelithiasis  in  heart 
transplant  patients  include  gall  bladder  stasis,4  a high 
percentage  of  patients  with  coronary  artery  disease,5  an 
increased  incidence  of  obesity  posttransplant,6  and  the  use 
of  cyclosporine.7  The  exact  mechanism  by  which 
cyclosporine  may  effect  the  production  of  gallstones  is  not 
clear.  Its  use  has  been  associated  with  increased  choles- 
terol levels,  increased  triglyceride  levels,  reduced  bile  salt 
dependent  bile  flow,  and  an  altered  bile  salt  composition. 
Experimentally,  the  use  of  cyclosporine  has  been  associ- 
ated with  reduced  bile  salt  secretion  in  several  species.8 
Clinically,  a greater  number  of  renal  transplant  patients 
have  been  found  to  develop  gallstones  on  immunosup- 
pressive regimens  that  include  cyclosporine  than  to  those 
without  cyclosporine.9  Sixty  percent  of  the  renal  trans- 
plant patients  in  this  series  who  developed  gall  bladder 
disease  were  receiving  cyclosporine. 

In  the  general  population,  the  indications  for  cholecys- 
tectomy are  well  known  and  the  operative  risks  are  mini- 
mal. Before  advocating  cholecystectomy,  the  majority  of 
surgeons  require  the  presence  of  symptoms.  In  the  poten- 
tial heart  transplant  recipients  and  in  the  transplanted  heart 
patients,  no  uniform  approach  has  been  accepted.  Routine 
pretransplant  screening  of  the  biliary  tree  using 
ultrasonography  has  been  advocated,  as  well  as  the  man- 
datory surgical  eradication  of  biliary  tract  disease  before 
performing  heart  transplantation.  There  is  concern  that 
immunosuppression  would  mask  the  signs  and  symptoms 
of  inflammation  until  overwhelming  infection  had  oc- 
curred. Despite  a 22%  incidence  of  gall  bladder  disease  in 
the  potential  candidates  for  heart  transplantation,  none  of 
them  required  cholecystectomy  before  allografting.  Al- 
though successful  preheart  transplant  cholecystectomies 


have  been  reported,  irreversible  cardiac  failure  makes  it  a 
complex  and  risky  procedure.1-210  The  procedure  was  not 
warranted  in  any  patient  in  this  series. 

Following  heart  transplantation,  14  patients  with  the 
diagnosis  of  gall  bladder  disease  were  followed  closely 
deferring  surgery  until  persistent  symptoms  necessitated 
operation.  Nine  patients  (64%)  have  remained  well  from 
six  months  to  six  years  without  operation.  The  five  pa- 
tients who  developed  symptoms  necessitating  chole- 
cystectomy, were  more  than  eight  months  postheart  trans- 
plantation at  the  time  of  the  biliary  surgery  and  were 
immunologically  and  physiologically  stable.  No  patient 
required  emergency  surgery. 

Seventy-five  or  14%  of  the  renal  transplant  recipients 
developed  digestive  symptoms  which  were  evaluated  with 
ultrasonography.  Sixteen  (21%)  of  the  studies  were  posi- 
tive. Twelve  patients  had  open  cholecystectomy  pre- 
formed before  laparoscopic  cholecystectomy  became  avail- 
able. Four  patients  had  a laparoscopic  cholecystectomy. 
Eleven  of  the  1 6 patients  (69%)  were  receiving  cyclosporine 
when  gallstones  were  diagnosed.  Similar  associations  of 
cyclosporine  and  the  development  of  gallstones  in  renal 
transplant  recipients  has  been  noted  in  the  literature.9 

The  seven  patients  who  had  laparoscopy  all  presented 
with  numerous  comorbid  conditions  involving  such  major 
organs  as  the  liver,  heart,  and  the  endocrine  system.  The 
consistency  of  the  liver  was  more  delicate  and  friable, 
necessitating  a greater  need  for  gentleness  in  applying 
laparoscopic  surgical  techniques.  The  intraoperative  phase 
of  laparoscopic  cholecystectomy,  including  general  an- 
esthesia and  pneumoperitoneum,  was  well  tolerated  with 
the  use  of  conventional  anesthetic  techniques.  Addition- 
ally, a reduction  in  postoperative  cardiac  stress  is  achieved 
as  a result  of  reduced  pain,  hypoxia,  metabolic  demands, 
and  narcotic  use.  Indications  for  perioperative  invasive 
monitoring  was  similar  to  that  applied  to  the  nontransplant 
population.  There  was  less  interference  with  the  immuno- 
suppressive management.  All  patients  were  maintained 
on  oral  immunosuppressive  agents  except  for  a single 
stress  dose  of  125  mg  Solu-Medrol®  prior  to  the  induction 
of  anesthesia.  The  patients  were  admitted  the  day  of  their 
surgery  and  the  postoperative  hospital  stay  was  reduced  to 
one  or  two  days.  The  procedure  did  not  precipitate  any 
rejection  episodes.  Laparoscopic  cholecystectomy  was  a 
safe  and  effective  procedure  for  managing  gall  bladder 
disease  in  the  immunosuppressed  heart  and  renal  trans- 
plant patient. 

Conclusions 

Organ  transplant  patients  should  be  carefully  moni- 
tored for  the  development  of  biliary  tract  disease.  Diet  and 
weight  control  need  to  be  emphasized.  Cyclosporine  doses 
should  be  maintained  at  the  lowest  possible  effective 
level.  Biliary  ultrasonography  is  not  a necessary  part  of  the 
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routine  pretransplant  evaluation  since  only  patients  with 
symptoms  should  be  candidates  for  cholecystectomy, 
before  or  after  transplantation.  We  believe  the  proper 
approach  to  this  problem  is  to  follow  closely  these  patients 
and  perform  cholecystectomy  only  when  they  become 
symptomatic.  Based  upon  the  advantages  of  this  ap- 
proach, laparoscopic  cholecystectomy  is  the  procedure  of 
choice  for  the  treatment  of  the  organ  transplant  recipient 
on  immunosuppressive  agents. 
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How  Many  Physicians  Is  Enough?: 

The  Debate  Over  the  Supply  of  United  States’ 
Physicians  in  Context 

ALAN  B.  DOUGLASS,  M.D. 


Abstract — Physician  manpower  policy  is  a vital  part 
of  current  efforts  at  United  States  health-care  reform. 
The  fundamentals  of  the  ongoing  debate  over  the 
adequacy  of  the  national  physician  supply  are:  (1) 
what  constitutes  an  adequate  supply  of  physicians? 
(2)  how  does  one  determine  if  supply  will  be  adequate 
in  the  future?  (3)  what  are  the  consequences  of 
having  too  many  or  too  few  physicians?  and  (4)  what 
approaches  could  be  taken  to  influence  the  size, 
specialty  composition,  or  geographic  distribution  of 
the  physician  work  force?  Virtually  all  forcasts  agree 
that  the  United  States  faces  a future  aggregate 
oversupply  of  physicians,  with  significant  specialty 
imbalances.  With  these  surpluses  come  economic 
costs  that  the  nation  appears  unwilling  to  assume. 
Options  for  bringing  physician  supply  into  balance 
with  requirements  include  reducing  the  numbers  of 
new  physicians  entering  active  practice,  increasing 
retirements,  limiting  availability  of  positions  in  over- 
subscribed specialties,  and  encouraging  physicians 
to  work  in  underserved  areas. 

The  Debate  in  Historical  Context 

THE  United  States  is  poised  on  the  brink  of  major 
reforms  in  health  care,  which  will  almost  certainly 
include  policy  on  physician  manpower.  Although  the 
debate  over  whether  the  United  States  has  too  many  or  too 
few  doctors  may  seem  to  be  a product  of  the  last  two 
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decades,  in  reality  there  are  recorded  discussions  of  the 
supply  and  geographical  distribution  of  physicians  dating 
to  years  before  the  Civil  War.1  However,  major  societal 
debate  over  physician  manpower  is  predominently  a 20th- 
century  phenomenon.  It  is  worthwhile  to  examine  the 
debate  in  its  historical  context,  as  it  reveals  and  clarifies 
issues  not  immediately  evident  in  the  current  focus. 

The  early  decades  of  this  century  were  characterized  by 
a preoccupation  with  improving  quality  and  reducing 
numbers  of  physicians.2  The  medical  establishment  was 
delegated  the  responsibility  for  determining  and  realizing 
appropriate  physician  supply,  as  well  as  reducing  the 
number  of  unqualified  physicians.3  This  charge  was  pur- 
sued through  the  American  Medical  Association’s 
(AMA)  Council  on  Medical  Education,  which,  with  the 
support  of  Abraham  Flexner’  s 1 9 1 0 report  to  the  Carnegie 
Commission,  sought  to  close  the  proprietary  medical 
schools  on  the  premise  that  the  nation  had  a surfeit  of 
poorly  trained  doctors.4  Flexner  proposed  closing  all  but 
the  best  31  of  155  existing  medical  schools,  leaving  an 
annual  graduating  class  of  3,500  which  he  felt  would  meet 
the  nation’s  needs  for  one  or  two  generations.  Eventually 
more  than  half  of  the  schools  did  close,  with  a resultant 
20%  drop  in  the  nation’s  physician  supply  over  the  next 
decade  (Fig.  1). 

Continuing  the  trend,  the  1932  report  of  the  Commis- 
sion on  Medical  Education  of  the  Association  of  Ameri- 
can Medical  Colleges  reported  that  based  on  comparisons 
of  physician-to-population  ratios  in  the  United  States  and 
major  European  countries,  the  United  States  had  more 
physicians  “...than  are  needed  to  provide  an  adequate 
medical  service  to  the  country.”5  It  postulated  that  ad- 
equate medical  service  could  be  provided  on  the  basis  of 
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83-100  physicians  per  100,000  inhabitants,  although  the 
physician  supply  at  that  time  had  already  reached  128  per 
100,000.  It  did,  however,  acknowledge  that  an  uneven 
distribution  of  physicians  was  causing  regional  shortages. 
Exacerbating  the  excesses  was  a growing  influx  of  physi- 
cians from  foreign  countries  as  well  as  Americans  who 
had  studied  medicine  abroad.  The  specialty  mix  of  physi- 
cians was  not  addressed. 

A transition  occurred  after  World  War  II.  There  was  a 
mounting  conviction  on  the  part  of  the  public  and 
legislatators  alike  that  if  modern  medical  services  were  to 
be  provided  to  the  entire  population,  the  nation  would 
have  to  have  more  doctors.2  This  belief  was  the  result  of  a 
number  of  scientific  and  social  changes  including  rising 
incomes,  the  biomedical  revolution,  and  the  widespread 
introduction  of  health  insurance,  which  Eli  Ginzberg  has 
referred  to  as  “the  monetarization  of  medical  care.”6  The 
quality  of  physicians  was  no  longer  a major  issue,  and 
restrictive  policies  towards  physician  supply  shifted  to 
more  expansionary  ones. 

There  followed  a series  of  reports  over  the  next  two 
decades  on  physician  supply  by  both  the  federal  govern- 
ment and  private  foundations,  beginning  with  the  Ewing 
Report  of  1948  and  continuing  with,  to  mention  a few  of 
the  more  prominent,  the  Rusk  Committee  (1950),  the 
Magnuson  Commission  (1952),  the  Bane  Committee 


( 1 959),  the  Millis  Commission  ( 1 966),  the  National  Advi- 
sory Commission  on  Health  Manpower  and  the  Public 
Health  Service  reports  (1967),  the  Carnegie  Commission 
(1970),  and  the  Macy  Report  (1976).  Virtually  all  recom- 
mended an  increase  in  physician  supply  and  most  targeted 
United  States  medical  schools  as  the  site  of  expansion.7 

The  unprecedented  growth  in  physician  numbers  that 
followed  was  facilitated  by  direct  federal  support  of  medi- 
cal education  aimed  at  increasing  the  physician  supply. 
The  support  began  in  1963,  when  the  Health  Professions 
Educational  Assistance  Act  was  finally  passed  after  the 
AMA  withdrew  its  opposition  in  order  to  concentrate  its 
political  capital  on  defeating  Medicare.2  The  Health  Pro- 
fessions Educational  Assistance  Amendments  (1965),  the 
Health  Manpower  Act  (1968),  the  Health  Training  Im- 
provement Act  (1970),  the  Comprehensive  Health  Man- 
power Training  Act  (1971),  and  the  Health  Professions 
Educational  Assistance  Act  (1976)  soon  followed.7  Con- 
currently, federal  and  state  support  of  medical  care  also 
grew,  culminating  in  the  1965  passage  of  Medicaid  and 
Medicare  legislation.  In  response,  many  new  medical 
schools  were  founded  and  the  nation’s  medical  school 
output  between  1960  and  1980  more  than  doubled  (Fig.  1). 
Augmented  by  the  influx  of  large  numbers  of  international 
medical  graduates  (IMGs),  the  nation’s  physician  supply 
grew  rapidly  (Fig.  1). 


Figure  1. — U.S.  Allopathic  Medical  School  Output5,89,90 
and  Osteopathic  Physician  Supply1,7,13'15  1900  to  1990 
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By  the  late  1970s  there  was  a growing  feeling,  based  in 
large  part  on  the  rapidly  rising  costs  of  health  care  (of 
which  physicians  generate  a large  part),  that  once  again 
the  United  States  had  too  many  physicians.  The  1980 
conclusion  of  the  Graduate  Medical  Education  National 
Advisory  Committee  (GMENAC)  that  the  United  States 
was  facing  a surplus  of  over  140.000  physicians  by  the 
year  2000  confirmed  such  fears,  and  sparked  an  extensive 
debate  over  the  validity  of  its  conclusions.8  There  then 
followed  a hiatus  in  governmental  and  scholarly  interest  in 
manpower  policy,  the  result  in  large  part  of  the  promarket, 
antiplanning  stance  of  the  Reagan  administration.9  How- 
ever,  in  1 986  governmental  interest  revived  and  the  Coun- 
cil on  Graduate  Medical  Education  (COGME)  was  cre- 
ated to  provide  Congress  with  an  ongoing  assessment  of 
physician  supply  trends  and  furnish  recommendations  on 
how  to  address  identified  needs.  Their  findings,  combined 
with  the  growing  debate  over  health-care  reform,  launched 
the  physician  manpower  debate  into  its  current  era.10 

Key  Issues  in  the  Debate 

There  are  four  fundamental  issues  at  the  heart  of  the 
current  debate  over  physician  manpower  planning:11 

• What  constitutes  an  “adequate”  number  of  physi- 
cians? 

• How  does  one  determine  if  physician  supply  will  be 
“adequate”  at  some  point  in  the  future? 

• What  are  the  consequences  of  having  too  many  phy- 
sicians or  too  few? 

• What  approaches  can.  or  should,  be  taken  to  attempt 
to  influence  the  size,  specialty  composition,  or  geo- 
graphical distribution  of  the  physician  workforce? 

These  are  difficult  questions,  as  witnessed  by  the  con- 
tinuing debate  over  physician  manpower  planning,  for  a 
number  of  reasons: 

• There  are  differing  views  on  how  health  care  in 
general  is  viewed.  Some  consider  it  a marketplace 
product  which  will  respond  predictably  to  economic 
forces  such  as  supply  and  demand  and  should  be 
allowed  to  do  so.  Others  consider  health  care  an 
essential  social  service  that  should  be  centrally  man- 
aged to  insure  equal  access. 

• There  is  substantial  disagreement  over  what  consti- 
tutes an  optimal  future  health-care  system.  Man- 
power forecasting  studies  are  often  based  on  differing 
visions  of  the  future,  and  not  surprisingly  come  to 
conflicting  conclusions. 

• There  is  a somewhat  limited  database  on  the  current 
dimensions  and  costs  of  health  care  in  America. 

• The  nation’s  health-care  system  is  in  a continuing 
state  of  flux,  responding  to  forces  such  as  rapidly 


growing  technology,  new  diseases,  and  innovative 
health-care  delivery  systems.  Further,  professional 
aspirations  and  lifestyle  expectations  among  physi- 
cians are  changing.  All  of  these  factors  have  an  effect 
on  physician  supply  and  requirements,  resulting  in 
rapid  outdating  of  forecasting  models.12 

• Health  care  is  part  of  larger  social  fluxes.  It  is  continu- 
ally influenced  by  educational,  economic,  and  social 
changes  set  in  motion  by  government  policymakers, 
third-party  payers,  and  others.  These  changes  are 
interrelated  and  can  be  examined  or  modified  in 
isolation  only  with  difficulty. 

• Access  to  health  care  is  not  simply  determined  by 
aggregate  physician  supply.  Specialty  mix  and  geo- 
graphic distribution  of  the  physician  workforce,  the 
number  and  role  of  nonphysician  extenders  (such  as 
physicians’  assistants,  nurse  practitioners,  nurse  mid- 
wives, and  optometrists),  health  insurance,  and  phy- 
sician and  nonphysician  productivity  all  are  impor- 
tant. 

Definitions  of  Physician  Supply 

Physician  supply  can  be  expressed  in  a number  of  ways. 
The  three  most  basic  are  aggregate  number,  specialty  mix, 
and  geographic  distribution.  The  simplest  is  aggregate 
number.  In  1990  the  United  States  had  562,768  active 
allopathic  physicians  (MDs)13  and  23,818  active  osteo- 
pathic physicians  (DOs).14  Expressed  another  way,  the 
United  states  had  233  active  allopathic  and  osteopathic 
physicians  per  100,000  inhabitants,1314  the  largest  per 
capita  number  of  physicians  in  its  history,  and  more  than 
double  the  number  present  50  years  before. 

However,  aggregate  supply  does  not  necessarily  reflect 
the  availability  of  specific  physician  services  at  a given 
time  and  place.  The  specialty  composition  of  the  physi- 
cian workforce  is  important  if  appropriately  trained  medi- 
cal providers  are  to  be  universally  available.  Recently, 
particular  attention  has  focused  on  the  primary-care  spe- 
cialties. usually  defined  as  comprising  family  practice, 
general  internal  medicine,  general  pediatrics,  and  some- 
times obstetrics  and  gynecology.15'26 

Related  to  the  specialty  composition  of  the  physician 
workforce  is  geographic  distribution.  Despite  the  rapid 
rise  in  physician  supply  over  the  past  two  decades,  physi- 
cians have  remained  clustered  in  urban  centers.  The  result 
is  markedly  uneven  access  to  care.  In  1988  there  were 
more  than  twice  as  many  physicians  per  1 00,000  people  in 
metropolitan  areas  as  in  nonmetropolitan  areas.2  There 
are  conflicting  opinions  over  the  reasons  for  this  disparity 
as  well  as  over  possible  solutions  to  it.  One  school  of 
thought,  articulated  in  a series  of  studies  by  the  RAND 
Corperation  in  the  early  1 980s,  argues  that  physicians  will 
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respond  to  an  increase  in  supply  in  accordance  with 
standard  economic  location  theory  by  diffusing  to  smaller 
communities  until  all  towns  above  a critical  size  (about 
2,500)  will  have  at  least  one  physician.28  32  The  implica- 
tion is  that  once  the  nation  has  enough  doctors,  the  dis- 
tribution problem  will  solve  itself.  Other  observers, 
however,  have  concluded  through  examination  of  physi- 
cian-to-population  ratios  that  physicians  have  not  spread 
into  rural  areas  to  nearly  the  extent  predicted  by  market 
location  theory.33-34  In  fact,  the  smallest  increases  in  phy- 
sician-to-population  ratios  are  in  small,  nonmetropolitan 
counties.34 

Productivity  is  also  an  important  factor  in  physician 
supply.  There  has  been  a national  trend  towards  decreas- 
ing physician  productivity  over  the  past  two  decades. 
Freiman  and  Marder  documented  a 3%  decrease  between 
1970  and  1980. 35  While  there  are  many  factors  contribut- 
ing to  changes  in  productivity,  of  particular  significance  is 
the  rising  proportion  of  women  in  medicine.  In  1971  only 
9.2%  of  U.S.  medical  graduates  were  women,36  but  in 
1993  the  percentage  reached  38. 2%. 37  The  proportion  of 
female  practicing  U.S.  physicians,  18%  in  1992, 13  is  ex- 
pected to  reach  30%  by  the  year  20 10. 38  It  has  been 
suggested  that  female  physicians  may  practice  up  to  40% 
fewer  hours  over  their  lifetimes  than  their  male  counter- 
parts.39 A more  recent  report  found  no  difference  in 


number  of  weeks  per  year  worked,  but  male  physicians 
saw  an  average  of  2 1 % more  patients  per  week  than  did 
female  physicians.36  Another  study  concluded  from  these 
data  that,  after  adjusting  for  the  increasing  proportion  of 
female  physicians,  the  average  physician  (male  or  female) 
in  the  year  2000  will  be  6.3%  less  productive  than  a 
physician  practicing  in  1982.40 

In  summary,  national  planning  must  take  into  account 
specialty  mix,  geographic  distribution,  and  physician  pro- 
ductivity. Only  when  all  are  considered  together  can  an 
accurate  assessment  of  U.S.  physician  supply  be  reached. 

The  Fundamentals  of  Forecasting 

Knowledge  of  present  physician  supply  and  distribu- 
tion is  not  sufficient  for  future  manpower  planning.  Fore- 
casts of  future  supply  are  required.  Although  varying  in 
their  details,  all  are  based  on  the  same  fundamental  calcu- 
lation. At  a given  time  for  a given  population: 

(physician  supply ) - (physician  requirements ) = 
surplus  or  deficit 

Calculating  future  aggregate  physician  supply  involves 
counting  all  active  physicians  in  a given  specialty  and 
geographic  area  at  a given  time  and  then  projecting  what 
that  number  is  likely  to  be  at  some  future  date  based  on 
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predicted  additions  to  and  losses  from  supply.  Factors  that 
must  be  taken  into  account  include  medical  school  out- 
puts, input  of  physicians  trained  outside  of  the  United 
States,  specialty  distribution,  physician  immigration  and 
emigration  (both  interstate  and  international),  deaths  in 
service,  retirements,  and  physician  productivity.  How- 
ever, changes  in  these  factors  will  affect  overall  physician 
supply  at  different  rates. 

Estimating  requirements  for  physician  services  uses 
one  of  two  competing  paradigms:  need-based  and  de- 
mand-based modeling.41-42  Need-based  models  estimate 
physician  requirements  based  on  an  idealized  determina- 
tion of  the  volume  of  health  services  a population  would 
receive  in  an  ideal  world.  Calculations  are  usually  based 
on  the  assessment  by  a panel  of  experts  of  the  number  of 
physician  hours  needed  to  prevent,  diagnose,  and  treat  the 
range  of  medical  conditions  found  in  a given  population.41 
Economic  barriers  to  care  are  usually  not  taken  into 
account.  An  accurate  determination  of  need,  however,  can 
be  elusive.  It  is  difficult  to  assess  public  expectations 
about  health,  and  a small  change  in  utilization  of  physician 
services  can  result  in  a large  change  in  estimates  of  need. 
It  is  also  virtually  impossible  to  predict  accurately  the 
course  of  technological  progress  in  medicine  or  changes  in 
disease  patterns  and  their  impact  on  the  future  state  of 
clinical  practice.43 


Demand-based  models  are  more  market-oriented,  with 
current  levels  of  utilization  of  physician  services  taken  as 
the  norm  and  then  adjusted  for  population  changes.  The 
underlying  assumption  inherent  in  this  model,  however,  is 
that  current  utilization  rates  and  patterns  are  both  optimal 
and  appropriate.41  Debate  over  the  validity  of  this  assump- 
tion frequently  leads  to  controversy  over  the  outcomes  of 
such  studies. 

In  the  final  assessment,  all  models,  regardless  of  type, 
rely  on  assumptions  about  the  future  that  are  based  on  the 
experiences  of  the  past.  They  forecast  the  effects  of  those 
assumptions  on  future  physician  supply,  allowing 
policymakers  to  select  more  rationally  among  present 
decision  options.  However,  once  the  assumptions  have 
been  chosen,  the  outcome  of  the  model  is  sealed.  Minor 
differences  in  assumptions,  often  with  little  empiric  evi- 
dence to  support  them,  can  create  major  differences  in 
resulting  forecasts.  Therefore,  in  order  to  interpret  the 
outcome  of  any  model  in  its  proper  context,  its  underlying 
assumptions  must  be  closely  examined. 

There  exists  a number  of  models  that  attempt  to  fore- 
cast aggregate  supply  and  requirements  for  U.S.  physi- 
cians over  the  next  two  decades.  Some  address  supply  and 
requirements  for  physicians  in  specific  specialties.  They 
are  briefly  described  below  and  are  summarized  in 
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Fig.  2 and  Fig.  3.  The  excellent  review  by  Feil,  Welch, 
and  Fisher  provides  more  detailed  methodological 
analysis.44 

GMENA  C ( 1 980 ). 8 4 — The  report  of  the  Graduate  Medi- 
cal Education  National  Advisory  Committee  (GMENAC) 
represented  the  first  use  of  statistically-based  econometric 
forecasting  methods.  Although  its  assumptions  and  find- 
ings were  contested  beginning  on  the  day  of  its  publica- 
tion,46 it  remains  the  nation’s  most  influential  physician 
manpower  planning  document,  and  the  point  of  reference 
for  all  subsequent  studies.11 

Forecasts  of  supply  were  based  on  the  1978  physician 
supply  and  projected  forward  based  on  the  career  experi- 
ences of  113,000  U.S.  medical  school  graduates  from 
1 96 1 to  1 975  as  recorded  in  the  AM  A Physician  Masterfile. 
Projections  of  medical  school  output  and  inflow  of  inter- 
national medical  graduates  (IMGs)  were  based  on  the 
experiences  of  the  late  1970s. 

Assessments  of  requirements  for  physicians  were  made 
using  an  “adjusted  needs-based”  model.  Separate  models 
were  developed  for  each  of  32  specialties  and 
subspecialties.  Expert  panels  of  physicians  assessed  the 
incidence  and  prevalence  of  each  condition  treated  by  that 
specialty  as  well  as  norms  of  care  and  contributions  of 
nonphysician  providers.  Physician  requirements  for 
nonpatient  care  activities  such  as  teaching,  research,  and 
administrative  duties  were  also  assessed.  The  panels  de- 
termined what  should  occur  in  1990  based  on  realistic 
expectations  of  provider  and  patient  behavior  without 
regard  to  economic  barriers.47  The  estimates  developed  by 
each  panel  were  then  “adjusted”  by  a modeling  panel  to 
avoid  duplication  between  panels,  achieve  consistency  in 
the  data,  and  “superimpose  ...  consideration  of  some 
economic,  social,  and  behavioral  constraints. . . .”8  Finally, 
the  recommendations  of  the  modeling  panel  were  pre- 
sented at  public  forums  where  those  with  alternative 
viewpoints  critiqued  the  process  and  justified  alternative 
recommendations.  Final  recommendations  of  GMENAC 
were  approved  by  majority  vote  of  GMENAC  members. 
They  predicted  an  aggregate  surplus  of  60,000  physi- 
cians by  1990,  growing  to  1 35,000  by  the  year  2000  (Fig. 
2 and  Fig.  3), 47  but  with  significant  shortages  in  some 
specialties. 

Tarlov  ( 1986 ).48 — Tarlov,  who  chaired  the  GMENAC 
study,  updated  GMENAC’ s estimates  of  aggregate  physi- 
cian supply  in  the  year  2000  using  GMENAC’ s 1990 
estimate  of  supply  as  a baseline.  He  compensated  for 
changes  after  the  release  of  the  GMENAC  report  in  the 
numbers  of  international  medical  graduates  entering  gradu- 
ate medical  education  and  U.S.  medical  school  enrollees, 
using  1985  data.  He  concluded  that  by  the  year  2000 
physician  supply  will  be  slightly  smaller  than  GMENAC 
originally  predicted  (Fig.  3). 


Federated  Council  for  Internal  Medicine  ( 1987).49~ 
Comissioned  to  support  the  Council  on  Graduate  Medical 
Education’ s (COGME)  deliberations,  the  Federated  Coun- 
cil for  Internal  Medicine’s  (FCIM)  model  updated 
GMENAC ’s  forecasts  for  general  internal  medicine  and 
its  nine  subspecialties  from  1990  through  2020  in  light  of 
clinical,  social,  and  financial  changes  that  occurred  in  the 
years  1978-86,  subsequent  to  the  development  of  the 
GMENAC  model.  Supply  figures  were  updated  using 
1986  data  from  the  Bureau  of  Health  Professions. 
GMENAC’ s need  assessments  were  recalculated  after 
modifying  the  original  equations  to  account  for  the  chang- 
ing incidence  of  1 1 diseases  of  special  relevance  to  elderly 
populations  (eg,  ischemic  heart  disease  and  arthritis),  the 
appearance  of  AIDS,  decreases  in  average  physician  pro- 
ductivity, and  updated  information  on  physician  supply, 
based  primarily  on  the  Bureau  of  Health  Professions 
forecasts.11  The  new  parameters  were  based  on  empiric 
evidence  and  not  “adjusted”  by  expert  panels  as  was  done 
in  the  GMENAC  process.  Their  findings  suggested  that  in 
1990  the  overall  surplus  of  internists  would  be  8,000 
(16,000  less  than  predicted  by  GMENAC),  expanding  to 
an  aggregate  surplus  of  21 ,000  internists  (15%  of  internist 
supply)  in  2000,  with  surpluses  of  varying  sizes  in  all  sub- 
specialties. 

Jacobsen  and  Rimm  (1987).50 — These  authors  made 
adjustments  to  the  the  GMENAC  calculations  of  aggre- 
gate supply  to  account  for  three  subsequent  trends  that 
departed  from  GMENAC’ s original  assumptions:  (1)  de- 
clining numbers  of  physicians  entering  practice  (mostly  as 
the  result  of  decreasing  medical  school  output),  (2)  an 
increasing  proportion  of  female,  assumedly  less  produc- 
tive, physicians,  and  (3)  decreases  in  the  average  number 
of  hours  worked  by  physicians.  GMENAC’ s projections 
of  need  were  unchanged.  They  found  that  physician  sur- 
plus in  the  year  2000  under  their  scenario  would  be  only 
one-third  as  large  as  that  projected  by  GMENAC  (Fig.  2). 

Schwartz,  Sloan,  and  Mendelson  (1988).5] — These  au- 
thors adjusted  1986  Bureau  of  Health  Professions  projec- 
tions of  physician  supply  to  account  for  anticipated  de- 
creases in  patient  care  performed  by  residents  and  an 
increase  in  presumably  less  productive  women  in  medi- 
cine. Demand  was  estimated  based  on  the  1965-82  expe- 
rience of  the  Kaiser  Foundation  Health  Plan  of  Southern 
California  (a  large  group  health-maintenance  organiza- 
tion), and  adjusted  based  on  estimates  of  the  proportion  of 
medical  care  in  the  year  2000  that  will  be  provided  through 
various  forms  of  managed  care.  Their  extensively  debated 
conclusion  was  that  there  will  be  little  or  no  physician 
surplus  in  the  year  2000  (Fig.  2). 52-57 

AMA  (1988)5H  and  HRSA  (1990).59—  Both  the  Ameri- 
can Medical  Association  (AMA)  and  the  Health  Re- 
sources and  Services  Administration  (HRSA)  have  re- 
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leased  large  econometric  studies  of  future  physician  sup- 
ply. The  basis  for  supply  and  attrition  estimates  in  both 
studies  is  the  AMA  Physician  Masterfile,  but  the  two 
studies  differ  in  their  use  of  the  data.  The  major  differences 
lie  in  their  assumptions  about  the  future  supply  of  physi- 
cians. In  estimating  demand,  both  studies  started  with 
physician  utilization  rates  by  various  segments  of  the  U.S. 
population  and  then  adjusted  them  extensively  (although 
in  different  ways).  Both  studies  projected  continued  strong 
growth  in  the  physician  supply  (Fig.  3).  HRSA  predicted 
a physician  surplus  in  2000  somewhat  larger  than  that  of 
GMENAC  (Fig.  2).  However,  the  AMA  declined  to  inter- 
pret its  findings  in  terms  of  surplus  or  shortage  as  that 
would  imply  that  baseline  supply  was  in  balance  with  their 
estimates  of  demand.  Feil,  Welch,  and  Fisher,  however, 
made  that  assumption  and  predicted  a surplus  in  2000 
based  on  the  AMA’s  data  that  was  very  similar  to  that 
projected  by  GMENAC  (Fig.  2). 44 

Mulhausen  and  McGee  (1989).60 — These  authors  esti- 
mated need  for  physicians  if  all  U.S.  inhabitants  were 
cared  for  in  a staff-model  HMO.  They  based  their  calcu- 
lations on  the  assumption  that  the  number  of  physicians 
utilized  by  seven  closed-panel  HMOs  enrolling  more  than 
100,000  persons  each  in  1983  was  the  exact  number 
needed  to  meet  the  health-care  needs  of  their  enrollees. 
Mulhausen  and  McGee’s  calculations  were  later  adjusted 
by  Feil,  Welch,  and  Fisher44  using  GMENAC  estimates  of 
supply8  to  arrive  at  an  estimate  of  physician  surplus  in  the 
year  2000  which  is  much  larger  than  those  projected  by 
other  models  (Fig.  2). 

Weiner  (1994).61 — In  the  most  recently  available  fore- 
cast, Weiner  estimated  physician  supply  in  the  year  2000 
using  1993  Bureau  of  Health  Professions’  estimates.  Re- 
quirements were  calculated  by  extrapolating  1 993  staffing 
within  a variety  of  managed-care  plans  to  a “reshaped” 
health-care  system  where  40%  to  65%  of  Americans  will 
be  receiving  care  from  integrated  managed-care  networks, 
and  all  citizens  will  be  insured.  He  concluded  that  in  the 
year  2000  there  will  be  an  overall  surplus  of  163,000 
patient-care  physicians.  Supply  and  requirements  for 
primary-care  physicians  will  be  in  balance,  but  specialist 
supply  will  outstrip  requirements  by  60%  (Fig.  2 and 
Fig.  3). 

In  summary,  a number  of  forecasts  of  physician  supply 
and  requirements  in  the  year  2000  exist.  However,  despite 
some  being  demand-based  and  others  need-based,  all  but 
one  project  a future  surplus  of  physicians  varying  from 
10%  to  40%  (Fig.  2). 

The  Consequences  of  Oversupply 

Given  predictions  of  rising  future  physician  supply,  the 
consequences  of  oversupply  should  be  examined.  How- 
ever, oversupply  only  becomes  important  if  it  has  a nega- 


tive effect  on  society.  One  important  aspect  to  consider  is 
economics,  as  physicians  generate  directly  or  indirectly  as 
much  as  75%  of  all  costs  incurred  in  the  provision  of 
health-care  services.62  In  the  most  recent  of  a series  of 
studies,63  64  Grumbach  and  Lee  predicted,  based  on  the 
AMA  physician  supply  forecasts  for  the  year  2000, 58  that 
if  the  costs  of  services  directly  provided  by  physicians 
continue  to  rise  at  current  rates  and  the  physician-to- 
population  ratio  expands  as  predicted,  the  proportion  of 
the  U.S.  gross  national  product  (GNP)  spent  on  physician 
services  will  more  than  double  by  the  year  2000. 65  Given 
that  current  national  expenditures  on  all  forms  of  health 
care  (approaching  14%  of  the  GNP)  are  being  deemed 
unsustainable,  such  a rise  in  costs  may  not  be  acceptable. 

Some  economists  feel  that  this  scenario  of  rapidly  rising 
costs  may  not  develop  because,  according  to  classical 
market  theory,  an  increase  in  the  physician  supply  should 
lead  to  a decrease  in  expenditures  per  physician.12  How- 
ever, others  argue  that  physicians  are  able  create  new 
demand  for  their  services  and  therefore  an  increase  in  the 
physician  supply  is  unlikely  to  alter  current  trends  in 
expeditures  per  physician.66 

Another  issue  of  concern  is  the  possibility  that  an 
oversupply  of  physicians  may  lead  to  an  increase  in  access 
to  services  and  higher  “intensity”  of  care.67  This  could  lead 
to  costly  overuse  of  diagnostic  and  therapeutic  modalities 
of  potentially  marginal  benefit  (and  possibly  even  detri- 
ment) to  the  health  of  the  population. 

Economic  issues  aside,  there  are  also  societal  implica- 
tions to  a rising  physician  supply.  Geographical  access  to 
care  may  improve,12’28  32  but  some  recent  studies  dis- 
agree.33-34 Utilization  of  referral  and  specialty  care  may 
also  decrease.12  Tarlov  argues  that  a plentiful  supply  of 
physicians  willing  to  depart  from  traditional  practice 
patterns  has  resulted  in  a rise  in  health  maintenance 
organizations,  out-of-hospital  surgery,  and  other  socially 
beneficial  departures  from  traditional  practice.68  How- 
ever, if  oversupply  increases  the  result  will  eventually  be 
physician  unemployment  with  its  attendant  social  costs. 

In  summary,  then,  a rising  supply  of  physicians  may 
have  beneficial  societal  effects,  especially  if  it  results  in 
improved  access  to  medical  care.  However,  the  negative 
financial  impact,  especially  in  the  current  political  cli- 
mate, would  probably  dominate. 

How  Could  the  U.S.  Physician 
Supply  Be  Controlled? 

Most  forecasts  of  the  U.S.  supply  of  physicians  in  the 
year  2000  predict  excesses  in  many  specialties.  Such 
excesses  imply  substantially  increased  economic  cost, 
and  the  United  States  is  now  in  an  era  where  even  current 
health-care  expenditures  are  deemed  excessive.  There  - 
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fore,  it  is  worthwhile  considering  what  could  be  done  to 
prevent  further  escalation  of  physician  supply. 

(1)  Imput  of  new  physicians  into  the  physician  pool 
could  be  reduced.  The  output  of  U.S.  medical  schools 
could  be  decreased  through  governmental  mandate,  an 
institutional  policy  change  by  the  American  Association 
of  Medical  Colleges  (AAMC)  or  other  professional  gov- 
erning body,  or  a series  of  financial  incentives  or  disincen- 
tives. This  has  been  attempted  several  times  before,  but 
not  always  successfully  because  of  a tendency  to  overcor- 
rect.2 Most  importantly,  even  if  a reduction  in  medical 
school  enrollments  were  instituted  immediately,  it  would 
be  many  years  before  any  substantial  change  in  the  na- 
tional physician  supply  occured. 

Alternately,  access  to  graduate  medical  education  (GME) 
by  international  medical  graduates  (IMGs)  could  be  re- 
stricted to  those  who  are  legal  permanent  residents  of  the 
United  States  or  are  obligated  to  return  to  their  home 
countries  after  completion  of  training.  This  could  poten- 
tially limit  the  currently  substantial  ( 1 8%  of  all  physicians 
in  GME  in  1990)69  contribution  of  IMGs  to  the  U.S. 
physician  supply.  However,  in  1992,  59%  of  those  IMGs 
were  U.S.  citizens  or  permanent  residents  and  could  not  be 
expected  to  return  to  their  countries  of  origin  after  train- 
ing.70 

Another  option  is  to  restrict  the  number  of  medical 
licenses  issued  by  individual  states.  However,  for  a variety 
of  political  and  practical  reasons  a concerted  effort  by 
individual  states  is  unlikely. 

Finally,  the  availability  of  GME  positions  could  be 
restricted.  Currently,  all  physicians  must  complete  GME 
in  the  United  States  before  they  can  enter  practice.  GME, 
therefore,  represents  a key  control  point  for  the  inflow  of 
physicians  into  both  the  aggregate  U.S.  physician-supply 
pool  and  all  specialties.  Implementation  could  come 
through  federal  mandate,  either  by  restricting  the  number 
of  available  positions  and/or  by  limiting  federal  reim- 
bursement for  GME.  In  1 992  Medicare  paid  hospitals  $4.9 
billion  for  GME  of  physicians,  or  a total  mean  payment  of 
more  than  $70,000  per  house  officer.9  Although  Medicare 
does  not  account  for  all  GME  reimbursement,  if  govern- 
ment, through  Medicare,  chose  to  fund  only  a limited 
number  of  GME  positions,  it  would  have  powerful  lever- 
age on  GME  reform.61,71  GME  reimbursement  could  also 
be  funneled  through  a single  national  medical  education 
fund  financed  through  an  all-payor  tax  as  proposed  by 
Petersdorf,  resulting  in  strict  control  over  reimburse- 
ment.72 Attendant  to  any  proposal  will  be  the  need  to 
develop  alternative  reimbursement  schemes  for  ambula- 
tory care  GME  positions  such  as  those  proposed  by 
Eisenberg,73  since  such  programs  do  not  generate  ad- 


equate income  under  current  reimbursement  systems  which 
rely  on  hospital-based  care  for  more  than  80%  of  their 
revenue.  Alternatively,  the  Accreditation  Committee  on 
Graduate  Medical  Education  (ACGME)  and  Residency 
Review  Committees  (RRCs)  could  take  a stand  on  man- 
power planning  and  limit  the  number  of  positions  they  are 
willing  to  accredit.  They  have  traditionally  avoided  such 
a position,  but  the  ACGME,  in  particular,  is  in  a good 
position  to  make  such  a move  given  that  it  is  composed  of 
representatives  of  almost  all  major  medical  organizations. 
Individual  programs  could  also  voluntarily  reduce  posi- 
tions offered,  but  most  are  unlikely  to  do  so  unless  there 
are  major  changes  in  the  currently  handsome  reimburse- 
ment for  sponsoring  residency  training71  as  witnessed  by 
the  failure  of  recent  attempts  at  voluntary  position  reduc- 
tions in  New  Jersey.74 

Restriction  of  GME  positions  must,  however,  be  recon- 
ciled with  the  service  needs  of  hospitals,  which  provide 
the  major  source  of  both  education  and  funding  for  gradu- 
ate medical  education.  In  particular,  it  must  be  ensured 
that  there  will  be  no  adverse  effect  on  the  availability  of 
medical  care  to  the  vulnerable  populations  that  residen- 
cies traditionally  serve.  If  service  levels  are  to  remain 
unchanged,  a transition  from  house  staff  to  more  costly 
alternative  providers  will  be  necessary,  and  will  prove 
expensive,  at  least  in  the  short  run.75  The  recent  resolution 
by  the  Federated  Council  for  Internal  Medicine  aimed  at 
reorienting  residency  education  from  service  to  educa- 
tion76,77 is  an  important  step.  However,  the  high  cost  and 
limited  availability  of  nonphysician  providers  to  replace 
residents  who  are  traditionally  a source  of  elastic,  inex- 
pensive labor  remains  an  obstacle.78  If  limits  on  GME 
positions  are  instituted,  there  will  be  a temptation  on  the 
part  of  understaffed  hospitals  to  fund  GME  positions  from 
other  sources  or  offer  unpaid  positions.  This  must  be 
avoided. 

(2)  The  rate  of  departure  of  physicians  from  active 
practice  could  be  increased.  A system  of  early  retirement 
incentives,  such  as  frequently  offered  in  private  industry, 
might  have  a role.  Alternatively,  a new  class  of  nonclinical 
positions,  perhaps  related  to  medical  or  community  edu- 
cation, could  be  created.79  However,  even  if  the  substantial 
infrastructure  and  funding  for  such  programs  were  cre- 
ated, it  is  not  clear  that  physicians,  who  as  a group  are 
independent  and  find  substantial  life  satisfaction  in  their 
clinical  work,  would  choose  to  participate  in  the  numbers 
required. 

(3)  The  availability  of  positions  in  oversubscribed  spe- 
cialties could  be  limited.  Efforts  might  start  at  the  medical 
school  level.  Serious  attempts  could  be  made  to  convince 
medical  students  to  choose  nonsurplus  specialties  through 
elimination  of  financial  disincentives,  including  medical 
school  debt,  and  institutional  and  financial  support  for 
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medical  school  education  in  underserved  fields,  providing 
effective,  attractive  curricula  and  role  models.23,24  Once 
the  choice  of  specialty  is  made  in  the  fourth  year  of 
medical  school  and  a GME  post  is  obtained,  it  is  difficult 
to  limit  future  specialty  practice,  despite  the  fact  that  there 
are  excesses  of  specialists  in  many  fields.  Therefore, 
limiting  the  entry  of  new  medical  school  graduates  into 
GME  in  oversubscribed  specialties  before  they  are  estab- 
lished on  a career  path  is  desirable.  It  would  also  promote 
an  influx  of  new  physicians  into  shortage  fields  such  as 
primary  care.  Decisions  concerning  the  overall  number  of 
entry-level  GME  positions  offered  and  their  distribution 
among  the  different  specialties  could  be  coordinated  by  a 
national  physician  work-force  commission  representing 
the  American  Medical  Association  (AMA),  the  American 
Association  of  Medical  Colleges  (AAMC),  and  all  the 
specialty  societies,  such  as  proposed  by  Levey80  and 
recently  recommended  in  COGME’s  Third  Report.1516 
Such  a commission  would  assure  continuity  to  the  process 
of  national  physician  manpower  planning,  and  facilitate 
continual  updating  of  forecasting  models,  ensuring  that 
policy  decisions  are  made  rationally  based  on  the  best 
factual  information  available.  It  is  possible,  however,  that 
active  physicians  in  over-subscribed  fields  could  be  con- 
vinced or  induced  to  change  specialties.  Retraining  in 
nonsurplus  specialties  is  possible,  and  a pilot  program  is 
currently  under  development.81  Further,  all  internists  and 
pediatricians  have  had  generalist  training,  which  is  in 
short  supply,  even  if  they  currently  practice  a subspe- 
cialty. 

(4)  Physicians  could  be  encouraged  to  move  into 
underserved  geographic  areas.  However,  short  of  institut- 
ing some  form  of  mandatory  physician  service,  it  is 
probably  not  possible  to  legislate  improved  access.  The 
postulated  “trickle-down”  supply  of  physicians  to 
underserved  areas  as  a direct  consequence  of  a national 
increase  in  physician  numbers  has  not  come  about.33,34 
Since  individual  programs  have  historically  met  with 
limited  success,82  support  of  a variety  of  different  pro- 
grams is  most  likely  to  be  successful.83  Several  medical 
schools  and  residency  programs  have  selectively  recruited 
candidates  from  underserved  areas,  finding  that  they  are 
more  likely  to  return  to  similar  areas  after  training.84,85 
Similarly,  more  effort  at  the  medical  school  level  to 
increase  exposure  to  and  encourage  student  interest  in 
practice  in  underserved  areas  may  help.86  At  the 
postmedical-school  level,  more  “contracts”  to  work  in 
underserved  areas  could  be  devised.  This  could  include 
reviving  the  National  Health  Service  Corps  scholarships, 
instituting  loan-forgiveness  programs,  and  requiring  a 
commitment  to  practice  in  an  underserved  area  after 
graduation  as  a condition  of  acceptance  into  medical 
school  or  residency  training.87,88 


Conclusions 

The  question  of  whether  the  United  States  has  too  many 
or  too  few  physicians  has  been  debated  for  more  than  a 
century.  The  fundamental,  very  difficult  questions  at  the 
heart  of  the  debate  are:  (1)  what  constitutes  an  adequate 
supply  of  physicians?  (2)  how  does  one  determine  if 
physician  supply  will  be  adequate  in  the  future?  (3)  what 
are  the  consequences  of  having  too  many  physicians  or  too 
few?  and  (4)  what  approaches  can,  or  should,  be  taken  to 
influence  the  size,  specialty  composition,  or  geographic 
distribution  of  the  physician  workforce? 

A number  of  models  have  been  developed  over  the  past 
decade  to  forecast  the  supply  and  requirements  for  physi- 
cians in  the  United  States  over  the  next  20  years.  Virtually 
all  agree  that,  by  any  measure  of  requirements,  the  United 
States  is  facing  an  aggregate  oversupply  of  physicians  in 
the  near  future,  with  significant  imbalances  in  specialty 
distribution.  With  these  surpluses  come  attendant  eco- 
nomic costs  which  the  nation  appears  increasingly  unwill- 
ing and  unable  to  assume.  There  are  several  mechanisms 
through  which  the  United  States  physician  supply  could 
be  brought  into  balance  with  requirements,  including 
reducing  the  imput  of  new  physicians  into  the  active 
physician  pool,  increasing  the  rate  of  departure  from 
active  practice,  limiting  the  availability  of  positions  in 
oversubscribed  specialties,  and  inticing  existing  physi- 
cians to  move  into  underserved  geographical  areas.  How- 
ever, physician  manpower  reform  will  not  succeed  as  a 
stand-alone  enterprise.  It  must  be  integrated  with  broader 
health-care  reforms. 
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Human  Immunodeficiency  Virus  (HIV)  Infection 
As  a Leading  Cause  of  Death 
Among  Young  Adults  Aged  25  to  44  Years  in  Connecticut 

PATRICIA  J.  CHECKO,  M.P.H. 


ALMOST  half  of  all  persons  reported  with  AIDS  in 
Connecticut  have  died.  The  number  of  deaths  among 
adults  has  been  2,454  (52%)  and  among  children  has  been 
51  (46%).  Table  1 lists  adult  and  pediatric  cases  by  the 
reported  year  of  death.  Reports  of  deaths  among  persons 
with  AIDS  come  from  two  sources.  Health-care  providers 
and  AIDS  programs  from  other  states  report  deaths  as  part 
of  routine  surveillance.  The  AIDS  Division  also  receives 
lists  from  the  Vital  Statistics  Section  of  DPHAS  of  all 
persons  for  whom  HIV  infection  was  recorded  on  the 
death  certificate  as  a cause  of  death.  Death  certificate 
information  from  Vital  Statistics  has  been  received  through 
December  1993.  In  1993,  there  were  401  deaths  among 
adult  men  with  AIDS,  102  deaths  in  adult  women,  and  six 
pediatrics,  or  20%  of  all  deaths  among  persons  reported 
with  AIDS  in  the  HIV/AIDS  registry.  These  data  cannot 
be  used  to  determine  mortality  rates  for  HIV  infection  or 
to  compare  rankings  of  HIV  infection  with  other  causes  of 
death  because  they  reflect  only  persons  who  met  the  CDC- 
case  definition  for  AIDS  and  were  reported  to  DPHAS. 

To  monitor  mortality  trends  over  time,  data  obtained 
from  death  certificates  must  be  used.  Unlike  AIDS  case 
data,  this  information  is  unaffected  by  changes  in  the 
AIDS  case  definition  because  there  is  no  need  to  differen- 


PATRICIA  J.  CHECKO,  M.P.H. , Chief  of  Epidemiology,  AIDS 
Division,  Connecticut  Department  of  Public  Health  and  Addiction 
Services,  Hartford. 

Reprinted  from  AIDS  IN  CONNECTICUT,  Annual  Surveillance 
Report,  31  December  1993,  AIDS  Section,  State  of  Connecticut, 
Department  of  Public  Health  and  Addiction  Services,  Hartford.  Figures 
have  been  revised  to  include  May  1993  thru  December  1993. 

Physicians  may  receive  a copy  of  the  annual  report  by  calling  203- 
240-9119,  or  by  sending  a request  to:  Epidemiology  Section,  AIDS 
Division,  Connecticut  Department  of  Public  Health  and  Addiction 
Services,  150  Washington  Street,  Hartford,  CT  06106. 


tiate  between  HIV  infection  and  AIDS.  It  is  also  unaf- 
fected by  changes  in  completeness  of  reporting  since 
reporting  of  deaths  is  a routine  procedure  and  everyone 
who  dies  will  have  a death  certificate  completed.  Cause  of 
death  is  reported  routinely  by  attending  physicians,  medi- 
cal examiners,  and  coroners. 

Deaths  caused  by  HIV  infection  are  those  with  under- 
lying-cause  assigned  to  ICD-9  codes  042,  043,  or  044, 
which  were  introduced  for  classifying  HIV  infection  as  a 
cause  of  death  in  the  United  States  beginning  with  1987. 

In  the  United  States,  HIV  infection  emerged  as  a lead- 
ing cause  of  death  among  young  adults  (aged  25  to  44 
years)  in  the  1980s.  By  1990,  HIV  infection  was  the 
second  leading  cause  of  death  in  men  and  the  sixth  leading 
cause  of  death  in  women  in  this  age  group,  accounting  for 
17%  and  5%  of  deaths,  respectively.1  In  1992,  29,850 
U.S.  residents  died  from  HIV  infection;  74%  were  from 
25  to  44  years  old.  HIV  infection  was  the  ninth  leading 
cause  of  death  for  persons  in  all  age  groups.2  3 Provisional 
data  for  1992  indicate  that  for  the  United  States,  HIV 
infection  will  be  the  leading  cause  of  death  in  men  and  the 
fourth  leading  cause  of  death  in  women  among  young 
adults,  accounting  for  20%  of  the  deaths  in  young  men  and 
7%  in  young  women.4 

Using  National  Centers  for  Health  Statistics  (NCHS) 
data,  individuals  at  CDC  analyzed  national  vital  statistics 
for  1991  to  compare  rankings  of  HIV  infection  with  other 
causes  of  death  by  city  and  state.  Among  young  men  25  to 
44  years  old,  HIV  infection  was  the  leading  cause  of  death 
in  nine  states:  California,  Connecticut,  Florida,  Georgia, 
Maryland,  Massachusetts,  New  Jersey,  New  York,  and 
Rhode  Island.  Among  young  women  of  the  same  age,  no 
state  listed  HIV  infection  as  the  leading  cause  of  death. 
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Leading  Causes  of  Death  in  Connecticut 
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Figure  1 


Table  1 — Mortality  in  Connecticut  Residents 
Reported  with  AIDS  by  Year  of  Death 


Adults 

Pediatrics 

Year  of 

Male 

Female 

Death 

1980 

1 

0 

0 

1981 

1 

0 

0 

1982 

7 

1 

1 

1983 

9 

1 

0 

1984 

36 

5 

1 

1985 

66 

16 

3 

1986 

113 

28 

2 

1987 

153 

32 

6 

1988 

184 

44 

5 

1989 

229 

52 

10 

1990 

256 

61 

3 

1991 

268 

64 

7 

1992 

338 

96 

7 

1993 

401 

102 

6 

Total 

1,952  (52.4%)* 

502  (48.6%) 

51  (46.0%) 

*Percent  of  all  cases  known 

to  have  died. 

However,  it  was  the  second  leading  cause  of  death  in 
young  women  in  four  states:  Connecticut,  Massachusetts, 
New  Jersey,  and  New  York.3 

The  impact  of  HIV  infection  is  even  greater  in  many 
large  cities.  HIV  infection  was  the  leading  cause  of  death 
among  young  men  in  79  of  169  cities  with  at  least  100,000 
population  and  having  at  least  25  deaths  from  all  causes  in 
1991.  Five  of  these  cities  were  in  Connecticut:  Bridgeport, 
Hartford,  New  Haven,  Stamford,  and  Waterbury.  Among 
young  women,  HIV  infection  was  the  leading  cause  of 
death  in  15  of  135  cities  with  at  least  25  deaths  in  1991 
including  three  cities  in  Connecticut:  Bridgeport,  Hart- 
ford, and  New  Haven.4 

In  Connecticut,  15.3%  of  all  deaths  in  1991  in  adults 
aged  25  to  44  years  were  due  to  AIDS  (Fig.  1).  Infection 
with  HIV  was  preceded  in  rank  only  by  cancer  in  this  age 
group.  The  mortality  rate  for  HIV/AIDS  was  23.4  per 
100,000  population.  Among  young  men,  17.1%  of  all 
deaths  were  due  to  HIV  and  the  mortality  rate  was  36.6/ 
100,000.  HIV  was  the  second  leading  cause  of  death  for 
young  women,  causing  11.3%  of  deaths.  The  mortality 
rate  for  young  women  was  10.5/100,000. 

In  those  cities  where  HIV  was  the  leading  cause  of  death 
among  young  men,  the  proportion  of  deaths  caused  by 
HIV  ranged  from  19%  (nine  of  47)  in  Stamford  to  30%  (36 
of  120)  in  Hartford  (Table  2).  The  mortality  rate  for  HIV 
was  160.8/100,000  in  Hartford  (four  times  the  state  rate 
for  HIV  deaths  in  men).  Among  young  women,  the  pro- 
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Table  2. — Proportion  of  Deaths  Caused  by  HIV  in  1991  and  HIV  Mortality  Rates  in  Persons  Aged  25  to  44  Years 
by  Sex  and  City  for  Cities  in  Which  HIV  Was  the  Leading  Cause  of  Death 

Men 

Women 

No.  of 

%of 

HIV  Deaths 

No.  of 

%of 

HIV  Deaths 

HIV 

Total 

per  100,000 

CITY 

HIV 

Total 

per  100,000 

Deaths 

Deaths 

Population 

Deaths 

Deaths 

Population 

23 

25.0 

99.7 

Bridgeport 

6 

15.8 

25.6 

36 

30.0 

160.8 

Hartford 

9 

20.0 

37.6 

24 

24.5 

115.4 

New  Haven 

13 

29.5 

58.1 

9 

19.1 

47.2 

Stamford 

— 

— 

— 

12 

22.6 

69.0 

Waterbury 

— 

— 

— 

portion  of  deaths  due  to  HIV  ranged  from  16%  (six  of  38) 
in  Bridgeport  to  30%  (13  of  44)  in  New  Haven.  The 
mortality  rate  for  young  women  in  New  Haven  was  58.1/ 
100,000,  or  almost  six  times  the  state  rate. 

Although  deaths  from  all  causes  in  this  age  group 
comprised  only  15.6%  of  total  Connecticut  deaths  in 
1991,  their  impact  on  society  is  disproportionately  high 
because  of  the  loss  of  productive  years  of  life  and  the  fact 
that  many  are  parents  with  small  children.  The  effect  of 
HIV  infection  on  mortality  patterns  may  be  even  greater 
than  indicated.  Previous  studies  to  validate  death  certifi- 
cate information  indicate  that  for  this  age  group  HIV  is 
recorded  as  the  underlying  cause  of  death  for  65%-85%  of 
all  documented  HIV-related  deaths  in  men  and  55%-80% 
of  those  in  women.5,6 
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When  President  Clinton  unveiled  his 
health  care  reform  package,  much  of  it 
seemed  very  familiar.  The  foundations  of 
his  plan— quality  responsibility  simplicity  and 
choice— also  happen  to  be  four  key  principles 
of  M.D.  Health  Plan. 

Quality.  M.D.  Health  Plan  is  the  only  plan 
sponsored  by  the  Connecticut  State  Medical 
Society  The  Society's— and  its  members'— 


commitment  to  providing  the  finest  health  care 
to  people  across  the  state  is  well  documented. 

Responsibility.  As  Connecticut's  physician 
-sponsored  and  physician-directed  HMO,  we 
believe  that  the  best  medicine  for  patients  is 
practiced  by  physicians. 


Simplicity.  We  make  it  easy  for  your  patients  to 
get  the  highest  quality  care.  They  don't  have  to 
hassle  with  inconveniences  such  as  claim  forms 
or  a gatekeeper. 

Choice.  Through  the  CSMS-IPA,  M.D.  Health 
Plan  provides  members  across  the  state  access 
to  over  6,000  physicians  and  all  Connecticut 
acute-care  hospitals. 

Health  care  reform  is  nothing  new  to  M.D. 
Health  Plan.  We've  been  changing  health 
care  for  the  better  since  1 987.  Over  1 1 5,000 
members  throughout  Connecticut  agree. 
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AIDS  in  Connecticut, 

Annual  Surveillance  Report — Executive  Summary 

PATRICIA  J.  CHECKO,  M.P.H. 


BY  the  end  of  1993, 4,866  acquired  immunodeficiency 
syndrome  (AIDS)  cases  were  reported  among  Con- 
necticut residents;  1,735  in  1993  alone.  This  represents  a 
153%  increase  over  the  number  of  cases  reported  in  1992. 
Much  of  this  increase  was  due  to  the  adoption  of  an 
expanded  AIDS  surveillance  definition,  for  adults  and 
adolescents,  which  includes  all  human  immunodeficiency 
virus  (HlV)-infected  persons  who  have  less  than  200 
CD4+  T lymphocytes/p-L  or  who  have  been  diagnosed 
with  pulmonary  tuberculosis,  invasive  cervical  cancer,  or 
recurrent  pneumonia  within  a 12-month  period.  Addition- 
ally, in  Connecticut  laboratories  are  required  to  report  all 
individuals  with  CD4+  T lymphocyte  counts  less  than 
200  cells/pU  since  January  1993. 

Of  the  1,713  cases  reported  in  adults  and  adolescents  in 
1993,  67%  met  the  expanded  surveillance  criteria.  The 
increase  in  reported  cases  in  1993  was  greater  among 
females  (196%)  than  males  (146%);  25%  of  all  adult  cases 
reported  were  women.  Proportionate  increases  were  greater 
among  blacks  (146%)  than  whites  (121%),  and  greatest 
among  Hispanics  (268%).  Hispanics  represented  25%  of 
cases  vs  18%  in  1992.  There  were  marked  increases  in  all 
exposure  categories  in  1993,  but  the  increase  was  greater 
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for  injection  drug  users  (200%)  and  heterosexual  contact 
cases  (114%).  These  two  categories  accounted  for  two- 
thirds  of  all  cases  reported  in  1993. 

Connecticut  ranked  11th  among  states  for  the  total 
number  of  cases  reported  in  1993  and  5th  based  on  the 
annual  rate  per  1 00,000  population  reported  in  1 993  (54.0/ 
100,000).  Although  88%  of  Connecticut  towns  have  re- 
ported at  least  one  AIDS  case,  the  five  largest  cities 
account  for  59%  of  all  AIDS  cases.  Hartford  had  a 198% 
increase  over  cases  reported  the  previous  year  and  now 
leads  the  state  in  the  total  number  of  cases  reported  (965). 
New  Haven  had  a 1 1 1%  increase  over  1992,  Bridgeport  a 
161%  increase,  Waterbury  a 236%  increase,  and  Stamford 
a 105%  increase. 

Two  hundred  seventy  children  have  been  reported  with 
HIV  infection  and  111  (41  %)  have  developed  AIDS. 
Using  data  from  the  survey  of  childbearing  women  and 
from  pediatric  HIV/AIDS  reporting,  the  Department  esti- 
mates that  270-313  HIV-infected  and/or  HIV-exposed 
children  born  as  of  March  1993  are  in  need  of  medical 
care. 

Almost  half  of  all  persons  reported  with  AIDS  in 
Connecticut  have  died.  In  1991,  HIV/AIDS  became  the 
leading  cause  of  death  for  men  between  25  and  44  years 
old  and  the  second  leading  cause  of  death  for  women 
between  25  and  44  years  old.  In  Hartford,  Bridgeport,  and 
New  Haven,  it  was  the  leading  cause  of  death  for  both  men 
and  women  in  this  age  group  and  in  Stamford  and  Water- 
bury for  men  only. 

The  AIDS  Division  conducts  voluntary  interviews 
among  newly  diagnosed  adults  with  AIDS  in  the  Hartford 
and  New  Haven  areas  to  obtain  information  that  is  impor- 
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tant  for  HIV  prevention,  control,  and  service  delivery.  Of 
the  366  persons  interviewed,  58%  reported  an  annual 
income  of  less  than  $10,000  and  73%  were  receiving  some 
type  of  public  assistance. 

Fifty-three  percent  of  these  persons  reported  receiving 
an  HIV  test  because  of  illness,  only  11%  were  tested 
because  they  felt  they  were  at  risk  and  10%  because  of  an 
infected  partner. 

Three  methods  were  used  to  develop  estimates  of  HIV 
prevalence  in  Connecticut.  Approximately  10,000-15,000 
persons  were  HIV-infected  at  the  end  of  1992;  about  one 
third  to  one  half  of  currently  infected  persons  have  been 
diagnosed  with  an  AIDS  defining  condition. 


During  1 993 ,23,157  persons  were  counseled  and  tested 
for  HIV  at  state-funded  sites  and  734  persons  (3.2%)  were 
HIV-infected.  Forty-six  percent  of  persons  who  tested 
positive  reported  being  previously  tested  and  HIV  nega- 
tive. Persons  testing  HIV  positive  were  significantly  more 
likely  to  report  having  public  insurance  or  no  insurance 
and  having  an  income  less  than  $20,000  or  no  income  than 
persons  testing  seronegative. 

In  1993  the  Department  spent  $1.3  million  to  support 
six  regional  health-care  consortia.  Residents  of  70  towns 
received  early  intervention  and  support  services  funded 
through  the  federal  care  act  and  state  coordinated  support 
services.  HIV/AIDS  case  managers  served  an  estimated 
2,295  persons  in  1993. 
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Health  Volunteers 
Overseas  is  dedicated  to 
improving  the  availability 
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developing  countries  through  training  and  education. 
Volunteer  your  skills!  Become  a member  of  Health  Volunteers  Overseas! 


For  more  information,  call  202-296-0928 
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DRUG  INFORMATION  UPDATE:  HARTFORD  HOSPITAL 


Important  Principles  of  Effective  Pain  Management 


DAVID  PLATT,  Pharm.D. 


WITHIN  the  past  two  years,  three  important  papers 
related  to  pain  management  have  been  pub- 
lished.13 These  clinical  guidelines,  developed  by  inter- 
disciplinary panels  of  experts,  are  essential  references  for 
physicians,  nurses,  pharmacists,  and  other  health  profes- 
sionals who  care  for  patients  with  pain.  This  article  high- 
lights some  of  the  key  principles  underlying  effective  pain 
management. 

Understand  Pain  from  the  Patient’s  Perspective 

The  key  starting  point  for  effective  pain  management  is 
pain  assessment.  Although  pain  may  result  from  a defined 
tissue  injury  (eg,  trauma,  surgery,  tumor),  the  physiologic 
manifestations  that  we  define  as  pain  are  often  overshad- 
owed by  the  emotional  and  psychological  components  of 
pain.  In  fact,  these  components  may  present  out  of  propor- 
tion to  the  actual  cause  of  pain  itself  or  even  eclipse  the 
physiologic  pain  syndrome.  Some  pain  patients  present 
with  no  identifiable  source  of  pain.  These  factors,  coupled 
with  the  lack  of  an  objective  pain  measurement,  make  pain 
a complex  syndrome  to  manage.  Several  types  of  emo- 
tional and  psychological  responses  comprise  the  constel- 
lation of  the  pain  syndrome:  anger,  fear,  agony,  anxiety, 
and  depression.  These  manifestations  may  result  in 
anorexia,  insomnia,  sexual  dysfunction,  failure  to  cope 
with  the  activities  of  daily  living,  and  suicidal  thoughts. 
When  these  manifestations  occur,  they  can  further  com- 
plicate the  pain  syndrome  by  reducing  the  patient’s  ability 
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to  tolerate  pain.  Thus,  in  order  effectively  to  manage  pain 
at  the  outset,  the  clinician  should  have  a thorough  under- 
standing of  the  patient’s  pain  and  related  manifestations. 

Since  pain  is  a unique,  individual  experience  without  a 
reliable  objective  measure,  the  key  to  management  is  to  try 
to  understand  pain  from  the  patient’s  perspective.  This  is 
accomplished  by  developing  rapport  with  the  patient  and 
performing  a comprehensive  pain  assessment,  focusing 
on  the  patient’s  complaint,  clinical  status,  and  pain  his- 
tory. A baseline  assessment  of  the  pain  complaint  should 
be  obtained  directly  from  the  patient  (when  possible).  If 
the  patient  is  unable  to  communicate  effectively,  then  a 
family  member  or  friend  who  is  a primary  caregiver 
should  be  thoroughly  interviewed.  Factors  such  as  pain 
location;  quality  (what  is  pain  like?);  provocative  factors 
(what  makes  pain  worse?);  temporal  quality  (is  pain  there 
all  the  time  or  does  it  come  and  go?);  and  pain  severity 
should  be  recorded.  This  baseline  assessment  is  useful  for 
later  monitoring  of  pain  and  pain  therapy. 

The  assessment  of  the  patient’s  clinical  status  should 
extend  beyond  the  obvious  physical  work-up  of  the  pain. 
Assessment  of  the  patient’s  emotional  and  psychological 
status  as  well  as  family  and  social  condition  and  support 
may  help  identify  special  patient  needs  and  provide  in- 
valuable support  in  developing  pain  management  strate- 
gies. 

Whenever  possible  the  patient’s  previous  pain  experi- 
ences and  pain  management  history  should  clearly  be 
understood  by  the  clinician.  Items  such  as  drug  allergies, 
analgesic  response,  onset  and  duration  of  effect,  and  side 
effects  are  key  pieces  of  patient  history  for  establishing 
and  maintaining  effective  pain  regimens. 
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Establish  Realistic  Pain  Targets  and  Plans 

The  primary  pain  management  goal  is  to  improve  pa- 
tient comfort.  Reaching  this  goal  can  aid  the  healing  and 
rehabilitation  process  (acute  pain)  and  improve  activities 
of  daily  living  (chronic  pain).  Often  patients  expect  that 
complete  pain  cessation  will  occur  with  analgesic  use. 
This  false  expectation  can  complicate  pain  management 
plans  and  harm  the  rapport  between  patient  and  caregiver. 
A more  realistic  goal  for  most  acute  pain  patients  is  to 
establish  a level  of  comfort  where  pain  is  tolerable,  side 
effects  are  minimized,  and  where  rehabilitation,  mobility, 
activities  of  daily  living,  and  sleep  can  occur.  For  chronic 
cancer  pain,  more  specific  targets  such  as  breaking  the 
pain  cycle  (ie,  erasing  pain  memory)  and  minimizing 
breakthrough  pain  need  to  be  set.  For  chronic  nonmalig- 
nant  pain  using  nonopiate  analgesics  to  achieve  targets 
may  be  desirable  so  as  not  to  reinforce  drug-seeking 
behavior.  Other  targets  for  chronic  pain  management 
include  improvement  of  general  well-being,  outlook,  self- 
worth  and  self-esteem,  activities  of  daily  living,  sleep,  and 
mobility. 

Individualize  Pain  Therapy  Regimens 

Because  of  the  complex  presentation  of  pain  and  the 
variability  in  patient  response  to  analgesics,  effective  pain 
therapy  regimens  should  be  individualized  for  each  pa- 
tient. Individualization  should  include  consideration  for 
the  analgesic  regimen  (drug,  dosage,  dosing  interval, 
route  of  administration,  cost,  and  availability)  and  other 
pharmacologic  and  nonpharmacologic  adjuncts.  As  previ- 
ously mentioned,  the  patient’ s past  analgesic  experience  is 
also  an  important  consideration  when  individualizing 
therapy.  Monitoring  of  the  pain  management  regimen  and 
reassessment  of  the  patient’s  pain  should  occur  on  a 
continuous  basis. 

The  analgesic  armamentarium  has  grown  in  the  past 
several  years,  giving  the  clinician  a wider  selection  of 
options  for  therapy  individualization.  Examples  are  1)  the 
availability  of  sustained-release  oral  morphine  and 
transdermal  fentanyl  which  has  improved  pain  manage- 
ment regimens  for  chronic  cancer  pain  patients;  2)  the 
availability  of  patient-controlled  analgesia  and  epidural 
administration  of  opiates  for  inpatients  and  outpatients; 
and  3)  the  wide  variety  of  nonsteroidal  anti-inflammatory 
agents  useful  for  pain  syndromes  involving  inflammation 
and  for  their  “narcotic  sparing”  effect. 

Commonly,  analgesic  regimens  for  acute  pain  are  pre- 
scribed on  an  “as  needed”  basis.  For  chronic  cancer  pain, 
however,  regimens  should  be  individualized  with  “around- 
the-clock”  dosing  using  a longer-acting  analgesic.  A 
shorter-acting  analgesic  should  be  prescribed  “as  needed” 
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for  breakthrough  pain.  Dosages  should  be  titrated  for  each 
patient  to  achieve  the  optimum  balance  between  analgesia 
and  side  effects. 

The  use  of  other  pharmacologic  agents  such  as  tricyclic 
antidepressants,  benzodiazepines,  neuroleptics,  anticon- 
vulsants, and  corticosteroids  may  be  used  for  certain  types 
of  pain  syndromes  (eg,  neuropathic  pain)  or  to  help  man- 
age other  pain-associated  problems,  (eg,  depression,  anxi- 
ety, insomnia).  Nonpharmacologic  methods  can  be  help- 
ful for  some  patients.  These  methods  include  cognitive- 
behavioral  interventions  (eg,  biofeedback  and  hypnosis) 
and  physical  methods  (eg,  immobilization,  massage,  and 
transcutaneous  electrical  nerve  stimulation  (TENS) 
therapy).  These  adjuncts  are  frequently  used  in  chronic 
nonmalignant  pain  where  reduced  opiate  use  is  desirable. 

Avoid  Paradigm  Traps 

When  managing  pain  with  opiate  analgesics  there  are 
several  factors  that  can  interfere  with  achieving  optimal 
pain  control.  Confusion  exists  about  tolerance,  depen- 
dence, and  addiction.  Tolerance  is  a physiological  state  in 
which  repeated  intake  of  a drug  produces  a diminishing 
effect.  With  opiates  this  phenomenon  may  occur  faster 
with  parenteral  administration  than  with  oral  administra- 
tion. In  patients  who  have  been  maintained  on  stable  doses 
of  opiates,  the  sudden  need  for  increasing  these  doses 
usually  indicates  disease  progression.  Physical  depen- 
dence is  defined  as  the  occurrence  of  withdrawal  symp- 
toms on  abrupt  discontinuation  of  an  opiate.  This  can  be 
avoided  by  tapering  dosages  and  avoiding  the  use  of  opiate 
antagonists  or  opiate  agonists/antagonists  in  patients  re- 
ceiving chronic  opiate  therapy.  Addiction  is  psychologi- 
cal dependence  and  is  a behavioral  syndrome  character- 
ized by  drug  craving,  overwhelming  concern  with  drug 
acquisition,  and  unwarranted  dosage  escalation.  The  cli- 
nician should  recognize  the  difference  between  an  addict’ s 
drug-seeking  behavior  and  a patient’s  pain-relief-seeking 
behavior. 

Other  concerns  about  opiate  use  that  may  result  in 
underdosing  relate  to  potential  side  effects,  particularly 
respiratory  depression  and  sedation.  Careful  dosing  and 
monitoring  may  be  necessary  in  certain  patients  such  as 
infants,  elderly,  and  patients  with  hepatic  or  renal  impair- 
ments as  well  as  when  using  long-acting  opiates  like 
methadone  or  analgesics  with  long-acting  metabolites 
(eg,  morphine,  meperidine).  However,  it  should  be  recog- 
nized that  pain  can  act  as  a physiologic  antagonist  to  the 
central  depressant  effects  of  opiates.  Thus,  clinically  im- 
portant respiratory  depression  may  not  be  as  significant  in 
pain  patients  as  the  concern  warrants.  Also,  although 
opiates  can  cause  sedation,  it  should  be  recognized  that 
patients  may  sleep  for  long  periods  after  receiving  opiates 
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because  they  have  been  sleep  deprived  due  to  their  pain. 
Thus,  potential  drug-induced  sedation  should  be  carefully 
investigated  so  as  not  to  result  in  unnecessary  opiate 
dosage  reduction. 

Although  pain  remains  a major  challenge  for  clinicians, 
it  can  be  effectively  managed.  Several  recent  published 
guidelines  serve  as  thorough  resources  and  standards  for 
pain  management,  and  should  be  reviewed  by  all  clini- 
cians who  deal  with  pain. 
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CALL  FOR  PAPERS 

Members  of  the  Connecticut  State  Medical  Society 
reading  papers  before  other  organizations  are 
invited  to  submit  their  papers  to  the  Journal  for 
consideration.  Authors  preparing  manuscripts  for 
submission  to  Connecticut  Medicine  should 
consult  Information  for  Authors.  This  is 
published  in  most  issues  of  Connecticut  Medicine 
or  may  be  obtained  from  the  Journal  office. 
Adherence  to  the  instructions  will  prevent  delays 
both  in  acceptance  and  in  publication. 

Papers  prepared  on  a word  processor  should  be 
submitted  on  a diskette  along  with  the  hard  copy. 

Please  send  them  to: 

Robert  U.  Massey,  M.D. 

Connecticut  Medicine 
160  St.  Ronan  Street 
New  Haven,  CT  06511 


Wanted !!! 

Skilled  Medical  Volunteers 
MD,  RN,  PA,  EMT 

The  largest  athletic  event  in  1995  is  coming  to  New  Haven,  CT!  The  1995  International 
Special  Olympics  will  bring  over  6,500  athletes  and  17,000  coaches,  family  members, 
and  friends  from  120  countries.  In  addition,  the  Special  Olympics  will  bring  500,000 
spectators. 

We  need  a minimum  of  45,000  volunteer  hours  from  June  30  through  July  9,  1995. 

Please  sign  up  today. 

For  Information  Call  203-789-4003 
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Will  Managed  (are 
Consume  Your  Practice? 


At  Cancer  Treatment  Centers 
of  America™,  our  Affiliates 
Program  is  on  the  cutting  edge 
of  healthcare  innovation. 

Oncology  physicians  who 
join  the  Affiliates  Program 
have  access  to  clinical 
research  protocols,  extensive 
patient  support  programs, 
and  comprehensive  practice 
support. 

Practice  support  services 
include:  national  managed 
care  contracting,  clinical  out- 
come analysis,  direct  patient 


referrals,  financing,  group 
purchasing,  and  insurance. 

Our  approach  is  designed 
to  empower  physicians  to  pro- 
vide patient  care  which  is  effi- 
cacious, cost  effective,  and 
ethical.  And  our  philosophy  is 
simple.  You  take  care  of  the 
patients,  and  we  will  help  you 
with  all  of  the  rest. 

Consider  the  rewards  of  affili- 
ation with  Cancer  Treatment 
Centers  of  America™.  For  more 
information  please  call  us  at 
800/234-9113. 


OF  AMERICA 


3455  Salt  Creek  Lane  • Suite  200  • Arlington  Heights,  IL  • 60005-1090 


Doctor  From  India 
Builds  School  in  His  Hometown 


ALMOST  all  Americans  have  roots  in  other  lands. 

While  most  are  removed  by  several  generations  from 
those  who  made  that  leap  of  faith  across  borders  and 
oceans,  many  others  are  first-generation  Americans. 

Dr.  Sultan  “Sully”  Ahamed  is  one  such  pilgrim  but  he’s 
not  one  to  forget  his  origins. 

Dr.  Ahamed  was  recently  drawn  back  to  his  home 
village  of  Ilayangudi,  India,  (il-ee-yon-goo-dee).  This 


Reprinted  with  permission  from  Mystic  River  Press , by  Emmitt 
Brewington,  a free  lance  writer  for  Mystic  River  Press,  22  September 
1994. 


past  Christmas  season,  he  and  his  wife,  Ann,  and  daughter, 
Chandra,  traveled  to  Ilayangudi  to  view  the  project  he  was 
supporting  as  benefactor  for  the  past  three  and  a half 
years — a grade  school  for  the  children  of  his  hometown — 
The  Ilayangudi  Matriculation  School. 

“There  was  no  longer  a grade  school  in  Ilayangudi,  and 
it  was  absolutely  unsafe  and  unsatisfactory  for  them  to 
walk  long  distances  through  crowded  streets  to  attend 
kindergarten  and  elementary  school,”  Ahamed  said. 

“I  received  a letter  from  an  old  friend  still  living  there 
and  he  explained  the  situation  and  asked  for  my  help.  I 
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remember  the  close  calls  I’d  had  when  I was  a young  lad 
with  only  a bicycle  to  get  around  on,  and  knew  I had  to  do 
something  for  these  very  young  children.” 

Ahamed  contributed  enough  operating  capital  to  open  a 
small  kindergarten  and  preschool  in  an  existing  structure 
capable  of  holding  about  60  children. 

On  opening  day,  nearly  300  beautifully  eager  young 
faces  all  clad  in  their  uniforms  waited  at  the  gate  for  their 
first  day  in  Dr.  Ahamed’ s new  school. 

“It  took  me  three  years  of  planning  to  open  our  school 
for  60,  but  we  decided  at  once  to  keep  all  the  children  we 
possibly  could  and  immediately  built  thatched-roofed 
huts  to  accommodate  the  rest,”  Dr.  Ahamed  said.  “Just 
like  my  medical  practice  here  in  America,  I decided  no  one 
would  be  turned  away,  even  if  they  could  not  afford  the 
modest  tuition  of  three  to  five  rupees  per  month.  That’s 
only  about  10  cents.  Can  you  imagine  those  who  cannot 
afford  just  10  cents?” 

The  next  stage  of  planning  is  to  build  a facility  for 
grades  K through  five,  a structure  capable  of  holding  about 
300  to  400  students  adjacent  to  Ahamed’ s original  school. 


“Once  you  start  something  like  this,  it  wants  to  just  keep 
going;  but  let’s  face  it,  of  those  people  able  to  donate  to 
such  a cause  as  this,  few  are  willing  to  do  so,”  Dr.  Ahamed 
said. 

Dr.  Ahamed  relates  a bit  of  colonial  history  that  he  finds 
fascinating.  The  first  British  governor  of  his  region  in 
colonial  India  was  a Connecticut-born  Englishman.  He 
became  quite  wealthy  in  India  and  eventually  retired  in 
England,  but  he  didn’t  forget  his  native  home  of  Old 
Saybrook.  Before  he  died  in  1 72 1 , he  founded  a university 
in  Connecticut  named  in  his  honor. 

Sir  Ilihu  Yale,  like  Dr.  Sultan  Ahamed,  had  come  full 
circle. 


To  Help:  Anyone  interested  in  helping  to  continue  the  spon- 
sorship of  Ilayangudi  Marticulation  School  may  contact  Dr. 
Ahamed  at  his  office  at  203-886-5474. 


Position  Available 
Physician  Health  Program 

The  Connecticut  State  Medical  Society  seeks  applications  for  the  newly  created  position  of 
Medical  Director  for  its  statewide  Physician  Health  Program.  To  be  considered,  candidates  must 
possess  an  M.D.  degree  and  a current  Connecticut  physician’s  license.  Demonstrated  experience 
in  programs  providing  intervention,  treatment  and  monitoring  for  drug,  alcohol  and/or  physically 
or  mentally  impaired  professionals  is  desirable,  as  is  several  years  experience  in  the  field  of 
chemical  dependency.  ASAM  certification  is  an  important  additional  credential,  but  not  a 
requirement.  Administrative  and  managerial  experience  is  also  highly  desirable. 

This  is  a part-time  position.  Salary  will  be  commensurate  with  experience.  Deadline  for 
submitting  an  application  and  qualifications  is  DECEMBER  23,  1994.  Send  application  with 
curriculum  vitae,  in  confidence,  to; 

‘MEDICAL  DIRECTOR’ 

PHYSICIAN  HEALTH  PROGRAM 
Connecticut  State  Medical  Society 
160  St.  Ronan  Street 
New  Haven,  CT  065 1 1 
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ON  BEING  A DOCTOR 


Travel 

JOHN  T.  LYNN  HI,  M.D. 


AS  I pulled  the  morning’s  last  chart  from  its  wooden 
cradle,  I delighted  in  the  prospect  of  seeing  my 
patient  Carl  Swensen  again.  I was  selfish:  While  hearing 
about  Carl’ s health,  I always  learned  something  about  life. 

Our  eyes  met,  and  Carl  nodded  eagerly.  Tangled,  char- 
coal eyebrows  brushed  his  thick,  oil-smudged  lenses. 
Bony  shoulders  angled  forward,  and  slender  fingers,  pulled 
to  the  side  by  years  of  rheumatoid  arthritis,  curled  around 
the  corners  of  the  examination  table.  Long  legs  hung 
from  the  wide  silver  buckle,  engraved  with  the  word 
Colorado,  that  indented  his  thin  waist.  Soft  leather  shoes 
sympathetically  covered  his  feet. 

“This  ancient  temple  is  crumbling,  Doc,”  he  said,  push- 
ing each  word  out  of  the  smile  sculpted  on  his  face. 

I sensed  the  reason  for  his  visit. 

“Planning  a trip,  Carl?” 

“Yes,  and  I want  more  injections.” 

“Where  are  you  going  this  time?” 

“On  a mystery  tour.  The  travel  club  just  said  to  bring 
warm  clothes.  Our  last  cold  weather  trip  was  to  Kiev,  just 
before  Chernobyl  blew.”  He  grunted — his  way  of  laugh- 
ing— and  added,  “So  I have  to  be  ready  for  anything.” 

“I  guess  you’re  not  buying  nuclear  stocks  anymore,”  I 
ventured. 

I thought  about  the  fortune  I had  forfeited  over  the  years 
by  not  taking  Carl’s  advice  on  the  stock  market. 

“Only  doctors  would  buy  stock  in  Russian  power  plants,” 
he  replied,  almost  winking. 


Reprinted  with  permission,  from  JOHN  T.  LYNN  III,  M.D.,  Travel, 
Ann  Intern  Med  1994;  121:231. 

Requests  for  Reprints:  John  T.  Lynn,  MD,  Arthritis  Affiliates,  PC, 
801  North  Cascade  Avenue,  Suite  22,  Colorado  Springs,  CO,  80903. 


I shifted;  my  stool  squeaked. 

“When  did  you  catch  this  travel  bug?”  I asked. 

“The  bug  bit  me  in  November,  1918.  I was  nine  years 
old.  The  war  was  won,  and  Dad  was  coming  home  soon. 
We  felt  like  celebrating.  So  Mom  and  I took  the  Cumbres 
and  Toltec  narrow-gauge  railroad  from  Antonito  to 
Durango  to  visit  my  grandparents. 

“I  remember  pressing  my  nose  against  the  cold  train 
window  like  a puppy.  The  engine  steam  was  mixing  with 
dark  clouds  over  the  mountain.  I kept  tapping  my  feet, 
which  irritated  Mom,  but  I just  couldn’t  wait  to  see 
Grandpa.  He  grew  melons,  cherries,  peaches,  and  all  kinds 
of  apples  on  a farm  he  homesteaded.  Kept  Grandma 
canning,  day  in  and  day  out. 

“Grandpa  built  crates  to  ship  his  fruit  to  Utah.  To  get  his 
attention,  I stole  his  hatchet  one  summer  and  buried  it  in 
a cave.  That  cave  had  the  most  delicious  spring  water.  I 
still  dream  about  it.  When  Grandpa  couldn’t  find  his 
hatchet,  I swore  I didn’t  know  where  it  was.  It’s  probably 
still  buried  there.” 

I had  finished  painting  his  knees  with  antiseptic,  and, 
before  injecting  a local  anesthetic,  I warned,  “You’ll  feel 
a little  sting,  Carl.”  While  the  anesthetic  settled,  I begged, 
“Tell  me  more  about  the  train  trip.” 

He  stretched  his  knee  and  replied,  “Top  of  Cumbres 
Pass,  we  got  caught  in  a blizzard.  Everything  turned  a 
grayish- white  blur,  especially  my  mother’s  face  when  the 
engineer  told  us  we  were  stuck  in  15  feet  of  snow,  rocks, 
broken  trees,  and  dead  animals. 

“I  was  shivering  and  hungry.  In  those  days  there  were 
piles  of  coal  next  to  the  tracks  to  refuel  the  engine.  The 
men  kept  the  stove  burning  and  the  women  melted  snow 
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in  tin  coffee  cups.  The  boxcar  was  filled  with  apples, 
which  were  our  only  food!  We  ate  apples  for  dinner  and 
snowballs  for  dessert. 

“At  first  our  spirits  were  high,  but  it  wasn’t  like  being 
marooned  on  a Caribbean  island.  After  four  days  of 
nothing  but  snow  and  apples,  I was  afraid  they ’d  be  taking 
us  down  the  mountain  on  slabs  of  wood,  in  April. 

“Late  in  the  afternoon,  the  sun  broke  through,  then 
slipped  away.  The  sky  was  lavender.  And  there  was  this 
thin  silver  light  over  the  dark  ridge.  Pine  branches  were 
sagging  under  the  wet  snow.  My  eyes  were  young  then. 

“After  dinner — apples,  of  course — Mom  and  I stepped 
outside.  Every  star  in  the  universe  was  out  that  night — like 
the  gods  were  throwing  handfuls  of  sugar  at  each  other.  I 
was  freezing.  Mom  hugged  me  with  a tenderness  I’ll  never 
forget. 


“In  the  morning,  the  conductor  spotted  smoke  in  the 
canyon.  A few  hours  later  a big  steel  rotary  dug  us  out  of 
the  drift.  We  all  held  hands  and  sang  “America  the  Beau- 
tiful,” the  song  that  lady  wrote  on  the  top  of  Pikes  Peak.  I 
ran  outside  and  pitched  a few  apples  at  the  tree  trunks.” 

I had  injected  three  of  Carl’ s joints.  I sat  on  my  stool,  but 
my  mind  was  still  coming  down  the  mountain  on  that  train. 

Carl  stood,  letting  his  pant  legs  work  their  way  to  his 
shoes.  Beneath  his  pale  wrinkles,  I could  see  the  hopeful 
face  of  a nine-year-old  boy. 

“Doc,  when  are  you  taking  a vacation?”  he  asked. 

“I’m  lucky.  I feel  as  if  I travel  every  day — in  the  best 
possible  company,”  I replied. 

He  grunted,  and  we  shook  hands. 

I hustled  to  the  coffee  shop  next  door.  For  dessert  I 
ordered  apple  pie.  Each  bite  was  delicious. 


Hartford  Kicks  Off  National  Program 
to  Reduce  Suffering  of  Shingles  Patients 

A national  campaign  to  educate  Americans  about  the  need  for  early  treatment  for  shingles,  a painful  viral 
disease,  was  launched  November  2,  in  Hartford,  at  Hartford  Hospital.  STOP  (Screening  and  Treatment  to 
Overcome  Pain)  is  sponsored  by  the  National  Foundation  for  Infectious  Diseases  (NFID)  through  an  educational 
grant  from  SmithKline  Beecham.  NFID  is  a public,  nonprofit  foundation  dedicated  to  education  of  the  public  and 
professionals  about  infectious  disease.  STOP  provides  older  Americans  in  20  cities  with  education  and  free 
shingles  screening. 

Shingles  is  a painful  viral  disease  caused  by  the  varicella  zoster  virus  (VZV)  the  same  virus  that  causes  chicken 
pox.  Anyone  who  has  chicken  pox — at  least  90%  of  all  adults — can  develop  shingles.  Shingles  primarily  affects 
persons  over  age  50,  or  those  with  compromised  immune  systems  such  as  patients  with  HIV,  lymphoma, 
Hodgkin’s  disease  or  other  cancers.  Up  to  one  million  people  suffer  from  shingles  each  year. 

Early  symptoms  of  shingles  can  include  a localized  tingling  sensation,  numbness  and  sharp  or  burning  pain  that 
within  days  or  weeks  progresses  to  a blister-like  rash  that  occurs  in  the  same  area  as  the  pain.  In  most  cases  blisters 
appear  in  a band  across  the  torso,  but  may  occur  on  the  face,  heard  or  other  parts  of  the  body. 

“This  is  an  important  program  for  all  our  seniors  because  if  they  understand  the  early  signs  of  shingles  they 
can  seek  immediate  treatment  which  can  reduce  the  amount  of  time  they  might  suffer  from  sever  pain,”  said 
Hartford  Mayor  Michael  Peters. 

“Too  many  people  have  suffered  from  the  debilitating  pain  of  shingles.  But  now  there  is  hope.  Many  patients 
can  reduce  the  duration  of  chronic  and  painful  complications  if  they  seek  early  antiviral  treatment,”  said  Richard 
J.  Duma,  M.D.,  Ph.D.,  executive  director  of  the  NFID.  “By  screening  and  educating  people  about  recognizing 
the  early  signs  and  symptoms  of  shingles,  the  STOP  campaign  may  save  many  people  from  months  if  not  years 
of  pain  and  anguish,  provided  they  are  promptly  treated  when  they  develop  shingles.”  said  Dr.  Duma 

“We  want  to  reach  as  many  people  as  possible  with  the  information  they  need  to  recognize  the  early  warning 
signs  of  shingles,”  said  Dr.  Robert  Levitz,  Hartford  Hospital.  “ With  medication  now  available  that  can  reduce 
the  duration  of  postherpetic  neuralgia,  it’s  more  important  than  ever  for  patients  to  seek  immediate  treatment  of 
this  painful  infection.” 
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Patients,  Doctors  Snared  by  Bureaucracy 


STEVEN  WOLFSON,  M.D. 


OH  brave  new  world  that  hath  such  people  in  it.” 
Shakespeare’s  cry  was  made  in  wonder. 

Aldous  Huxley’s  Brave  New  World,  on  the  other  hand, 
was  an  ironic  characterization  of  a bleak  future  created  by 
a stifling  bureaucracy. 

The  same  withering  process  may  be  working  on  our 
health  care  system. 

Picture  this:  An  elderly  couple,  both  with  severe  medi- 
cal problems.  He  has  severe  kidney  disease. 

She  has  just  had  a stroke.  Prior  to  the  stroke,  she  was  her 
husband’s  care  giver.  She  drove  him  to  his  appointments 
and  gave  him  his  medications.  She  now  has  mixed  up  her 
own  medications.  He  may  have  been  taking  some  of  hers. 

She  is  unaware  of  the  extent  of  the  disability  that  the 
stroke  has  caused  her,  and  the  couple’s  two  daughters  live 
out  of  state. 

Both  husband  and  wife  are  ambulatory,  feeling  well  and 
improving  with  treatment. 

A major  problem  is,  however,  that  neither  seems  able  to 
take  their  medications  correctly. 

This  would  seem  to  be  the  ideal  circumstance  for  a 
home  health  agency  to  establish  oversight  and  supervi- 
sion, introduce  the  wife  to  a rehabilitation  program,  and 
see  to  it  that  both  these  old  people  take  their  medications, 
stay  in  their  home  and  avoid  the  necessity  for  hospitaliza- 
tion. 

What  actually  happened:  The  agency  arranged  for  a 
home  visit,  set  up  homemaker  services,  but  authorized 
nursing  visits  only  three  times  a week.  When  I called  and 
requested  daily  nursing  visits  to  be  sure  that  all  medication 
were  given  correctly,  this  request  was  refused. 

The  agency  stated  that  the  insurance  company  would 


STEVEN  WOLFSON.  M.D..  cardiologist.  New  Haven. 
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only  pay  for  three  visits  a week.  They  refused  to  challenge 
this  decision. 

So  I called  the  insurance  company.  They  stated  that  they 
would  not  authorize  more  frequent  nursing  visits  because 
the  home  health  agency  evaluation  indicated  that  this  was 
unnecessary. 

In  short,  it  was  a perfect  vicious  circle. 

Both  parties  blame  the  other,  and  neither  would  revalu- 
ate  the  situation  and  help  the  patient. 

I replied  that  the  only  alternative  left  to  me,  then,  was  to 
hospitalize  both  husband  and  wife  so  that  they  could 
receive  their  medications  appropriately. 

The  insurer  now  authorized  two  consecutive  days  of 
skilled  nursing  visits  and  a revaluation  on  the  third  day. 

By  this  time,  the  family  was  totally  disenchanted  with 
the  home  health  agency  because  its  evaluator  had  been 
unsympathetic  and,  in  fact,  hostile.  The  couple’s  children 
despaired  of  obtaining  the  help  their  parents  needed. 

Arrangements  were  made  locally  for  care  of  the  father. 

My  patient  went  home  with  one  of  her  children  to  New 
Jersey.  Over  the  next  weeks,  we  kept  in  touch  by  phone.  I 
monitored  her  laboratory  tests  and  suggested  medication 
changes.  If  she  had  had  more  difficulty,  however,  she 
would  have  had  to  see  physicians  in  New  Jersey  who  were 
unfamiliar  with  her  case. 

Gradually,  her  memory  improved  and  the  husband  and 
wife  are  now  home  together.  All  went  well,  but  her  care 
was  needlessly  complicated. 

The  treatment  of  this  woman  was  dictated  by  people 
who  did  not  know  her  and  did  not  care  about  her. 

If  this  is  to  be  the  future  of  health  care,  doctors  will  need 
to  defend  their  patients  against  an  indifferent  bureaucracy. 

We  must  do  this  to  meet  our  human  and  professional 
commitment,  but  it  will  be  harder  and  harder  as  the 
bureaucracy  grows. 

Is  this  the  brave  new  world  we  seek? 
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Physicians’  spouses  dedicated  to  the  health  of  America 


One  Choice  ...  One  Voice 


There’s  a saying  coined  by  a long-ago  patriot  that  says,  “Now  is  the  time  for  all  good  men 
to  come  to  the  aid  of  their  party.”  I’d  like  to  borrow  that  thought,  but  phrase  it  differently.  For 
me,  it  should  say,  “Now  is  the  time  for  all  physicians’  spouses  to  come  to  the  aid  of  the  Medical 
Alliance.”  Because  if  we  are  to  make  an  impact  on  the  issues  that  matter  today,  every 
physician’s  spouse — including  you  and  me — must  feel  ownership  in  the  Medical  Alliance  as 
the  organization  capable  of  making  a difference. 

That  is  why  I want  all  physicians’  spouses  to  think  One  Choice  ...  One  Voice.  The  choice 
is  membership  in  the  Medical  Alliance.  The  voice  is  tens  of  thousands  of  Medical  Alliance 
members  speaking  as  one.  I believe  it  will  take  One  Choice  ...  One  Voice  to  meet  the  three 
challenges  that  are  of  deepest  concern  to  every  physician  and  physician’s  spouse  in  America: 
the  health  of  the  American  people,  continued  excellence  in  medical  education,  and  a legislative 
and  regulative  environment  that  lets  physicians  do  what  they  do  best — deliver  the  finest 
medical  care  in  the  world. 

Whether  we  meet  those  challenges  will  depend  on  the  willingness  of  all  of  us  to  work 
together  as  a team  with  each  other,  with  our  medical  societies,  and  with  our  communities.  We 
need  to  de-emphasize  our  differences,  and  re-emphasize  what  we  have  in  common.  We  need 
to  de-emphasize  what  pulls  us  apart  and  re-emphasize  what  brings  us  together.  We  need  to  de- 
emphasize  the  issues  that  deter  us  from  our  mission,  and  re-emphasize  our  desire  for  improved 
health  and  health  care  for  all. 

One  Choice:  Medical  Alliance  membership.  One  Voice  to  accomplish  all  of  our  goals. 

Please  make  the  choice  of  membership  so  we  have  your  voice  to  stop  the  American  epidemic 
of  violence,  to  prevent  the  growing  problem  of  AIDS  and  HIV,  to  help  adolescents  through  the 
turbulent  years,  to  meet  the  challenge  of  health  system  reform.  I look  forward  to  receiving  your 
positive  response  at  AM  A Alliance  Headquarters,  515  N.  State  St.,  Chicago,  IL  60610. — 
Barbara  Tippins,  AMA  Alliance  President 
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Don’t  Mourn  the  Death  of  Health  Care  Reform 


JOHN  PETER  BIGOS,  M.D. 


HEALTH  care  reform  is  dead,  another  victim  of  legis- 
lative gridlock.  The  public  may  be  disappointed  by 
this  frustrating  year  of  health-reform  debate,  but  as  a 
physician  on  the  front  lines  of  our  health  care  system  every 
day,  I am  relieved. 

As  the  year  progressed,  it  became  increasingly  apparent 
that,  in  the  rush  to  pass  some  kind  of  reform  before  the 
November  elections,  Congress  was  poised  to  violate  the 
most  basic  health  care  principle.  It  is  found  in  the 
Hippocratic  writings:  First  do  no  harm. 

The  United  States  has  one  of  the  best  health-care  sys- 
tems in  the  world.  And  the  Connecticut  has  one  of  the  best 
health-care  systems  in  the  United  States. 

• Average  claim  costs  in  Connecticut  are  below  the 
national  average,  according  to  a major  insurer’s  data. 

• At  8%  of  gross  domestic  product,  Connecticut  spends 
less,  as  a percentage  of  per  capita  income,  than  46 
other  states  for  hospital,  physician,  and  pharmaceuti- 
cal services. 

• Hospital  expenses  in  Connecticut  are  19.9%  below 
those  in  Massachusetts  or  New  York. 

• Connecticut  is  expected  to  have  a surplus  of  2,887 
acute-care  hospital  beds  by  1997,  and  3,457  by  2002. 

Connecticut  residents  should  be  particularly  wary  of 
the  direction  of  health-care  reform  in  the  coming  year.  We 
must  avoid  getting  trapped  in  another  debate  guided  more 
by  politics  and  public  relations  than  the  real  issues:  Who 
will  pay  for  care,  who  will  administer  it,  and  how  will 
quality  be  preserved? 


JOHN  PETER  BIGOS,  M.D.,  practices  pulmonary  medicine  in  New 
London.  “Don’t  Mourn  the  Death  of  Health  Care  Reform”  was  also 
published  in  the  Hartford  Courant  on  5 October  1994. 


When  a physician  is  faced  with  a critically-ill  patient, 
expediency  is  not  the  first  priority.  Physicians  are  trained, 
when  in  doubt,  to  do  nothing  and  gather  data  first.  Then 
they  lay  out  a plan  that  will  result  in  a successful  outcome. 
Members  of  Congress  and  the  Clinton  administration 
would  do  well  to  follow  a similar  strategy.  Instead  of 
dealing  with  1,400-page  bills,  they  should  look  at  the  few 
hundred  words  in  the  Hippocratic  Oath. 

The  cornerstone  of  our  health-care  system  is  quality. 
We  have  the  finest  medical  technology  and  research  in  the 
world.  We  not  only  have  the  most  highly-trained  physi- 
cians in  the  world,  but  we  produce  more  new  breakthrough 
drugs  than  any  other  country. 

Connecticut  contributes  to  this  excellence.  The  bio- 
medical industry  is  the  state’ s largest  employer,  providing 
169,000  jobs  in  1993.  Although  we  have  only  1%  of  the 
country’s  population,  we  are  responsible  for  3.9%  of  the 
country’s  pharmaceutical  industry  output. 

Yet,  health-care  reform  proposals  circulated  in  Con- 
gress this  year  would  have  threatened  this  type  of  quality 
by  putting  price  controls  on  drugs  and  limiting  the  ability 
of  physicians  to  prescribe  the  treatments  they  think  are 
appropriate. 

Cost,  the  other  flash  point  of  the  debate,  also  got  lost  in 
rhetoric. 

Congress,  especially  in  an  election  year,  is  notoriously 
shortsighted.  Many  proposals  on  the  table  would  have 
saved  money  in  the  short  term  only  to  raise  health-care 
costs  overall.  For  example,  some  plans  could  have  limited 
access  to  prescription  drugs  because  of  their  costs,  even 
though  those  drugs  might  help  a patient  avoid  surgery  later 
in  life,  surgery  that  could  cost  10  times  more  than  the 

medication.  

Continued  on  next  page 
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YOCON' 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient’s  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1-3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 -3-4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  V2  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 

64  North  Summit  Street 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
(800)  237-9083 


This  country  was  built  on  freedom:  freedom  of  choice 
in  relation  to  health;  freedom  of  the  patient  to  choose  his 
or  her  physician;  and  freedom  of  physicians  to  choose  the 
course  of  treatment  they  think  is  appropriate  for  each 
patient. 

A fundamental  premise  dating  to  Hippocrates  is  that 
physicians  must  be  free  to  make  decisions  always  in  the 
interest  of  their  patients.  Actuarial  considerations  or  con- 
siderations placed  upon  us  by  government  strike  at  the 
heart  of  a sound  and  ethical  relationship  between  a physi- 
cian and  a patient. 

As  Lewis  Carroll  wrote  in  Alice  in  Wonderland , it  does 
not  matter  what  road  you  take  if  you  do  not  know  where 
you  are  going. 

This  year’s  health-care  legislation  efforts  would  have 
led  us  on  a path  the  consequences  of  which  would  have 
harmed  future  generations  far  into  the  next  century.  Let’s 
hope  the  next  Congress  has  the  sense  to  approach  health- 
care reform  with  at  least  as  much  caution  as  I,  as  a 
physician,  approach  my  patients. 


CALL  FOR  PAPERS 

Members  of  the  Connecticut  State  Medical  Society 
reading  papers  before  other  organizations  are 
invited  to  submit  their  papers  to  the  Journal  for 
consideration.  Authors  preparing  manuscripts  for 
submission  to  Connecticut  Medicine  should 
consult  Information  for  Authors.  This  is 
published  in  most  issues  of  Connecticut  Medicine 
or  may  be  obtained  from  the  Journal  office. 
Adherence  to  the  instructions  will  prevent  delays 
both  in  acceptance  and  in  publication. 

Papers  prepared  on  a word  processor  should  be 
submitted  on  a diskette  along  with  the  hard  copy. 

Please  send  them  to: 

Robert  U.  Massey,  M.D. 

Connecticut  Medicine 
160  St.  Ronan  Street 
New  Haven,  CT  065 1 1 
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Attorney  Responsibility  and  Tort  Reform 


PETER  R.  DODDS,  M.D. 


EFFORTS  to  control  the  cost  of  health  care  should 
reasonably  include  an  attempt  to  reduce  waste  and 
inefficiency  in  our  system  of  judging  medical  malpractice. 
Revisions  in  this  area  should  not  interfere  with  the  legiti- 
mate goals  of  malpractice  litigation  which  are  to  compen- 
sate patients  who  are  injured  by  negligence  and  to  discour- 
age substandard  care.  Unfortunately,  misguided, 
uncontrolled,  and  often  unsuccessful  litigation  has  driven 
up  the  cost  of  medical  care  while  in  many  cases  accom- 
plishing little  besides  the  harassment  of  competent  and 
caring  physicians.  A system  which  should  act  as  a respon- 
sible form  of  oversight  has  become  abusive  at  times  to  the 
point  of  social  dysfunction. 

An  example  of  this  irresponsibility  is  the  case  of  a 
physician  from  New  Britain,  Connecticut,  who  was  sued 
for  refusing  to  grant  medical  clearance  for  the  plaintiff  to 
play  college  sports.  The  athlete,  who  should  have  listened 
to  his  physician’s  concerns  regarding  his  cardiac  status, 
subsequently  collapsed  and  died  while  playing  basketball 
in  Europe.  While  the  charges  were  dropped  against  the 
physician,  it  is  judicial  tyranny  when  physicians  who  are 
practicing  exemplary  medicine  are  subjected  to  time  con- 
suming and  emotionally  draining  litigation.  It  is  also 
unconscionable  for  patients  to  have  to  pay  indirectly  for 
the  high  insurance  premiums  necessary  for  the  defense  of 
physicians  who  never  should  have  been  sued  in  the  first 
place. 

We  have  an  unhealthy  judicial  system  in  which  lack  of 
merit  is  not  an  obstacle  to  litigation.  While  the  state 
legislature  had  intended  that  medical  experts  would  screen 
malpractice  cases,  trial  attorneys  have  been  able  to  cir- 
cumvent this  potentially  powerful  control  by  purchasing 
opinions  from  professional  witnesses  who  are  known  in 
legal  slang  as  “hired  guns”  or  “whores.”  Connecticut 
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physicians  are  confronted  with  a system  in  which  there  is 
no  guarantee  that  competent  care  and  expensive  defensive 
medicine  will  necessarily  shield  them  from  litigation. 

Legal  theorists  have  argued  that  malpractice  litigation 
based  on  contingency  payments  is  regulated  by  financial 
pragmatism.  Judge  Guido  Calabresi,  formerly  the  dean  of 
the  Yale  Law  School,  is  quoted  as  explaining  the  self- 
regulation as  follows,  “A  lawyer  is  not  likely  to  take  a bad 
case  ...  since  he  or  she  is  not  going  to  get  paid  if  it’s  a bad 
case.”1  This  simplistic  view  of  civil  litigation  certainly 
does  not  apply  to  malpractice  law  because  it  is  based  on  the 
false  assumptions  that  litigation  is  overwhelmingly  suc- 
cessful and  that  there  is  no  incentive  for  suing  other  than 
the  expectation  of  winning  a rational  jury  verdict. 

Statistics  from  both  Connecticut  and  New  Jersey  reveal 
that  malpractice  attorneys  lose  approximately  75%  of 
cases  that  they  take  all  the  way  to  a jury  verdict.2  3 While 
some  lawsuits  are  settled  by  defendants,  national  statistics 
suggest  that  malpractice  attorneys  win  or  settle  fewer  than 
30%  of  the  cases  they  file.4  The  astonishing  lack  of  quality 
control  in  malpractice  litigation  has  been  compared  to  a 
hypothetical  operating  room  in  which  surgeons  are  al- 
lowed to  operate  on  the  wrong  extremity  in  three  out  of 
four  cases. 

While  only  trial  attorneys  know  their  motivation  for 
filing  lawsuits,  there  are  two  incentives  for  filing  suits 
other  than  the  belief  that  they  have  a compelling  case:  1 ) 
practice  development  and  2)  an  attempt  to  extort  a settle- 
ment. 

Trial  attorneys  develop  their  skills  largely  through 
practical  experience  rather  than  during  a prolonged  super- 
vised residency  program  like  physicians.  One  explanation 
for  the  large  percentage  of  unsuccessful  malpractice  law- 
suits is,  therefore,  that  some  attorneys  may  be  suing 
physicians  for  trial  experience  rather  than  because  there  is 
compelling  evidence  of  medical  malpractice. 
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The  second  part  of  practice  development  is  media 
exposure.  This  principle  was  exemplified  by  a Connecti- 
cut attorney  who  appeared  on  a television  show  along  with 
a patient  who  believed  that  physicians  should  have  been 
able  to  save  one  of  his  eyes  after  it  was  punctured  by  a 
piece  of  metal.  Despite  the  dubious  nature  of  the  com- 
plaint, the  media  exposure  afforded  the  attorney  an  oppor- 
tunity to  bash  physicians  for  drug  and  alcohol  abuse  as 
well  as  lack  of  obstetrical  training.  With  great  confidence 
the  attorney  informed  the  audience  that  obstetricians  just 
don’t  care  if  they  deliver  a baby  with  cerebral  palsy  unless 
they  are  sued.  Regardless  of  the  merits  of  a particular 
lawsuit,  the  publicity  allows  an  attorney  to  inflame  public 
opinion  against  physicians  and  to  portray  him  or  herself  as 
a recognized  patient  advocate. 

While  extortion  may  be  a harsh  term  to  use  for  an 
accepted  part  of  our  judicial  system,  this  is  the  word  used 
by  Connecticut  judge  Robert  Satter  to  describe  the  induce- 
ments to  settle  nuisance  cases.5  Malpractice  lawsuits  are, 
in  fact,  frequently  settled  even  when  they  are  considered 
medically  defensible.3  With  an  average  cost  of  approxi- 
mately $25,000  to  successfully  defend  each  doctor  em- 
broiled in  a meritless  lawsuit,  insurance  companies  have 
traditionally  been  willing  to  pay  a settlement  just  to  make 
the  problem  go  away.  The  most  expensive  suits  to  defend 
are  “fishing  expeditions”  in  which  the  plaintiffs  attorney 
enters  a trial  without  a specific  theory  of  wrongdoing  and 
then  laboriously  casts  about  for  some  reason  to  blame 
some  physician  for  some  problem  that  the  plaintiff  might 
have.  These  nebulous  suits  may  tie  up  a court  for  months 
and  may  cost  more  than  $100,000  to  successfully  defend. 

Physicians  have  also  been  tempted  to  settle  cases  rather 
than  face  the  unflattering  exposure  of  a malpractice  law- 
suit. A physician  who  is  eventually  found  innocent  of 
wrongdoing  will  have  been  publicly  vilified  by  the 
plaintiffs  attorney  in  the  courtroom  and  possibly  in  the 
media.  This  is  especially  problematic  since  the  attorney 
who  is  lambasting  the  physician’s  conduct  is  not  under 
oath  to  tell  the  truth,  let  alone  the  whole  truth  and  nothing 
but  the  truth. 

It  has  been  accepted  in  the  Connecticut  judicial  system 
that  an  expensive,  humiliating,  and  time-consuming  trial 
is  a reasonable  penalty  for  refusing  to  settle  a nuisance 
suit.  In  discussing  the  attorney’s  role  in  these  cases,  Judge 
Robert  Satter  states,  “The  plaintiff’s  lawyer,  either  from 
pride,  shame,  or  avarice,  will  usually  not  admit  his  case 
lacks  merit  and  agree  to  withdraw  it.”5  It  is  of  little 
consolation  that  physicians  will  be  exonerated  in  the  great 
majority  of  these  cases. 

Physicians  frequently  blame  irrational  or  capricious 
juries  for  unreasonable  judgments.  Often  mentioned  is  the 
case  of  a Pennsylvania  jury  which  awarded  a woman 
$988,000  when  she  complained  that  she  lost  her  psychic 
powers  following  a CAT  scan  of  the  head.  While  physi- 


cians justifiably  ridicule  the  verdict  of  this  jury,  we  should 
more  appropriately  condemn  a judicial  system  which 
allowed  a radiologist  to  be  tried  on  the  charges  in  this  case 
regardless  of  the  eventual  outcome. 

Of  some  reassurance  is  a study  of  malpractice  cases 
from  New  Jersey  which  demonstrated  that  unreasonable 
jury  decisions  are  less  common  than  physicians  might 
have  imagined.3  If  juries  can  in  general  sort  out  actual 
malpractice  from  unworthy  cases  at  the  time  of  trial  then 
there  is  no  reason  that  malpractice  attorneys  cannot  show 
at  least  equally  good  judgment  in  screening  cases  before 
they  are  taken  to  court.  In  Connecticut,  where  state  courts 
are  backlogged  for  approximately  3 1 months,  it  is  unac- 
ceptable that  patients  with  worthy  lawsuits  are  made  to 
wait  in  line  behind  patients  with  frivolous,  poorly  thought- 
out,  or  even  nonsensical  complaints. 

Tort  reform  should  establish  a balance  of  the  right  of 
patients  to  sue  their  doctors  with  the  right  of  doctors  who 
are  innocent  of  wrongdoing  not  to  be  harassed  by  lawsuits. 
Deterrents  are  clearly  required  to  discourage  irresponsible 
attorneys  from  taking  unworthy  suits  all  the  way  through 
our  courts.  I would  offer  three  suggestions  for  tort  reform 
which  would  weed  out  considerable  nonsense  from  mal- 
practice litigation  without  interfering  with  the  compensa- 
tion of  compelling  cases. 

1.  Let  malpractice  attorneys  face  responsibility  for 
their  use  of  public  courtrooms  by  making  their  won/ 
loss  record  in  trials  available  to  the  public. 

2.  Require  the  Connecticut  Bar  Association  to  design 
an  educational  peer  review  for  unsuccessful  mal- 
practice lawsuits  to  determine  why  they  failed,  eg, 
unworthy  case,  jury  error,  or  possibly  attorney  mal- 
practice. 

3.  Require  the  plaintiffs  in  losing  malpractice  litigation 
to  pay  the  court  costs,  the  defense  costs  of  the 
physician,  and  the  time  lost  from  work  for  the  physi- 
cian. 

We  should  not  be  content  to  pass  along  our  staggering 
malpractice  insurance  premiums  to  patients.  We  should 
work  tirelessly  to  improve  quality  control  in  our  practices. 
We  should  also  let  state  legislators  and  members  of  the  bar 
know  that  we  expect  an  attempt  at  quality  control  in  our 
system  of  judging  medical  malpractice. 
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The  Physician  as  Poet 


Netzah 

[Eternity] 

Could  I have  died  so  soon. 

So  soon  that  my  cries 
Were  silenced  in  your  womb? 

So  soon  that  I’ll  never  touch 
Your  breast  nor  feel 
Your  hands  caress 
My  brow? 

So  soon  that  you  never  got 
To  sigh  and  cry 
Sweet  tears  of  joy, 

For  your  first  child, 

Your  first  born  boy? 

Could  I have  died  so  soon? 


Commencement 

I bear  today 

A countenance  of  promised  dreams; 
Sanguine  visions  sweetened  with 
Maytime  baskets 
Of  floral  scents  and  sights 
To  smile  upon  the  face  of 
Spring’s  delights.  And  while 
The  frosted  tears  of  winter’s  cry 
Melt  and  flood  the 
Mountain  streams, 

I pause  to  wipe  the  joyful  tears 
I’ve  cried 

For  my  daughter’s  life  and  being, 

And  her  countenance  of  promised  dreams 

1993 


I suspect  not, 

For  I felt  the  passion 
Of  your  love  around  me 
As  my  heartbeats  slowed. 

Then  stopped. 

As  I lay  motionless, 

I heard  the  misery 
In  your  cries  that 
I would  not  be  born  alive 
And  wondered,  why? 

Yesterday  father,  you  fathered  me. 
Today  dear  mother,  you  birthed  me. 
I was  there,  You  were  there. 

We  all  stood  witness. 

I heard  your  whispers, 

That  you  love  me. 

I heard  you  tell  each  other 
How  beautiful  I was  viewed 
In  my  eternal  quietude. 

I even  felt  your  soft  caress 
As  you  held  me  to  your  breast. 

On  this  morn,  mourn  not  for  me. 
With  ethereal  grace  I have  a name. 

I have  a home,  I have  a life  . . . 

To  live  through  all  eternity. 

1994 


Saline 

I grasped  his  strong  hand 
weeping  edema  beneath 
mottled  skin  and 
pulsed  coded  messages. 

Then  with  a kiss 

placed  gently  upon  his  brow, 

withdrew,  and  said  good-bye. 

Around  us,  aprons  of  sand 
embroidered  shores  of  saline  oceans. 
Inland,  grasses  wove  their  tapestries. 
Grains,  blades  and  salted  pools  mingle; 
reservoirs  for  creation, 
repositories  for  death. 

Silent  is  our 

morning’s  song, 

lost  our  morning’s  glory. 

The  grasses,  stilled  by  quiet  winds  sleep 

day-long  now.  Rays  of  crimson  sunbeams 

like  thorns,  pierce 

the  clouds  of  our  despair 

as  our  dissonant  cries  fade 

into  nothingness. 

1993 
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The  Morning  Dove 

By  reason  unexplained 
came  the  wrath  of  nature’s 
will  and  pain  upon  an  olive  tree, 
to  cleave  unequal  its  fair  soul 
and  hurl  each  fracture  into 
stormy  destiny.  And  as  time 
and  hope  and  prayer 
within  an  earthen  womb 
nurtured  tendril  branches 
where  buds  and  blossoms  bloom, 

I cried,  for  I was  first  to 
see  a morning  dove  bear  a leaflet 
in  the  Spring  and  fly 
homewards...  for  eternity. 

1994 


Sean 

The  moon’s  thin  crescent 
casts  dim  spears 
of  speckled  light  upon  the 
path  I walked  this  night 
with  your  hands  in  mine. 

And  although  darkness 
hovers  close  above  our  bodies, 
warmed  with  dew’s  sweet  tears, 
you  turn  your  eyes  to  mine 
to  see  the  embers  shine 
and  burn  to  ash  all  despair 
within  the  abyss  of  my  soul 
and  praise  tomorrow’s  scented  air 
I breath,  for  now,  my  body’s  whole. 

1994 

Michael  R.  Berman,  M.D 
Branford,  Conn. 


National  Diabetes 
Month 


If  you  have  diabetes,  you  are  at  a much 
greater  risk  of  losing  your  sight. 


Prevent  Blindness  Connecticut 
urges  you  to  get  a complete  eye  exam 
annually  if  you  have  diabetes. 

Call  today  for  a free  copy  of  " Diabetic 
Retinopathy.  ” Other  free  information  is  also 
available. 


PREVENT  BLINDNESS 
=5  £=  CONNECTICUT 

(800)  850-2020 

PREVSTT  BLINDNESS. 

The  sight-saving  people 
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Guest  Editorial 


Primary  Care  Doctor  or  Generalist? 

EDWARD  J.  VOLPINTESTA,  M.D. 


THE  more  I think  about  it.  the  more  I am  convinced  that 
the  term  “primary  care”  has  worn  out  its  usefulness. 
It  creates  confusion  more  often  than  not. 

Sometimes,  it  even  causes  arguments  among  colleagues. 
This  happened  to  me  recently  while  I was  talking  to  a 
fellow  physician.  He  was  a cardiologist  who  also  provided 
primary  care  services  to  many  of  his  patients.  He  was 
offended  because  he  was  not  considered  by  some  of  us  in 
the  primary  care  community  to  be  a genuine  primary  care 
doctor. 

In  these  days  of  managed  care,  one's  professional  label 
greatly  affects  one' s livelihood.  Deep  down  I sympathized 
with  him.  Y et.  as  a family  practitioner  my  instincts  told  me 
there  was  a difference  in  the  way  we  treated  our  general 
medical  patients. 

After  all,  he  was  a cardiologist.  His  area  of  practice 
depended  greatly  on  the  data  retrieved  from  highly  sophis- 
ticated technology.  He  read  different  medical  journals 
from  those  that  I did.  For  example,  I don't  regularly  read 
any  particular  specialty  journal  that  is  devoted  to  a single 
organ  system  or  disease.  Most  of  my  reading  is  in  the 
general  medical  category.  I even  find  some  of  the  so- 
called  “throw  aways”  very  helpful. 

I also  imagined  that  he  sacrificed  a great  deal  of  time 
and  energy  keeping  current  in  his  special  area  of  interest. 
It  is  true  that  his  basic  training  as  an  internist  qualified  him 
to  care  for  a wide  range  of  medical  problems,  but  I still  felt 
that  there  was  a fundamental  difference  between  me  as  a 
“real  primary  care  physician”  and  him  as  a cardiologist 
who  provided  primary  care  services. 

Though  there  is  no  single  disease  that  particularly 
interests  me,  there  are  some  that  I happen  to  feel  more 
competent  at  than  others.  Chronic  obstructive  pulmonary 

Bethel  Medical  Group.  PC.  Bethel. 


disease  is  one  of  them.  Oncology  is  not.  After  20  years  in 
practice  the  ICU  is  becoming  a foreign  place  and  I have 
trouble  understanding  the  language  spoken  there.  I thought 
I spent  a lot  of  time  cultivating  my  doctor-patient  relation- 
ships but  I guessed  that  he  did  too. 

Finally,  I decided  that  probably  the  greatest  difference 
between  us  is  that  I may  be  more  comfortable  with  “uncer- 
tainty" than  he  is,  which  means  I may  be  more  willing  than 
he  to  adopt  a “wait  and  see”  attitude  with  my  patients.  The 
chances  are  also  good  that  I order  less  tests  than  he  does. 

As  our  badinage  continued.  I kept  trying  to  think  of 
other  differences.  I thought  that  his  personality  which 
drew  him  into  a specialty  in  the  first  place  was  probably 
more  turned  on  by  the  science  of  medicine  than  mine.  I was 
grateful  that  there  are  people  like  him  around  because  I 
depend  on  them  everyday  to  help  me  care  for  my  patients. 

Unfortunately  we  were  both  defending  our  turfs  and 
neither  of  us  had  the  sense  to  slow  down  and  compare  how 
we  approached  general  medical  problems.  That  level  of 
conversation  would  have  required  a degree  of  objectivity 
that  neither  of  us  had  at  that  moment.  As  a friend  of  mine 
is  fond  of  saying  “when  the  voice  of  prejudice  takes  over, 
the  voice  of  reasoning  cannot  be  heard. ” 

We  finished  our  conversation,  both  convinced  that  the 
other  was  wrong.  All  because  of  a disagreement  over  the 
words  “primary  care." 

I am  sure  that  the  talk  we  had  is  repeated  hundreds  of 
times  every  day  whenever  physicians  debate  the  issue  of 
primary  care.  Considering  this,  it  surprises  me  that  the 
historical  genesis  of  the  term  “primary  care"  is  never 
brought  up  when  these  arguments  arise.  After  all.  it  might 
help  us  to  understand  why  we  disagree. 

I believe  that  the  expression  "primary  care"  was  first 
used  by  Kerr  White  et  al  in  1961  in  an  article  entitled  "The 
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Ecology  of  Medical  Care.”  It  appeared  in  the  New  En- 
gland Journal  of  Medicine. 

In  that  article  the  authors  made  reference  to  the  “pri- 
mary continuing  medical  care”  provided  by  general  prac- 
titioners and  contrasted  it  to  the  “episodic  consultant”  care 
of  hospital  specialists.  Thus  it  seems  fair  to  state  that  the 
original  purpose  of  “primary  care”  was  simply  to  describe 
the  type  of  care  rendered  by  general  practitioners. 

I think  its  original  meaning  was  quite  clear.  However, 
the  insurance  industry  distorted  it  when  they  introduced 
labels  like  “primary  care  providers.” 

The  usage  of  these  new  expressions  was  such  that  any 
physician  who  provided  a primary  care  service  was  con- 
sidered a primary  care  doctor.  Today  “primary  care  pro- 
vider” includes  nurse  practitioners  and  physician  assis- 
tants as  well. 

These  new  labels  preempted  “general  practice.”  In 
addition,  the  overwhelming  attention  given  to  specialty 
medicine  over  the  past  three  decades  made  it  appear  as  if 
general  practice  were  out-moded  and  would  be  taken  over 
by  specialists  working  with  nurse  practitioners  and  physi- 
cian assistants. 


This  indifference  towards  general  practice  peaked  dur- 
ing the  1960s  and  1970s.  Its  legacy  is  apparent  everytime 
we  hear  “G.P.”  used  in  a derogatory  tone  of  voice. 

It  is  ironic  and  a poignant  lesson  about  the  power  of 
language  that  the  words  which  were  introduced  to  sim- 
plify reimbursements  to  physicians  have  inadvertently 
caused  so  much  disagreement. 

It  is  important  to  remember  that  at  best  words  only 
approximate  what  they  try  to  describe  or  express.  They 
should  help  us  to  understand  the  world  we  live  in  and  to 
communicate  clearly  with  each  other.  When  they  lose  that 
capacity  we  should  discard  them  and  look  for  better  ones. 

“Generalist”  is  being  used  more  frequently  in  the 
literature  and  in  our  daily  conversations.  It  is  more  mean- 
ingful and  has  more  definiteness  than  “primary  care  phy- 
sician.” It  symbolizes  the  work  done  by  family  practitio- 
ners and  general  internists  and  general  pediatricians. 

“Generalist”  is  closer  to  the  soul  of  general  practice 
which  is  what  this  controversy  is  all  about  in  the  first  place. 
If  we  can  agree  on  what  it  means  and  protect  it  from 
distortion  it  should  serve  us  well.  It  may  make  our  delib- 
erations more  productive.  Maybe  even  more  friendly. 
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Interactions 

Medical  Staff  Leadership  Conference  — January  13  -1 5,  San  Antonio,  Texas 


Health  system  reform  might  seem  like  a never-ending  battle, 
but  with  leadership,  vision,  and  perseverance,  you  and  your 
medical  staff  can  overcome  any  obstacle.  Learn  what  it  takes 
to  succeed  in  today’s  rapidly  changing  environment.  Come  to 
Interactions  in  beautiful  San  Antonio,  Texas,  January  13-15. 

Experience  a new  way  of  thinking 
about  the  future. 

This  year’s  conference,  “Physician  Empowerment  and 
Teamwork  in  a Changing  Environment,”  will  help  you 
experience  a change  of  perspective  on  the  21st  Century. 

Learn  how  to  manage  change. 

During  Interactions , we  will  address  emerging  trends  in 
health  care  delivery  and  how  best  to  manage  them.  Among 
the  trends  we  will  discuss  are: 

• Physician/hospital  • Physician  autonomy 

relationships  • Resource  allocation 

• Economic  competition  • Regulatory  constraints 

Gain  new  leadership  skills. 

Special  emphasis  will  also  be  placed  on  developing  and 
refining  your  strategic  planning,  team  building,  and  com- 


munication skills.  Each  participant  will  learn  how  to  be  a 
more  effective  arbitrator,  facilitator,  manager,  negotiator, 
problem  solver,  and  peacemaker. 

Your  team  leaders. 

Sponsored  by  the  American  Medical  Association,  in  cooper- 
ation with  the  National  Association  Medical  Staff  Services 
and  the  Texas  Medical  Association , this  conference  features 
well  known  experts  from  the  health  care  field. 

Who  should  attend. 

The  curriculum  is  designed  to  benefit  experienced  and  newly 
elected  or  appointed  medical  staff  leaders,  including:  chiefs 
of  staff,  department  chairs,  vice  presidents  of  medical  affairs, 
medical  staff  committee  chairs,  and  medical  staff  services 
professionals*  Bring  a team  from  your  hospital! 

For  more  information  or  to  register,  call  800  621-8335. 

* The  AMA  designates  th e Interactions  conference  for  18 
credit  hours  of  Category  1 of  the  Physician’s  Recognition 
Award  of  the  AMA. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 
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50  Years  Ago 

From  The  Connecticut  State  Medical  Journal 
November  1944 

Horace  Wells 


WALTER  H.  JACOBS,  D.D.S.,  New  York,  N.  Y. 


OF  the  many  wonderful  advances  made  during  the 
history  of  the  world  few  have  given  greater  comfort 
to  humanity  than  the  conquest  of  surgical  pain.  Little  do 
we  appreciate,  in  these  days  when  we  take  for  granted  our 
modern  conveniences,  the  solace  and  consolation  of  that 
soothing  sweet  sleep — anesthesia!  We  accept  it  today  as  a 
necessity,  with  never  a thought  as  to  how  our  ancestors 
must  have  suffered  without  its  blessings  even  less  than  one 
hundred  years  ago.  Gone  are  the  agonizing  screams  of  the 
surgical  ward,  and  the  operation  room  is  no  longer  looked 
upon  with  the  terrifying  fear  of  a torture  chamber. 

From  the  earliest  time  man  has  tried  to  conquer  that 
most  horrible  of  sensations — pain.  One  of  the  earliest 
references  we  have  is  in  the  second  chapter  of  Genesis, 
Verse  21,  “And  the  Lord  God  caused  a deep  sleep  to  fall 
upon  Adam,  and  he  slept;  and  He  took  one  of  his  ribs,  and 
closed  up  the  flesh  instead  thereof.”  The  Egyptians  used  a 
concoction  of  Indian  hemp  and  poppy  juice  to  induce 
drowsiness  before  an  operation.  Hemlock  and  mandrake 
were  known  to  the  Orientals  and  the  Greeks. 1 The  Assyrians 
practised  compression  of  the  carotid  arteries  before  opera- 
tion. In  Roman  times,  to  ease  the  death  of  crucifixion,  a 
vinegar  mixed  with  myrrh  was  given  to  the  victim.  Chi- 
nese medical  literature  dating  back  to  pre-Christian  eras  is 
full  of  references  to  the  use  of  stupefying  drugs.2  Com- 
pression of  nerve  trunks  for  the  abolition  of  pain  is  of  an 
old  unknown  origin  and  was  revived  by  Guy  de  Chauliac 
and  Ambrose  Pare  in  the  middle  ages.  Anesthesia  by 
reduction  of  the  temperature  of  a part  of  the  body  through 
the  application  of  cold  was  introduced  in  the  middle  of  the 
sixteenth  century.3  Guy  de  Chauliac  used  sponges  soaked 


Reprinted  from  the  Dental  Cosmos  for  September  1935.  Reprinted 
from  the  Connecticut  State  Medical  Journal,  November  1944. 


in  the  juice  of  opium,  hyoscyamus,  lettuce,  hemlock  and 
other  drugs  to  produce  slumber,  under  which  operations 
were  performed.  Hypnotism  had  been  used  by  Mesmer 
and  others  since  1776.  However,  none  of  these  drugs  or 
methods  was  sufficient  to  produce  complete  anesthesia 
and  we  can  only  speculate  as  to  what  little  value  they  did 
possess. 

The  surgeons  of  the  eighteenth  and  early  nineteenth 
centuries  intoxicated  their  patients  with  alcohol  or  with 
opium,  or  else  the  patient  was  actually  strapped  and  tied  to 
the  operating  table  when  the  procedure  of  operation  neces- 
sitated freedom  from  struggling.  But  the  most  important 
and  at  times  the  only  thing  these  men  relied  upon  was 
speed.  An  operation  became  almost  a sleight-of-hand 
trick.  Haste  was  of  the  greatest  importance,  and  he  was  the 
best  surgeon  who  operated  fastest.  We  hear  of  Langenbeck, 
a surgeon-general  of  the  Hanoverian  Army  in  the  time  of 
Napoleon,  amputating  a shoulder  while  one  might  take  a 
pinch  of  snuff!  Or  of  that  great  British  surgeon,  Robert 
Liston,  amputating  a thigh  by  compressing  the  artery  with 
his  left  hand  and  cutting  and  sawing  with  his  right.  Liston’ s 
knife  flashed,  and  if  the  spectator  turned  his  head  for  a 
moment,  he  missed  the  operation,  because  it  was  over!4 

In  1839  the  French  surgeon,  Velpeau,  wrote:  “To  es- 
cape pain  in  surgical  operations  is  a chimera  which  we  are 
not  permitted  to  look  for  in  our  time.  Knife  and  pain,  in 
operative  surgery,  are  two  words  which  never  suggest 
themselves  the  one  without  the  other  to  the  minds  of  the 
patients,  and  it  is  necessary  to  admit  the  connection.”  Just 
five  years  later  this  statement  was  challenged,  and  man- 
kind again  emerged  from  darkness  to  a new  light.  An 
American  dentist,  Horace  Wells,  made  the  discovery  that 
was  to  banish  surgical  pain,  revolutionize  surgery  and 
bring  hope,  safety  and  comfort  into  the  operating  room. 
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To  be  honest  with  the  facts  of  history,  it  must  be  stated 
that  all  was  not  new  in  the  discovery  of  Wells.  Nitrous- 
oxide  gas  had  been  known  for  a long  time  and  had  been 
inhaled  many  times.  It  was  Priestly  who  in  1772  first 
prepared  nitrous  oxide  gas  by  the  reduction  of  nitric  oxide 
with  moist  iron  filings.  In  1798  a medical  institute  was 
established  at  Bristol,  England,  and  Sir  Humphrey  Davy 
was  placed  in  charge.  While  there  he  made  a study  of 
nitrous  oxide  gas  and  his  results  were  published  in  1800  in 
his  volumes,  “Researches  in  Nitrous  Oxide  Gas.”  In  1779 
he  made  his  first  inspiration  of  pure  nitrous  oxide  gas. 
Davy,  after  inhaling  the  gas,  had  experienced  the  most 
pleasant  sensations,  and  frequently  the  result  was  found  to 
be  a joyful  agitation  from  which  the  names  “exhilarating 
gas”  and  “laughing  gas”  were  given  to  nitrous  oxide.  He 
states  in  his  book  that  one  day,  while  suffering  pain  from 
cutting  a wisdom  tooth,  he  found  that  by  breathing  gas  he 
got  relief  from  pain.  In  his  book  also  is  the  following:  “As 
nitrous  oxide  gas  appears  capable  of  destroying  physical 
pain,  it  may  probably  be  used  to  advantage  during  surgical 
operations  in  which  no  great  effusion  of  blood  takes 
place.”  But  there  the  experiments  stopped;  no  one  actually 
did  use  or  try  the  gas  for  the  relief  of  surgical  pain,  and 
Davy’s  work  carried  him  along  other  lines.  These  experi- 
ments had  not  remained  unnoticed  or  forgotten  and  for 
thirty  years  they  were  in  general  usage;  now  and  then,  in 
a course  in  chemistry,  in  a meeting  of  students  or  in  a 
lecture  on  natural  science,  the  inhalation  of  nitrous  oxide 
gas  was  more  or  less  common.5  The  exhilarating  effects  of 
ether  were  also  known  and  young  folks  at  ether  frolics 
inhaled  the  fumes  of  ether,  the  effects  of  which  probably 
amounted  to  a good  jag!  Dr.  Crawford  W.  Long,  a young 
physician  of  Danielsville,  Ga.,  in  1842  administered  ether 
to  remove  a tumor  from  the  neck  of  a patient,  and  in  1845 
he  again  operated,  using  ether.  However,  Long  did  not 
publish  his  experiments  or  make  known  his  work  until 
December  1849,  when  he  published  an  article  in  the 
Southern  Medical  and  Surgical  Journal.  Thus  neither  in 
priority  of  publication  or  in  the  effect  of  his  knowledge 
upon  the  scientific  world  can  Long  be  considered  as  the 
discoverer  of  anesthesia.6 

It  was  Horace  Wells  who  first  declared  the  truth  of 
anesthesia,  in  that  great  year  for  surgery — 1844;  and  the 
effort  he  made  to  have  his  results  known  stimulated  those 
about  him  to  the  true  significance  of  the  discovery. 

In  an  article,  “An  Inquiry  into  the  Origin  of  Modern 
Anesthesia,”  by  the  Hon.  Truman  Smith,  U.  S.  Senator 
from  Connecticut,  published  in  Hartford  in  1867,  is  con- 
tained a bibliographical  sketch  of  the  early  life  of  Wells. 
This  was  written  by  a contemporary  of  Wells,  Dr.  P.  W. 
Ellsworth  of  Hartford,  Conn.,  who  knew  Wells  intimately 
and  is  apt  to  be  quite  correct.7  It  was  this  same  Dr. 
Ellsworth  who  first  reported  a definite  statement  concern- 


ing anesthesia,  for,  in  the  Boston  Surgical  and  Medical 
Journal,  of  June  18,  1845,  is  a communication  from  him 
as  follows:  “Nitrous  oxide  gas  has  been  used  in  quite  a 
number  of  cases  by  our  dentists  during  the  extraction  of 
teeth  and  has  been  by  its  excitement  perfectly  able  to 
destroy  pain.  The  patient  appears  very  merry  during  the 
operation  and  no  unpleasant  effects  follow  its  use.”  Here 
is  the  discovery  of  Wells  in  print,  in  a recognized  medical 
journal  15  months  before  W.  T.  G.  Morton,  a claimant  to 
the  honor  of  the  discoverer  of  anesthesia,  pretends  to  have 
discovered  anything! 


Dr.  Horace  Wells  descended  from  true  New  England 
stock.  His  ancestors  were  among  the  earliest  settlers  of 
Vermont,  a grandfather  having  served  with  honor  as  a 
captain  in  the  Revolutionary  War.  Dr.  Wells  was  born  in 
Hartford,  a small  town  in  Windsor  County,  Vermont,  on 
January  2 1 , 1 8 1 5,  the  eldest  of  three  children.  His  early  life 
must  have  been  ideal,  for  his  father  owned  a large  valuable 
farm  situated  near  the  Connecticut  River.  The  parents  of 
young  Wells  were  intelligent  and,  for  that  region,  wealthy; 
and  being  able,  gave  their  children  every  advantage  for 
moral  and  mental  development.  His  education  was  quite 
high  for  that  time,  for  he  attended  private  schools  at 
Hopkinton  and  Walpole,  N.  H.,  and  also  at  Amherst,  Mass. 
He  early  showed  great  inventive  genius  and  mechanical 
ability  and  after  reaching  manhood  was  known  as  quite  an 
inventor. 


In  1834,  Wells  went  to  Boston  to  study  dentistry;  this 
was  five  years  before  the  first  dental  school,  The  Balti- 
more College  of  Dental  Surgery,  was  organized.  At  this 
time,  without  regular  dental  schools  and  colleges  and 
before  State  supervision,  the  only  preparation  was  a pe- 
riod of  apprenticeship  in  the  office  of  a recognized  prac- 
titioner. Wells  tried  to  get  the  best  possible  professional 
education  at  that  time  and  soon  after  opened  an  office  in 
Boston.  During  his  stay  in  Boston  he  became  acquainted 
with  medical  men  there,  a fact  which  influenced  him  in 
seeking  medical  assistance  in  Boston  rather  than  in  New 
York  at  the  time  when  he  announced  his  discovery.  In 
1836  Wells  moved  to  Hartford,  Conn.,  where  he  estab- 
lished an  office  and  succeeded  in  building  up  a fine 
practice.  His  ingenuity  led  him  to  invent  and  construct 
most  of  his  dental  instruments,  and  the  dexterity  and 
judgment  with  which  they  were  used  soon  made  him 
popular,  so  that  he  quickly  took  rank  among  the  first  in  a 
city  well  known  for  its  skilful  dentistry.  In  the  first  volume 
of  the  Hartford  Directory  1 838,  is  the  following  quotation: 
“Horace  Wells,  Dentist,  will  faithfully  perform  all  opera- 
tions on  the  teeth  at  his  rooms  under  Union  Hall,  162  1/2 
Main  Street.” 

In  the  same  year.  Wells  wrote  and  published  a treatise 
called,  “An  Essay  on  Teeth;  Comprising  a Brief  Descrip- 
tion of  Their  Formation,  Diseases,  and  Proper  Treatment.” 
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The  following  extracts  from  this  book  will  show  that 
Wells  possessed  considerable  dental  knowledge,  and  al- 
though printed  almost  100  years  ago,  his  ideas  were  quite 
modern.  In  one  place  he  says:  “A  simple  diet  is  the  surest 
prevention  of  disease  in  the  teeth  which  can  be  recom- 
mended. Sumptuous  fare  might  not  act  as  a direct  cause  of 
caries,  but  it  most  assuredly  has  its  influence  through  other 
agents.  If  this  statement  requires  proof,  we  need  but  look 
among  our  savage  tribes,  who  live  on  coarse  fare  and  never 
experience  the  many  infirmities  to  which  we  are  subject.” 
At  another  place  we  have  a forerunner  of  our  theory  of 
focal  infection,  for  Wells  says:  “I  will  conclude  this 
chapter  by  enumerating  some  of  the  various  diseases 
produced  by  bad  teeth,  viz.,  tic  douloureux,  hypochon- 
driasis, epilepsy,  sympathetic  headache,  palsy,  hysteria 
and  rheumatic  affections.  I could  give  a case  adapted  to 
each  of  the  above  disorders,  but  for  want  of  room  shall 
omit  them.”  And,  at  another  place,  Wells  evidently  comes 
forward  as  a champion  of  our  present-day  slogan  “A  clean 
tooth  does  not  decay,”  for  he  says  “I  will  here  state  one 
fact,  which  may  be  considered  as  a weighty  argument  in 
favor  of  the  brush.  Those  teeth  which  are  frequently 
cleansed  with  a brush  seldom  or  never  decay  on  the 
anterior  surface,  which  is  exposed  to  the  greatest  friction, 
while  the  lateral  surface,  remaining  untouched,  first  gives 
evidence  of  decay.” 

About  this  time  Wells  had  several  students.  Among 
them  was  John  M.  Riggs,  who  really  performed  the  very 
first  operation  under  anesthesia,  as  it  was  Riggs  who 
extracted  Wells’  tooth  (an  upper  molar)  while  the  latter 
was  under  the  influence  of  nitrous  oxide.  It  was  also  in 
Riggs’  office,  180  1/2  Main  St.,  Hartford,  Conn.,  that  the 
experiment  was  tried.  Riggs  later  became  nationally  known 
for  his  method  of  treating  and  operating  for  pyorrhea,  for 
a time  known  as  "Riggs  Disease.”  Another  student  was 
William  T.  G.  Morton  of  Boston,  who  studied  with  Wells 
in  1 841-42,  and  was  one  of  those  who  afterward  laid  claim 
to  the  discovery  of  the  principle  of  anesthesia.  In  1 843-44 
Wells  and  Morton  became  business  partners  and  went  to 
Boston  to  develop  a new  eighteen-karat  gold  solder.8 
However,  the  partnership  was  brief  and  in  the  Boston  Atlas 
of  October  23,  1844,  appears  the  following  notice:  "This 
certifies  that  the  co-partnership  of  Wells  and  Morton  has 
been  dissolved  by  mutual  consent  October  18,  1844.” 
Wells  then  went  back  to  Hartford  and  Morton  stayed  in 
Boston. 

We  learn  from  the  testimony  of  Linus  P.  Brockett, 
M.D.,  of  Hartford,  in  regard  to  the  history  of  the  discovery 
of  anesthesia  that,  in  the  summer  of  1840,  while  convers- 
ing with  Dr.  Wells,  he  found  him  deeply  impressed  with 
the  idea  that  a discovery  would  yet  be  made  by  which 
dental  and  other  operations  might  be  performed  without 


pain.9  Wells  believed  in  this  and  hoped  some  day  to  make 
it  possible. 

The  manner  in  which  the  discovery  was  made  is  best 
described  in  the  book,  “Notes  on  the  History  of  Anesthe- 
sia,” by  Dr.  James  McManus,  published  after  the  Wells 
Memorial  Celebration  in  Hartford  in  1 894,  part  of  which 
reads  as  follows: 

“Early  in  December  1844,  Professor  G.  Q.  Colton  gave 
a course  of  lectures  on  chemistry  and  natural  philosophy 
in  Hartford.  To  popularize  these  talks  as  well  as  amuse  the 
audiences  at  these  lectures,  the  exhibition  of  the  effects  of 
laughing-gas  on  willing  subjects  was  made  a special 
feature  of  the  entertainments.  Dr.  Horace  Wells,  well 
known  in  Hartford  as  a skilful  dentist,  attended  with  his 
wife  the  lecture  given  on  the  evening  of  December  11, 
1 844.  Dr.  Wells  inhaled  the  gas,  but  the  effects  were  not  as 
pleasant  as  his  wife  wished,  evidently,  for  she  reproached 
him  on  the  way  home  for  taking  it  and  for  making  himself 
ridiculous  before  a public  assembly.  Dr.  Wells  went  to  that 
lecture  to  see,  hear,  and  learn.  He  inhaled  the  gas  and 
subsequently  watched  its  effects  on  others.  The  exciting 
incident  to  him  at  the  entertainment  was  when  Samuel  A. 
Cooley,  a well-known  Hartford  citizen,  gave  a lively 
exhibition  of  the  effects  of  the  gas  by  running  and  jumping 
about  and  falling,  striking  his  legs  against  the  wooden 
settees,  and  acting  apparently  perfectly  unconscious  of 
possible  danger. 

“After  the  effects  of  the  gas  had  passed  off,  Dr.  Wells 
asked  him  if  he  was  not  hurt,  and  he  replied  that  he  did  not 
know  it  at  the  time,  but  on  looking  at  his  legs  found  them 
bleeding  from  the  injuries  he  had  received.  Dr.  Wells, 
turning  to  David  Clark,  said  T believe  a man.  by  taking 
that  gas,  could  have  a tooth  extracted  or  a limb  amputated 
and  not  feel  the  pain.’  Before  leaving  the  lecture  hall.  Dr. 
Wells  asked  Professor  Colton  whether  one  could  inhale 
the  gas  and  have  a tooth  extracted  without  feeling  pain. 
The  professor  replied  that  he  had  not  given  the  subject  any 
thought  and  that,  while  he  had  been  giving  demonstrations 
of  laughing-gas  for  more  than  a year,  the  idea  of  using  it 
thus  had  never  occurred  to  him.  Dr.  Wells  said  that  he  was 
inclined  to  try  the  experiment  upon  himself,  and  have  a 
troublesome  tooth  extracted  if  Professor  Colton  would 
bring  a bag  of  the  gas  to  his  office  the  next  day.  Late  that 
evening  Dr.  Wells  called  on  Dr.  Riggs  to  tell  him  of  his 
experience  at  the  lecture.  Speaking  of  Mr.  Cooley’s  unfor- 
tunate exhibition.  Dr.  Wells  asked.  ‘If  he  did  not  feel  pain, 
why  can  not  the  gas  be  used  for  extracting  teeth?’ 

“A  long  discussion  followed  as  to  whether  it  would  be 
right,  or  safe,  for  them  to  make  such  a trial  with  possible 
danger  to  life  and  health.  Dr.  Wells,  however,  was  so 
confident  and  fearless  that  he  agreed  to  take  the  gas  and 
have  a tooth  extracted  the  next  day  if  Dr.  Riggs  would 
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perform  the  operation.  As  requested,  Professor  Colton 
brought  a bag  of  gas  to  Dr.  Wells’  office  the  next  morning. 
Present  besides  these  two  gentlemen  were  Dr.  Riggs  and 
Mr.  Cooley,  star  performer  of  the  night  before.  Dr.  Wells 
sat  down  in  the  operating  chair,  took  the  bag  in  his  hands 
and,  at  the  possible  risk  of  his  life,  inhaled  the  gas  until  he 
was  insensible.  Then  Dr.  Riggs  extracted  an  upper  wis- 
dom tooth.  Dr.  Wells  remained  unconscious  for  a short 
time  and,  on  recovering,  exclaimed:  ‘I  did  not  feel  so  much 
as  the  prick  of  a pin.  A new  era  in  tooth-pulling  has  come. 
It  is  the  greatest  discovery  ever  made’.” 

It  has  been  my  pleasure  and  good  fortune  to  know  Mr. 
Henry  Wood  Erving,  now  living  in  Hartford,  who  knew 
personally  these  men  so  closely  connected  with  the  great 
experiment.  To  hear  him  speak  of  his  association  and 
friendships  with  Dr.  Riggs,  Sam  Cooley,  Professor  Colton, 
Dr.  Ellsworth  and  Charles  T.  Wells,  son  of  Horace  Wells, 
is  indeed  thrilling. 

Wells,  himself,  during  the  arguments  and  discussions 
which  he,  Morton  and  Jackson  engaged  in,  as  to  who  was 
the  discoverer  of  anesthesia,  wrote  in  1847,  “A  History  of 
the  Discovery  of  the  Application  of  Nitrous  Oxide  Gas, 
Ether  and  other  Vapors  to  Surgical  Operations.”  In  the 
preface,  he  writes:  “...  a copy  of  those  papers  sent  to 
several  scientific  and  medical  societies  in  Europe  furnish- 
ing evidence  of  my  priority.  They  prove  conclusively  that 
I made  known  the  discovery  in  November  1844.”  At 
another  place  he  states:  “I  accordingly  procured  some 
nitrous  oxide  gas,  resolving  to  make  the  first  experiment 
on  myself  by  having  a tooth  extracted,  which  was  done 
without  any  painful  sensations.  I then  performed  the  same 
operation  for  twelve  or  fifteen  others,  with  like  results;  this 
was  in  the  fall  of  1844.  Being  a resident  of  Hartford,  I 
proceeded  to  Boston  in  December  of  the  same  year.” 

Here  is  the  sworn  testimony  of  Dr.  John  M.  Riggs,  dated 
March  27, 1 847,  less  than  two  and  one  half  years  after  the 
momentous  event:  “On  or  about  the  First  of  November 
1 844, 1 was  consulted  by  Horace  Wells,  a dentist,  as  to  the 
practicability  of  administering  nitrous  oxide  gas  prior  to 
the  performance  of  dental  or  surgical  operations.  The 
following  day,  at  his  request,  the  protoxide  of  nitrogen 
was  administered  to  Horace  Wells,  and  I extracted  one  of 
his  superior  molar  teeth.  I further  affirm  that  the  same 
Wells  avowed  his  intentions  to  communicate  the  discov- 
ery to  the  dental  and  medical  faculty  and  in  pursuance  of 
that  intention  proceeded  to  the  City  of  Boston  for  that 
purpose;  whilst  I continued  to  use  the  said  gas  with  great 
success  and  the  patients  assuring  me  they  felt  no  pain.”10 

It  is  evident  that  Wells,  in  the  excitement  of  his  unpleas- 
ant disagreements  with  Drs.  Morton  and  Jackson,  which 
came  later,  became  flustered,  and  two  and  one  half  years 
after  the  great  event  he  gave  the  month  of  the  discovery  as 


November,  when  it  really  was  in  December  of  1844.  Dr. 
Riggs,  in  testimony  offered  later,  gives  the  corrected  date 
as  December  1844. 911 

Wells  conferred  with  Dr.  E.  E.  Marcy  of  Hartford,  and 
was  advised  to  use  sulphuric  ether  because  it  was  sup- 
posed to  be  equally  as  safe,  could  be  prepared  with  less 
expense  and  trouble,  and  could  always  be  kept  at  hand. 

Dr.  Marcy  tells  of  being  in  Dr.  Wells’  office  and 
watching  an  operation.  In  his  sworn  testimony  of  March 
27,  1847,  he  says,  “I  also  take  occasion  to  assert  from  my 
positive  knowledge  that  the  ether  vapor  was  administered 
very  soon  after  this  period  (prior  to  1845)  for  the  perfor- 
mance of  a surgical  operation.”10  Wells  also  conferred 
with  Professor  Rodgers  of  Washington  (now  Trinity) 
College,  Hartford,  and  was  told  that  the  vapor  of  ether  was 
more  dangerous  than  that  of  gas.  Dr.  Ellsworth  was  also 
asked  regarding  the  comparative  safety  of  nitrous  oxide 
gas  and  sulphuric  ether,  and  gave  his  opinion  in  favor  of 
the  gas,  to  which  he  advised  Wells  to  confine  himself. 

The  fact  remains  that  immediately  after  Wells  had  been 
convinced  of  the  possibility  of  the  discovery,  he  hastened 
to  one  of  the  greatest  medical  centers  in  the  United  States 
at  that  time,  Boston,  to  make  known  to  the  entire  medical 
and  scientific  world  the  realization  of  surgical  anesthesia. 
He  met  Dr.  Warren  of  the  Massachusetts  General  Hospi- 
tal, Dr.  Hayward,  Dr.  Morton,  his  pupil  and  former  part- 
ner, and  a Professor  Jackson,  a chemist  and  geologist 
whom  Wells  and  Morton  had  consulted  to  assist  in  devel- 
oping their  gold  solder.  It  was  arranged  to  give  Wells  a 
chance  to  demonstrate  the  use  of  the  gas  in  a surgical 
operation  before  the  Cambridge  Medical  College.  Then 
the  most  unfortunate  incident  occurred.  Wells,  later  wrote: 
“the  gas  bag  was  by  mistake  withdrawn  much  too  soon  and 
he  was  but  partially  under  its  influence  when  the  tooth  was 
extracted.”12  At  any  rate,  the  patient,  a boy,  made  an 
outcry  as  the  tooth  was  extracted.  The  students  and  spec- 
tators hissed  and  denounced  Wells  as  a faker.  Thus  the  first 
and  only  public  trial  was  termed  a failure.  Wells,  ex- 
tremely sensitive  and  of  a retiring  nature,  returned  to 
Hartford  discouraged  and  disheartened.  So  greatly  was  he 
troubled  by  the  unfortunate  experience  that  he  went  to  a 
sick  bed  for  some  months,  and  suspended  further  experi- 
ments. He  did  not,  however,  give  up  his  project,  but 
continued  whenever  he  was  engaged  in  professional  work 
to  employ  nitrous  oxide,  and  in  Hartford  it  became  an 
established  practice. 

Wells  was  quite  shocked  when  Dr.  W.  T.  G.  Morton  and 
Professor  Jackson  announced  the  discovery  of  their  “com- 
pound letheon”  (sulphuric  ether  aromatized)  as  an  anes- 
thetic after  a successful  demonstration  in  the  Massachu- 
setts General  Hospital  on  October  1 6, 1 846.  Soon  after  this 
announcement,  Morton  and  Jackson  quarreled  as  to  who 
was  the  real  discoverer,  and  who  owned  the  patent  rights, 
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etc.  In  the  latter  part  of  December  1846,  Wells  took  a trip 
to  Europe,  partly  on  account  of  ill-health,  partly  on  busi- 
ness, for  he  was  interested  in  the  buying  and  selling  of 
paintings,  and  also  while  there  if  possible  to  present  his 
claims  as  the  discoverer  of  anesthesia  to  the  English  and 
Continental  surgeons.  In  Paris  he  became  acquainted  with 
an  American  dentist,  Dr.  Brewster,  who  was  influential  in 
bringing  Wells’  claim  before  the  Paris  Medical  Society 
and  the  French  Academy  of  Medicine,  which  just  before, 
without  any  knowledge  of  Wells’  discovery,  had  awarded 
a sum  of  2500  franc  each  to  Morton  and  Jackson.  Wells 
returned  from  Europe  in  March  1847  and  found  the  influ- 
ence of  the  medical  and  scientific  men,  the  journals  and 
newspapers,  in  favor  of  sulphuric  ether,  and  all  honoring 
Morton  and  Jackson.  Again  he  made  an  effort  to  interest 
those  he  could  with  his  own  priority  to  the  rights  of  the 
discovery,  and  before  long  the  truth  prevailed. 

In  May  1847,  the  General  Assembly  of  the  State  of 
Connecticut  passed  resolutions  stating  that  Wells  was  the 
discoverer  of  anesthesia,  and  declared  that  he  was  entitled 
to  the  favorable  consideration  of  his  fellow  citizens  and  to 
the  high  status  of  a public  benefactor.  The  Court  of 
Common  Council  of  the  City  of  Hartford  passed  resolu- 
tions to  the  same  effect.  The  physicians  and  surgeons  of 
that  city  also  united  in  a testimonial  declaring  their  belief 
in  the  justice  of  the  claims  of  Dr.  Wells. 

On  January  1,  1848,  Wells  acted  as  anesthetist,  giving 
nitrous  oxide  gas  to  Henry  A.  Goodale,  while  Dr.  P.W. 
Ellsworth  amputated  a leg,  and  on  4 January  Wells  again 
used  nitrous  oxide,  anesthetizing  a Mrs.  Gabriel  as  Dr. 
S.B.  Beresford  removed  a fatty  tumor  from  her  right 
shoulder.  A few  days  later  he  went  to  New  York  City  for 
the  purpose  of  introducing  the  anesthetic  in  the  hospitals 
and  in  dentistry.  In  the  New  York  Evening  Post,  January 
17,  1848,  is  the  announcement:  “H.  Wells,  surgeon  den- 
tist, the  discoverer  of  Letheon,  having  removed  to  N.Y., 
will  give  gratuitous  advice  respecting  the  use  of  chloro- 
form, nitrous  oxide,  and  Letheon  as  applied  to  the  extrac- 
tion of  teeth,  from  10  a.m.  until  3 p.m.  Residence  120 
Chambers  Street,  West  of  Broadway.” 

At  this  time  the  impression  that  chloroform  (the  anes- 
thetic effect  of  which  was  discovered  in  Edinburgh  by  Dr. 
James  Simpson  in  November  1847)  was  a more  effective 
agent  than  ether  or  nitrous  oxide  led  Wells  to  experiment 
upon  himself  with  this  powerful  drug  to  a dangerous 
extent.  By  these  self-imposed  experiments  his  mind  was 
believed  to  have  been  affected  and  this,  together  with  the 
strain  of  trying  to  have  anesthesia  and  his  claims  to  it 
recognized,  soon  brought  about  his  unfortunate  and  un- 
timely end.  The  details  of  that  end  would  lend  nothing  to 


this  story.  Suffice  it  to  say  he  died  by  his  own  hands  on 
January  24,  1848,  at  the  age  of  thirty-three.  Wells  left  a 
widow  and  an  only  son.14 

It  seems  ironic  that  the  fame  and  honor  due  Wells  for 
arousing  the  medical  and  dental  world  to  the  discovery  of 
anesthesia  were  not  forthcoming  until  after  his  death.  A 
letter  arrived  after  the  death  of  Wells  from  his  friend.  Dr. 
Brewster  in  Paris,  dated  January  1 2,  1 848,  saying  that  the 
Paris  Medical  Society  and  the  French  Academy  had  voted 
him  all  the  honor  due  as  the  discoverer  of  anesthesia, 
elected  him  an  honorary  member  of  the  society  and  be- 
stowed upon  him  the  honorary  title  of  M.D.!! 

In  1852  Professor  Valentine  Mott,  noted  New  York 
physician,  testified  that  Dr.  Wells  is  entitled  to  the  credit 
and  honor  of  the  discovery  of  anesthesia.13  In  1853,  five 
years  after  Wells’  death,  Dr.  Hayward,  one  of  the  surgeons 
present  at  the  first  attempt  to  produce  anesthesia  in  Boston 
in  1 844,  in  a letter  to  the  Hon.  T.  Smith  wrote:  “But  before 
all,  let  full  and  ample  justice  be  done  to  that  noble  genius 
which  first  conceived  the  grand  idea  which  has  been  the 
basis  of  all  the  experiments  and  the  father  of  all  discover- 
ies. To  the  spirit  of  Horace  Wells  belongs  the  honor  of 
having  given  to  suffering  humanity  the  greatest  boon  it  has 
ever  received  from  science.”  In  a report  of  the  Medical 
Society  of  the  State  of  New  York,  made  to  the  Legislature 
of  1 860,  it  states,  “It  was  demonstrated  that  anesthesia  was 
discovered  by  Horace  Wells.”13 

The  American  Dental  Association  in  July  1864  passed 
resolutions  that  to  Horace  Wells  belong  the  credit  and 
honor  of  the  introduction  of  anesthesia  in  the  United 
States.  It  is  interesting  to  note  that  when  the  American 
Dental  Association  at  its  meeting  in  1872  reaffirmed  this 
belief,  again  passing  the  resolutions,  and  started  a “Wells 
Testimonial  Fund”  for  the  family  of  the  deceased  Wells, 
they  were  opposed  by  a Dr.  Atkinson.  Dr.  Atkinson  said 
that  he  could  not  vote  for  these  resolutions  for  reasons 
other  than  humanitarian!  He  thought  that  anesthesia  was 
of  the  devil,  and  he  could  not  give  his  sanction  to  any 
Satanic  influence  which  deprived  man  of  his  capacity  to 
recognize  laws!  He  wished  there  were  no  such  thing  as 
anesthesia!  He  did  not  think  that  man  should  be  prevented 
from  passing  through  what  God  intended  him  to  endure! 
He  was  answered  by  a Dr.  Wetherbee,  who  said,  “What 
God  hath  wrought,  let  no  man  accredit  the  Devil!”  Need- 
less to  state  the  resolutions  were  again  adopted.15 

On  July  22,  1 874,  there  was  unveiled  on  the  East  side  of 
Bushnell  Park,  Hartford,  Conn.,  a magnificent  statue  of 
Horace  Wells,  placed  there  by  the  State  of  Connecticut 
and  the  City  of  Hartford.  On  the  pedestal  of  the  statue  is 
engraved: 

Dr.  Horace  Wells 
The  Discoverer  of  Anesthesia 

December,  1844 
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On  the  evening  of  December  10,  1894,  to  celebrate  the 
50th  anniversary  of  the  discovery  of  anesthesia,  a memo- 
rial meeting  was  held  at  Hartford,  Conn.,  and  on  the  next 
day  a tablet  was  dedicated  in  honor  of  Dr.  Wells;  it  is 
today  on  the  site  of  the  building  where  Dr.  Riggs  and  Dr. 
Wells  had  their  office  and  reads: 

To  the  Memory  of 
Horace  Wells 
Dentist 

Who  Upon  This  Spot 
Dec.  11,  1844 

Submitted  to  a Surgical  Operation 
Discovered 

Demonstrated  and  Proclaimed 
The  Blessing  Of 
Anesthesia 

In  1 894  the  Board  of  Dental  Commissioners  of  the  State 
of  Connecticut  had  stamped  on  their  certificates  of  regis- 
tration and  licenses  a seal  on  which  is  a medallion  head  of 
Dr.  Wells,  to  remind  all  dentists  in  this  State  of  the  honor 
due  his  memory! 

A bronze  bust  of  Wells,  presented  by  the  American 
Dental  Association  in  1899,  is  in  the  Army  and  Navy 
Museum  at  Washington,  D.  C. 

A splendid  portrait  of  Dr.  Wells  is  in  the  Hartford  Public 
Library,  located  in  the  Atheneum  Building,  painted  by 
Charles  Noel  Flagg  in  1899. 

In  1903  Charles  T.  Wells  presented  to  the  Center 
Church  of  Hartford  a stained  glass  memorial  window  in 
memory  of  his  illustrious  father  and  mother.  The  subject 
of  the  window  is  “Mercy  and  Truth.” 

In  1 9 1 0 The  Federation  Dentaire  Internationale  held  its 
tenth  annual  meeting  and,  together  with  the  American 
Dental  Society  of  Europe,  on  27  March  of  that  year,  united 
in  the  ceremonies  attending  the  unveiling  of  a monument 
to  Horace  Wells  in  Paris.  The  monument  is  at  the  United 
States  Square  on  the  Avenue  De  Jena. 

At  the  75th  annual  session  of  the  American  Dental 
Association  in  Chicago,  August  1933,  on  the  occasion  of 
the  Century  of  Progress  Exposition,  a tablet  was  dedicated 
to  Dr.  Wells  (one  was  also  dedicated  to  Dr.  Morton  of 
Boston).  This  bronze  tablet  is  the  property  of  the  North- 
western University  Dental  School  and  is  to  be  placed  on 
the  wall  of  the  Hall  of  Fame  of  that  institution,  together 
with  a bronze  bust  of  Wells.16 

Wells  was  buried  in  the  old  North  Cemetery  in  Hart- 
ford, Conn.,  and  in  1908  his  son  removed  his  remains  to 
the  Cedar  Hills  Cemetery  in  the  same  city,  where  Wells 


now  is  interred  with  his  wife  and  son.  A bronze  plaque 
depicting  the  relief  of  suffering  by  anesthesia  is  upon  the 
headstone.  On  one  side  is  written,  “I  sleep  to  awaken”;  on 
the  other  side,  “I  awaken  to  glory.”  Beneath  it  is,  “There 
shall  be  no  pain”;  a fitting  tribute  to  the  imperishable 
memory  of  a great  dentist  and  a benefactor  of  humanity. 
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Don’t  Believe  the  Media 


There  is  a growing  movement  to  combat  the  violence  children  are  exposed  to  in  the 
media.  Recent  research  shows  childrens’  values  and  their  perception  of  reality  is  influ- 
enced by  what  they  see  on  television.  This  includes  distorted  depictions  of  life,  sex,  body 
image,  etc.  It  is  accepted  that  eating  disorders  in  women  are  related  to  media-driven 
standards  of  attractiveness. 

Once,  people  could  trust  the  information  provided  by  the  media:  “It  must  be  so,  I read 
it  in  the  paper.”  Who  can  doubt  that  today’s  movies,  television  shows  and  newspapers  are 
propelled  headlong  by  a desire  to  increase  profitability  via  increasing  circulation,  ratings, 
and/or  market  share?  ITEM:  the  Boston  Globe  recently  approached  the  Massachusetts 
Medical  Society  for  information  related  to  an  upcoming  series  on  medical  abuse  and  self- 
regulation. The  society  cooperated  fully,  only  to  read  later  a sensational  expose  bearing 
hardly  any  resemblance  to  the  earlier  interviews.  ITEM:  a recently  published  study 
revealed  that  the  poor  have  reasonably  good  access  to  quality  healthcare,  along  with 
middle  and  upper  income  groups,  but  it  was  the  working  poor  who  needed  help  with  better  access — this  received  very 
little  media  attention.  ITEM:  a disgruntled  woman  drove  around  downtown  New  Haven  with  a bullhorn,  promoting  a 
rally  to  oust  the  Police  Chief  for  being  “soft  on  crime.”  She  appeared  to  have  few  followers,  but  reporters  from  the  New 
Haven  Register  interviewed  her  for  a feature  story.  ITEM:  that  same  week,  75  youths  from  inner-city  neighborhoods 
demonstrated  outside  the  New  Haven  Mayor’s  office,  petitioning  for  more  help  with  after-school  activities  and  jobs — 
and  less  rhetoric  about  getting  tough  on  them.  Did  you  read  about  that  in  the  newspaper?  I didn’t. 

My  point  is  that  the  media  has  degenerated  to  a market-driven  and  insensitive  industry;  one  more  concerned  with 
prerogatives  for  profit  than  with  any  higher  ethical  search  for  truth.  How  many  of  us  have  experienced  reporters  ignoring 
or  outright  distorting  to  create  controversy?  Witness  the  media’s  feeding  frenzies  around  the  O.J.  Simpson  trial. 

The  media  would  counter  that  they  are  only  providing  what  the  public  wants.  I would  hold,  instead,  that  the  media  have 
been  conditioning  the  public  for  years  into  cynicism,  negativism,  and  selfishness  by  serving  up  a constant  diet  of  murder, 
mayhem,  doom,  gloom,  pseudosex,  and  distorted  reality.  They  say  they  are  only  observers.  I say  they  are  a serious  part 
of  the  problem,  and  until  the  public  rises  up  and  expects  them  to  police  their  own  ethics,  they  will  continue  to  drag  us  down. 

What  does  this  have  to  do  with  doctors  and  medicine?  First,  there  is  no  doubt  that  our  own  actions  and  values  are 
significantly  influenced  by  the  media.  We  must  carefully  examine  how  this  affects  our  perceptions  about  and.  especially, 
our  care  of  patients.  Have  we  not  observed  poor  and  undereducated  patients  being  treated  with  a different  level  of  respect 
than  wealthy  ones?  How  do  media-generated  stereotypes  about  black  people  on  welfare  affect  our  attitudes  toward  them 
as  patients?  We  must  stop  believing,  carte  blanche,  media  depictions  of  healthcare  reform  that  often  only  distantly 
resemblance  the  facts,  however  more  sexy  those  stories  might  seem.  We  must  think  more  critically  about  the  quality  of 
information  being  fed  to  us  and  our  patients.  Surely  there  are  disgruntled  patients — some  of  them  are  even  justified — but 
most  members  of  the  public  can  be  thoughtful  and  constructive,  limited  only  by  the  poor  quality  of  information  fed  to 
them,  as  well  as  to  us. 

We  must  overcome  our  own  apathy  and  immobility,  remember  why  we  chose  to  become  doctors,  and  remember  also 
what  really  is  important  in  life.  God  knows,  if  any  group  should  have  perspective,  it  should  be  we,  who  comfort  those 
whose  time  is  limited.  Our  patients  respect  us  and  our  views.  Let’s  be  open  in  talking  with  them  about  these  matters.  Let's 
begin  trusting  our  own  values  more  and  relying  less  on  media  spins  in  the  way  we  deal  with  each  other,  our  patients,  and 
our  society. 

Theodore  Zanker,  M.D. 

President 
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REFLECTIONS  ON  MEDICINE 


How  Much  Can  We  Learn  from  History? 

ROBERT  U.  MASSEY,  M.D. 


EVERY  fall  three  of  us  lead  a seminar  for  second  year 
medical  students  in  the  history  of  medicine.  After 
each  session  we  often  conclude  that  we  have  learned  more 
than  they  did.  For  us  the  subject  is  familiar  territory;  for 
them  it  is  mostly  new  ground,  and  because  it  is  new  and 
they  are  young,  the  associations  they  make  and  the  analo- 
gies they  draw  are  often  new  to  us.  Last  week  they  read  a 
section  from  Nancy  Siraisi’s  account  of  medieval  and 
Renaissance  medical  practice.1  They  were  surprised,  as 
students  often  are,  to  find  that  the  Middle  Ages  were  not 
as  violent,  ignorant,  dismal,  and  dark  as  they  had  always 
assumed.  The  readings  included  some  long  passages  from 
the  time  of  the  Crusades  up  to  the  14th  century.  One 
student  reminded  us  that  we  shouldn’t  infer  too  much  from 
these  accounts  because  they  were  written  by  and  for 
literate  males,  mostly  in  Holy  Orders.  Another  was  im- 
pressed by,  what  seemed  to  her,  a remarkably  uniform 
agreement  on  the  purposes  and  uses  of  medicine,  as 
revealed  in  these  stories  of  illness,  treatment,  and  expec- 
tations. 

The  first  led  us  to  a discussion  about  communication 
gaps  between  doctors  and  patients,  misunderstandings 
about  treatment,  confusion  about  purposes,  and  the  rais- 
ing of  false  hopes,  all  of  which  have  become  more  serious 
problems  as  medical  science  has  grown  more  compli- 
cated, science  literacy  has  declined,  and  doctors  spend 
less  time  with  their  patients.  The  other  matter,  that  of 
objectives,  excited  a lively  discussion.  Don’t  we  all 
understand  what  medicine  is  about?  And  isn’t  our  under- 
standing a common  one  with  our  patients  and  with  soci- 
ety? 

To  cure  sometimes,  to  relieve  often,  to  comfort  always. 

Is  our  goal  to  make  a precise  pathophysiological  diagno- 
sis, to  solve  The  Riddle,  as  Sherwin  Nuland  comments  in 


ROBERT  U.  MASSEY,  M.D.,  Professor  Emeritus,  Division  of 
Humanistic  Studies,  Department  of  Community  Medicine  and  Health 
Care,  University  of  Connecticut  School  of  Medicine,  Farmington. 
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his  How  We  Die  ? Or  is  it  to  treat  the  patient?  And  when 
is  the  patient  not  a patient  but  a subject?  What  about 
preventing  disease,  teen-age  pregnancy,  gang  violence? 
What  about  research,  especially  research  on  extending 
life?  And  what  about  the  insurance  companies’  interests 
now  that  they  are  increasing  their  hold  on  medical  prac- 
tice? What  about  getting  patients  out  of  the  hospital  as 
soon  as  possible  to  save  money?  What  about  putting  the 
profits  of  the  HMO  ahead  of  patient  needs?  What  about 
marketing  to  increase  the  demand  for  medical  care?  In 
whose  interest  does  medicine  exist,  society’s  or  the  indi- 
vidual patient’s?  Some  students  admitted  that  even  their 
goals  in  medicine  might  not  be  as  clear  as  they  once 
believed. 

Albert  Schweitzer’s  view  of  medical  care  would  have 
much  in  common  with  Mother  Theresa’s  but  little  in 
common  with  the  view  of  the  surgeon-general  or  a micro- 
biologist in  an  academic  medical  center  research  labora- 
tory. It’s  easy  to  say  that  they  all  share  the  same  ultimate 
goals,  but  do  they,  in  fact?  And  anyway,  the  matter  of  goals 
and  objectives  is  management  talk.  In  real  life  you  simply 
do  what  comes  to  hand,  solving  problems  one  by  one, 
seeing  patients  one  at  a time.  One  student  thought  that  we 
should  think  carefully  about  objectives  before  health-care 
reform  becomes  an  issue  again,  and  suggested  that  it  failed 
this  year  because  those  at  the  table  had  their  own  goals  in 
mind  and  not  those  of  the  patients  whom  they  were 
supposed  to  be  serving. 

The  medieval  doctor  seemed  to  be  concerned  with 
maintaining  health,  and  perhaps  thereby  staving  off  dis- 
ease and  death.  He  was  not  unaware  of  the  influence  of 
melancholy,  fear,  and  unrequited  love  on  bringing  about 
sickness,  and  he  knew  that  exercise,  diet,  rest,  and  fresh  air 
were  important  in  maintaining  health.  He  did  what  he 
could  to  restore  the  balance  of  humors,  believing  that 
thereby  health  would  return.  He  could  foretell  death  fairly 
accurately  when  the  illness  was  mortal,  but  he  knew  that 
his  means  to  forestall  it  were  meager. 

Continued  on  page  697 
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MEDICAL  NEWS  CAPSULES 


This  Month’s  Reading  in  Review 

TIMOTHY  B.  NORBECK 


“The  public  has  not  been  given  the  opportunity  to  see 
this  army  of  private  sector  decision  makers.  You  have 
private  officials  designed  to  second-guess  doctors,  and 
who  are  really  not  accountable  very  much  to  anyone.” 

Representative  Ron  Wyden  (D-OR)  commenting  on 
remarks  by  the  Philadelphia  Enquirer,  25  September 
1994,  that  physicians  often  have  no  information  about 
the  case  managers  who  are  making  treatment  deci- 
sions and  “reviewers  often  don’t  disclose  the  criteria 
they  use  when  they  make  a medical  decision.” 

The  Five  Largest  Managed  Care  Firms  Control  42%  of 
the  HMO  Business: 


No.  of 

Total 

plans 

enrollment 

Blue  Cross  and  Blue  Shield 

78 

6.92  million 

Kaiser  Foundation  Health  Plans 

12 

6.59  million 

Prudential  Health  Plans 

31 

2.02  million 

United  Healthcare  Corp. 

15 

1.91  million 

U.S.  Healthcare  Corp. 

8 

1.60  million 

“When  it  comes  time  to  vote  on  November  8.  remember 
that  who  you  hire  to  represent  you  in  Congress  likely  will 
determine  what  kind  of  health  insurance  you'll  have,  how 
much  you’ll  pay.  and  whether  you  will  choose  your  own 
doctor.  It  is  not  a vote  to  be  taken  lightly.” 

Chicago  Sun-Times  editorial.  28  September  1994 
“This  will  go  into  the  record  books  as  perhaps  the  worst 
Congress — least  effective,  most  destructive,  nastiest — in 
50  years....  The  only  good  news  as  this  mud  fight  finally 
winds  down  is  that  it’s  hard  to  imagine  much  worse.” 
Washington  Post  editorial,  7 October  1994 
The  73%  disapproval  of  Congress’  job  performance  in 
the  Gallup  Organization’s  new  poll  (conducted  7-9  Octo- 
ber) “is  the  highest  level  of  disapproval”  since  it  began 
tracking  congressional  approval  ratings  in  1 974. 

USA  Today,  11  October  1994 

“Numerous  senators  privately  have  accosted"  Senator 
Harris  Wofford  (D-PA)  for  trying  to  force  Congress  to 
give  up  its  health  benefits  unless  it  guarantees  universal 


TIMOTHY  B.  NORBECK.  Executive  Director,  the  Connecticut 
State  Medical  Society. 


coverage  for  the  public.  Some  senators  are  worried  that 
they  “could  become  uninsurable  in  the  current  market 
because  of  some  existing  medical  condition.” 

Los  Angeles  Times,  6 October  1994 

“This  country  is  headed  toward  a train  crash  in  terms  of 
fiscal  policy.  If  we  don't  deal  with  health  care  costs, 
eventually  it  will  bankrupt  us.  From  that  point  of  view, 
dealing  with  health  care  is  absolutely  essential.” 

White  House  Chief  of  Staff.  Leon  Panetta. 
Los  Angeles  Times , 5 October  1994 

NOTE:  According  to  the  Times , his  comments  are  the 
“strongest  indication  yet”  that  the  administration”  does 
intend  to  plunge  back  into  the  fray.” 

While  Columbia/HCA  Healthcare  Corp.  and  Health 
Trust,  Inc.  officials  say  their  merger  “will  be  an  example 
of  successful  health  care  reform  without  government  . . . 
competitors  worry  it  is  a crisis  waiting  to  happen"  . . . Fear- 
ing a monopoly,  a spokesman  for  the  Association  of 
Voluntary  Hospitals  of  Florida.  Inc.  said:  “Are  these  guys 
the  Ivan  Boeskys  of  health  care?  I hope  not.  but  that’s  a 
real  concern.” 

Orlando  Sentinel.  6 October  1994 

’’They  should  call  it  the  Northern  Idaho  Development 
Act.” 

Employee  benefits  consultant,  Curtis  Fackler. 
warning  that  the  employer  mandate  in  the 
Washington  Health  Services  Act  will  cause  busi- 
nesses to  leave  the  state  of  Washington.  American 
Healthline,  4 October  1994 

Only  in  America:  The  difficulty  of  removing  a bureau- 
crat is  illustrated  by  the  case  of  an  employee  of  the 
National  Fisheries  Service  in  St.  Petersburg.  Florida. 
According  to  the  St.  Petersburg  Times,  the  employee 
drank  a pint  of  gin  a day.  During  the  years  1980-83,  he 
missed  389  days  of  work.  Finally,  he  was  fired.  Now  a 
federal  judge  has  given  him  the  right  to  get  his  job  back  and 
awarded  him  SI  50.000  back  pay.  The  judge  reasoned  that 
all  federal  agencies  should  make  reasonable  accommoda- 
tions for  their  handicapped  workers,  including  alcohol 
and  drug  addicts.  NOTE:  This  was  prior  to  the  passage  of 
the  Americans  with  Disabilities  Act. 

Lorbes 
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Letters  to  the  Editor 


Acts  of  Compassion: 

A Response  to  Dr.  Eddy’s  and  Dr.  Massey’s  Articles 

To  the  Editor:  I read  with  interest  both  the  reprint  of  Dr. 
Eddy  ’ s poignant  article  “A  Conversation  With  My  Mother” 
and  your  editorial  response  “I  will  give  no  deadly  medi- 
cine to  anyone  if  asked,  nor  suggest  any  such  counsel”  in 
the  August  issue  of  Connecticut  Medicine. 

While  I cannot  solve  the  moral  and  ethical  dilemmas 
which  a request  for  aid  in  “assisted  suicide”  may  and 
should  pose  for  all  physicians,  I can  perhaps  reinforce  the 
arguments  of  Dr.  Eddy  ’ s mother  which  he  voiced  so  well. 
Parenthetically,  I dislike  the  term  “euthanasia”  because 
mercy  killing  bears  the  weight  of  such  horrors  as  the 
Holocaust  and  adding  “voluntary”  does  little  to  soften  the 
connotation. 

I am  obviously  not  privy  to  detailed  information  on 
either  the  case  of  Dr.  Eddy  ’ s mother  or  the  more  local  case 
of  a Mr.  Meier’s  father,  but  some  basic  similarities  are 
evident.  Two  heretofore  very  active,  very  vital  people  now 
faced  with  progressive  rapid  deterioration  of,  significant 
to  each  of  them,  their  functional  capacity,  each  of  whom 
decided  rationally,  over  time,  with  discussion,  that  further 
existence  would  be  meaningless  and  difficult  if  not  painful 
for  them  and  asked  assistance  in  ending  their  lives. 

The  legal  constraints  extant  in  both  states  are  evident  in 
Dr.  Eddy’s  brief  discussion  of  the  more  simple  and  hu- 
mane (in  contrast  with  dehydration)  morphine  drip,  and 
the  prosecutorial  action  against  Mr.  Meier’s  apparently 
close  and  loving  son.  These  were  not  terminally  ill  patients 
yet  much  of  the  discussion  on  “assisted  suicide”  has 
focused  narrowly  only  on  that  group.  I find  that  disturbing. 

In  the  legislative  discussion  of  Senator  Jepsen’s  quite 
limited  bill,  much  has  been  made  of  the  “slippery  slope” 
argument.  As  a once  avid  if  not  very  expert  skier,  I found 
slippery  slopes  a challenge,  but  one  that  could  be  met  and 
benefited  from  if  parameters  were  set  and  adhered  to.  That 
is  what  I would  expect  of  rational  legislation. 

Your  editorial  and  similar  earlier  ones  made  clear  your 
opposition  to  the  physician’s  “active”  participation  in  a 
requested  assisted  suicide.  I remain  uncertain  as  to  whether 
you  would  condone  and  “passively”  conform  with  a 
patient’s  Do  Not  Resuscitate  request  or  the  request  of  a 
nonterminally  ill  individual  with  progressive  disabling 
disease  that  ventilator  assistance  not  be  begun. 


As  I have  said  before  in  my  Right  to  Die  article,  I see  no 
difference  between,  at  the  patient’s  considered  request, 
never  inserting  the  plug,  or  pulling  it  once  it  has  been 
inserted.  Both  are  acts  of  commission,  and,  properly 
constrained,  both  are  acts  of  compassion. 

Stewart  A.  King,  M.D. 

Darien 

Dr.  Massey  responds:  In  Dr.  King’s  letter  he  asks  me 
indirectly  to  clarify  how  I would  respond  to  a nonterminally 
ill  patient’ s request  for  a “Do  not  Resuscitate”  order,  or  to 
the  request  from  a patient  with  a progressive  disabling 
disease  that  ventilator  assistance  not  be  given.  Because  I 
am  so  certain  in  my  own  mind  of  my  response,  I thought 
that  in  one  way  or  another  I had  been  clear  on  this  point, 
but  perhaps  not. 

Competent  patients  not  only  have  a right,  but  in  some 
instances  a duty,  to  refuse  diagnostic  procedures  or  treat- 
ments that  to  them  seem  futile  or  unduly  burdensome  or 
inappropriate  in  the  light  of  decisions  they  have  already 
made  about  their  lives.  This  includes  asking  that  treatment 
be  stopped,  or  agreeing  beforehand  to  the  circumstances 
under  which  it  should  be  stopped.  I might  want  to  assure 
myself  that  such  a patient  was  not  clinically  depressed;  I 
might  want  to  return  to  the  discussion  to  be  sure  that  the 
patient  persists  in  her  view,  and,  depending  on  circum- 
stances, I might  even  try  to  talk  her  out  of  her  decision  if 
I thought  she  imagined  her  future  to  be  more  grim  than  the 
nature  of  her  illness  warranted.  Nevertheless  the  ultimate 
decision  would  be  hers  to  be  supported  and  respected  by 
those  responsible  for  her  care.  The  goal  should  be,  in 
Daniel  Callahan’s  words,  “a  peaceful  death”  always  in 
preference  to  “a  wild,  poor  death.” 

Working  with  hospice  staff  I have  become  convinced 
that  patients  who  choose  to  stop  eating  and  drinking  while 
at  the  same  time  receiving  superb  nursing  care  do  achieve 
a peaceful  death,  both  for  themselves  and  for  their  fami- 
lies. In  good  and  empathic  hands  this  is  both  simple  and 
humane. 

Suicide,  assisted  or  not,  is  rarely  peaceful,  either  in  the 
contemplating  or  the  execution.  In  those  instances  where 
a close  and  trusting  relationship  exists  between  doctor  and 
patient,  some  form  of  assisted  suicide  may,  in  the  judg- 
ment of  both,  be  the  best  way  out  of  a life  too  burdensome 
and  painful  to  face  for  another  year  or  another  month.  That 
is  business  between  doctor  and  patient,  or  friend  and 
friend,  loved  one  and  loved  one.  There  should  be  no 
difficulty  keeping  it  all  quite  secret.  I suspect  most  of  us 
could  cite  instances  when  we  guessed  that  something  like 
that  had  occurred,  but  did  not  know,  and  would  never  ask. 
The  law  should  take  no  interest  either.  If  assisted  suicide 
remains  illegal,  as  I believe  it  should,  then  such  action  will 
never  be  undertaken  lightly.  If  assisting  in  a suicide  is  ever 
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to  be  made  legal  at  all.  perhaps  it  should  be  made  legal  for 
everyone.  Physicians  and  nurses  may  have  a superiority  of 
means;  that  does  not  assure  that  in  all  cases  they  will  have 
a superiority  of  motive.  We  hold  no  monopoly  on  Solomon- 
like  wisdom  and  high  morality.  “[I]f  parameters  were  set 
and  adhered  to.”  which  is  rarely  the  case,  imagine  the 
complexity  of  the  rules  and  regulations  and  the  bureau- 
cratic nightmares  that  would  be  occasioned  by  their  en- 
forcement. Imagine  the  pressures  brought  to  bear  upon  the 
more  than  half  of  all  physicians  who  say  they  could  never 
be  induced  directly  to  take  a life.  Dr.  King  speaks  of 
slippery  slopes  not  as  dangers  but  as  challenges:  I suspect 
he  was  both  an  avid  and  expert  skier.  In  matters  of  life  and 
death,  however,  most  of  us  are  neither  avid  nor  expert  but 
rather  fumbling  amateurs.  We  are  better  off  approaching 
these  matters  with  fear  and  trembling. 


REFLECTIONS  OX  MEDICISE— continued  from  page  694 


But  the  past  is  a different  country7,  as  the  students  soon 
recognized:  there  may  be  only  a few  lessons  to  be  learned 
by  exploring  it.  Science  and  technology  have  created  a 
different  world,  better  and  braver  in  some  ways,  worse  and 
more  fearful  in  others.  They  were  surprised  to  find  that  in 
this  dark  and  superstitious,  priest-ridden  medieval  world 
most  disease  seemed  to  be  ascribed  to  natural  causes.  In  a 
careful  study  of  illness  accounts  from  pre-Crusade 
Europe,  they  read  that  sickness  was  blamed  on  sin  less 
than  20%  of  the  time.2  They  concluded  that  the  20th 
century  was  no  different,  maybe  even  more  inclined  to 
blame  the  victim.  Most  admitted  that  they  felt  that  many 
patients  with  drug  addiction,  alcoholism,  lung  cancer, 
chronic  lung  disease,  and  AIDS,  among  others,  had  only 
themselves  to  blame!  They  tried  not  to  be  judges  of 
another's  behavior,  but  they  admitted  it  was  not  easy. 

Like  travel,  the  study  of  history'  helps  students  examine 
their  own  surroundings  and  time,  and  as  T.S.  Eliot  wrote, 
“to  know  the  place  for  the  first  time." 
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You  respond  to  them. 
You  support  them. 
You  fight  for  them. 


The  AMA  responds,  supports 
and  fights  for  you. 


Everyday,  you  help  ease  suffering,  heal 
patients  and  save  lives.  It  is  an  ennobling 
calling.  The  AMA  shares  your 
values.  Your  patients'  health  is  our  high- 
est priority,  too.  As  the  world's  preeminent 
medical  organization,  our  300,000 
member  physicians  work  together  for  the 
benefit  of  all  Americans.  We  speak  out  on 
behalf  of  patients  and  physicians  with  a 
single,  powerful  voice.  We  advance  the  art 
and  science  of  medicine.  We  promote  eth- 
ical. educational  and  clinical  standards 
for  the  profession.  We  are  partners 
in  a lifelong  crusade.  When  you 
become  an  AMA  member,  you  are 
expressing  your  commitment  to  patients, 
to  the  profession,  and  to  resolving  the 
great  health  care  issues  of  our  time.  Join 
us  now.  Call  your  county  or  state  medical 
society,  or  AMA  at  800  AMA-3211. 

American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


Together,  we  are  the  profession. 


From  the  Executive  Director’s  Office 


COUNCIL  MEETING 

Wednesday,  31  August  1994 

Attendance 

In  addition  to  Chairman,  Dr.  Joseph  Czarsty,  were  Drs. 
Ahamed,  Bigos,  Bobruff,  Brooks,  Deren,  Eslami,  Franklin, 
Freedman,  Geary,  Herzog,  Hollister,  Kamens,  Katz, 
Keating,  McDonnell,  Meridy,  Mushlin,  Redmond, 
Sadowski,  Scarpa,  Tesoro,  Timmerman,  Wetstone, 
Watson,  Zanker. 

Also  present  were:  Mr.  Norbeck,  Ms.  Lindquist,  Mr. 
Brunell,  Mr.  Garofalo,  Ms.  Morelli,  Mr.  Staples,  (all 
CSMS  staff),  Mr.  Mark  Schuman,  (MCMA),  Mr.  Arthur, 
(NLCMA),  Mr.  Coffey,  (HCMA),  Ms.  Harney,  (NHCM  A), 
Mr.  Thompson  (FCMA)  James  Orphanos,  M.D.,  Myron 
Genel,  M.D.,  Neil  Grey,  M.D.,  Vincent  Catrini,  M.D., 
Doug  Hayward,  (MDHP),  and  Denise  Funk  (CMIC). 

Absent  were:  Drs.  Beck,  Franklin,  Lesnik,  Montegut, 
Parke,  Petro,  Schwartz,  Sosa,  Van  Nostrand,  Wolfson. 

Reports  of  Related  Organizations 

CPRO:  Dr.  Kamens  read  a letter  congratulating  CPRO 
from  the  Department  of  Health  and  Human  Services 
Health  Care  Financing  Administration  (HCFA)  on  being 
selected  “to  receive  the  HCFA  administrators’  citation  in 
recognition  of  your  organization’s  dedicated  service  and 
the  significant  contributions  to  implementing  the  cardio- 
vascular pilot  project.”  He  reported  that  pilot  is  now  going 
national  and  the  commendation  will  be  received  in  Balti- 
more. 

It  was  reported  that  CPRO  has  been  awarded  a contract 
with  Scientific  Applications  International  Corporation 
(SAIC)  out  of  Washington  for  the  national  review  of 
psychiatry  for  the  CHAMPUS  (Civilian  Health  and  Medi- 
cal Program  of  Unified  Services)  program.  The  review 
process  has  already  started  and  the  feedback  has  been 
outstanding.  He  stated  that  Dr.  Zanker  was  to  be  com- 
mended for  his  assistance  in  this  project. 

He  stated  that  HCFA  has  shifted  its  entire  emphasis  to 
review  of  overall  patterns  of  care  and  all  of  its  emphasis 
has  been  on  quality  with  a modicum  of  utilization  review 
studies.  The  report  was  received  as  information. 

M.D.  Health  Plan.  Dr.  Catrini  and  Mr.  Hayward  joined 
the  Council  to  give  an  update  on  various  activities.  Dr. 
Catrini  informed  the  Council  on  his  attendance  at  a meet- 
ing held  in  Washington,  D.C.  at  the  invitation  of  the  AMA. 
It  was  the  AMA’s  Fifth  Annual  President’s  Forum  at- 
tended by  all  the  medical  specialties  of  the  AMA  House  of 


Delegates.  He  was  a participant  in  a panel  of  four  individu- 
als on  the  subject  of  managed  care.  He  reported  that  it  was 
an  important  meeting  which  covered  the  environment  in 
which  physicians  find  themselves  relative  to  the  competi- 
tion and  collaboration  coming  down  from  health  care 
promoters.  He  reported  that  it  gave  him  an  opportunity  to 
discuss  the  experience  of  CSMS  in  developing  MDHP  in 
a national  forum. 

CMIC:  Dr.  Ahamed.  President  and  Chairman  of  the 
Board  of  CMIC,  introduced  Ms.  Denise  Funk,  Chief 
Executive  Officer  of  CMIC.  He  stated  that  CMIC  is 
celebrating  its  tenth  anniversary  this  year.  He  asked  Ms. 
Funk  to  outline  the  CMIC  activities  for  the  Council.  She 
stated  that  ten  years  ago  many  of  the  physicians  sitting  in 
the  room  made  the  decision  to  go  forward  with  CMIC.  She 
was  happy  to  report  that  there  would  be  no  premium 
increase  for  1995. 

Looking  back  to  1984  when  25%  to  30%  rate  increases 
were  considered  the  norm,  over  the  last  six  years  they  have 
either  decreased  the  premium  or  had  no  increase.  The 
Board  was  also  able  to  declare  its  fourth  and  largest 
dividend  of  two  million  dollars.  This  will  mean  that  in  the 
last  four  years  they  have  returned  to  their  policy  holders 
6.75  million  dollars.  For  physicians  who  joined  CMIC  in 
1984-85  policy  year,  the  cumulative  policyholder  divi- 
dends declared  through  1995  are  equal  to  65%  of  the 
original  surplus  contribution  they  made  when  they  joined 
the  company. 

She  further  reported  that  effective  1 January  1995,  the 
risk  class  for  anesthesia  will  be  reduced  from  Class  4 to 
Class  3 resulting  in  a 28.6%  rate  decrease  for  CMIC 
insured  anesthesiologists.  The  third  reduction  since  1984 
which  resulted  in  reduction  of  4,000  dollars  in  premiums. 
She  stated  that  they  are  adding  a 10,000  dollar  coverage 
for  all  their  insured  for  administrative  review  defense 
costs  in  the  event  they  are  confronted  with  a disciplinary 
hearing  before  the  Department  of  Public  Health  and  Ad- 
diction Services.  This  would  be  included  in  1995.  The  risk 
management  programs  that  are  being  planned  will  focus 
in  on  managed  care.  It  was  reported  that  requirements  for 
tail  coverage  have  been  reduced  for  physicians  retiring  in 
certain  age  categories  and  any  physician  having  insurance 
for  ten  years  who  retired  will  receive  free  tail  coverage.  It 
was  reported  that  as  CMIC  enters  its  tenth  year  they  now 
have  the  resources  to  respond  to  challenges  facing  physi- 
cians today  and  are  looking  to  innovative  insurance  pro- 
grams and  quality  member  services. 
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The  Council  commended  CMIC  for  it  contribution  to 
CSMS  and  its  substantial  accomplishments  as  indicated 
by  the  report. 

Report  of  the  President 

Dr.  Zanker  stated  that  the  renovation  of  the  building 
now  brings  the  building  up  to  standards  befitting  the 
dignity  of  CSMS  that  can  be  enjoyed  for  many  years  to 
come.  He  reaffirmed  a statement  made  by  Dr.  Freedman 
that  the  reports  made  at  this  meeting  by  CPRO,  M.D. 
Health  Plan  and  CMIC  are  outstanding  accomplishments 
of  CSMS  and  ones  for  which  they  should  all  take  credit 
and  be  proud.  He  reported  on  two  meetings  which  he 
attended,  one  with  representatives  with  the  Office  of 
Health  Care  Access  (OHCA)  and  the  other  was  a meeting 
in  Washington,  D.C.  with  Senator  Lieberman  and  Repre- 
sentative DeLauro.  He  reported  that  both  meetings  were 
very  positive,  worthwhile  and  constructive.  The  report 
was  received  as  information. 

Report  of  the  Executive  Director 

Mr.  Norbeck  also  commented  on  the  meeting  in  Wash- 
ington, which  he  attended  with  Dr.  Zanker.  He  stated  that 
the  AMA  greatly  appreciated  CSMS  representatives  go- 
ing down  to  meet  with  Senator  Lieberman  and  that  it  gave 
them  the  opportunity  to  get  rolling  on  professional  liabil- 
ity. 

He  brought  them  up  to  date  on  the  California  Proposi- 
tion #1 86,  which  is  the  single  payer  proposal  known  as  the 
California  Health  Security  Act  which  will  be  on  the  ballot 
on  November  8 . The  proponents  for  the  proposition  are  the 
Consumers  Union,  League  of  Women  Voters,  AARP 
(California  chapter),  California  Nurses  Association  and 
Small  Business  Council  of  California.  The  opponents  are 
the  taxpayer  groups,  California  Chamber  of  Commerce, 
National  Federation  of  Independent  Business,  California 
Business  Roundtable,  Blue  Cross  and  Blue  Shield  and 
other  insurers,  and  CMA  and  LACMA  have  voted  to 
oppose  it.  The  proposal  was  authored  by  two  physicians 
and  two  attorneys  from  San  Francisco.  A late  July  survey 
shows  38%  for,  34%  against  and  26%  don't  know.  The 
proposition  argument  is  being  framed  as  big  insurers  vs 
big  governments.  It  was  his  opinion  that  the  proposition 
would  lose. 

He  spoke  about  Jack  Brooks'  role  in  recent  crime  bill 
debate.  The  Texas  Congressman  is  Chairman  of  the  House 
Judiciary  Committee  and  a devout  enemy  of  medicine.  He 
opposed  tort  reform  for  years  and  slipped  a ten  million 
grant  for  the  construction  of  a criminal  justice  center  at  his 
alma  mater  (Lamar  U.)  in  the  crime  bill.  Republicans  and 
Democrats  alike  objected  to  its  inclusion  and  it  was  pulled 
out  of  the  bill.  Mr.  Norbeck  reported  that  Mr.  Brooks,  who 
was  first  elected  to  Congress  42  years  ago  and  is  the 


second  most  senior  member  of  the  House  of  Representa- 
tives, has  jeopardized  his  position  as  Chairman  of  the 
Judicial  Committee.  Some  Democrats  suggested  a move- 
ment against  his  reelection  as  Chairman  in  1995,  since  he 
got  so  much  bad  publicity  on  the  issue.  If  so,  it  would  be 
beneficial  to  medicine’s  efforts  to  achieve  tort  reform 
some  time  in  the  future.. 

Mr.  Norbeck  reported  that  the  best  guess  in  Washington 
now  for  health  reform  this  year  is  no  employer  mandates, 
no  Medicare  Part  C,  no  cost  controls,  probably  some  form 
of  community  rating  and  relief  from  those  with  pre- 
existing conditions.  There  will  be  a serious  move  next 
year,  regardless  of  whatever  health  care  reform  President 
Clinton  achieves  to  reduce  Medicare  and  Medicaid  expen- 
ditures. He  reported  that  Senator  Byron  Morgan  of  North 
Dakota  plans  to  introduce  an  amendment  to  a bill  this  year 
and  if  it  fails  next  year  “to  limit  national  health  care 
expenditures  to  15%  of  the  national  GNP. 

He  also  informed  the  Council  regarding  FDA’s  David 
Kessler’s  announcement  to  assert  regulatory  control  over 
cigarettes  and  that  some  Democrats,  particularly  in  the 
South,  are  upset  because  they  believe  there  may  be  politi- 
cal fallout  from  his  having  declared  those  intentions.  The 
regulation  may  alienate  Southerners  and  throw  tossup 
races  in  the  tobacco  belt  to  Republicans.  The  report  was 
received  as  information. 

Discussion  of  OHCA  Activities 

Dr.  Howard  Meridy  distributed  to  the  Council  a com- 
prehensive report  from  the  Office  of  Legislative  Research 
Analysis  describing  Public  Act  94-3.  “An  Act  Concerning 
Health  Care  Access.”  Among  other  departments,  the  Act 
provides  for  an  Office  Of  Health  Care  Access  (OHCA). 
The  act  transfers  the  Commission  on  Hospitals  and  Health 
Care  (CHHC)  to  OHCA  until  1 July  1995  by  which  time  it 
must  terminate.  Dr.  Meridy  sits  on  the  seven  member 
Health  Care  Reform  Review  Board.  The  reform  review 
board  must  receive  all  data,  information,  and  recommen- 
dations necessary  to  provide  the  required  reports  de- 
scribed in  the  act  and  must  approve  all  reports  prior  to 
submission  of  recommendations  on  health  care  initiatives 
to  the  1995  legislative  session.  OHCA  is  also  responsible 
for  creating  a Health  Care  Data  Institute.  Dr.  Meridy 
reported  that  the  time  frame  for  all  the  requirements  of  the 
Act  is  so  compressed,  and  he  does  not  see  how  any 
proposals  can  come  forward  in  time  for  introduction  at  the 
legislature.  The  Chairman  of  the  Council  thanked  Dr. 
Meridy  for  his  report  and  expressed  his  appreciation  for 
his  endeavors. 

Nominations  to  CPRO 

A communication  was  received  from  CPRO  requesting 
nominations  for  the  CPRO  Board.  The  three  year  terms  of 
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Kenneth  Dardick,  M.D.  and  Earle  Sittambalam,  M.D., 
expire  in  October  1994.  It  was  VOTED  to  renominate  the 
incumbents. 

CSMS  Physician  Credentialing  Project 

Dr.  Kamens  reported  that  repeated  suggestions  have 
been  made  at  AMA  meetings  and  elsewhere  that  physi- 
cians may  want  to  have  a central  point  doing  credentialing 
for  them.  At  the  present  time  physicians  make  application 
to  various  sources  for  credentialing  annually  and  other- 
wise. It  would  appear  that  it  would  be  to  the  physicians 
advantage  to  deal  with  one  credentialing  agency.  He 
stated  that  there  are  pros  and  cons  to  this  proposal,  how- 
ever, he  was  bringing  it  to  the  Council’s  attention  for 
something  they  may  wish  to  pursue.  Dr.  Kamen’s  remarks 
were  received  as  information. 

Committee  on  Continuing  Medical  Education 

The  following  action  was  taken  on  two  recommenda- 
tions of  the  Committee  on  Continuing  Medical  Education: 

It  was  VOTED  to  approve  a document  entitled  “CSMS 
CME  Accreditation,  Part  I:  Procedural  and  Administra- 
tive Information,  which  included  information  on  the  fol- 
lowing: Institutions/Organizations  Eligible  for  Accredita- 
tion, Application  Procedure-Initial  Accreditation  or 
Renewal,  Review  Procedure  and  Action  on  Accreditation, 
Effective  Date  and  Duration  of  Accreditation,  Interim 
Reports,  Accreditation  Statement  and  CME  Credit  Desig- 
nation Statement,  and  Part  II:  Reconsideration  and  Appeal 
of  Adverse  Decisions. 

It  was  further  VOTED  to  authorize  the  Committee  to 
develop  a schedule  of  fees  for  CMS  accreditation  surveys 
and  to  fund  a method  of  payment  to  site  visitors  for  their 
services.  Before  implementation  of  such  a schedule,  it 
should  be  approved  by  the  leadership  of  CSMS.  CSMS  is 
apparently  the  only  state  society  that  does  not  charge  for 
CME  accreditation  services,  or  compensate  site  survey- 
ors. 

Reports  on  House  of  Delegates  Actions 

(a)  “Resolved,  that  to  maximize  the  services  and  cost- 
effectiveness  of  benefits  available  to  the  members, 
the  Council,  identify,  review,  and  address  issues  of 
cooperation,  communication,  and  problem  solving 
among  the  county  and  state  medical  organizations, 
and  be  it  further 

Resolved:  that  CSMS  report  recommendations  back 
to  the  county  association  presidents  60  days  before 
the  next  House  of  Delegates  meeting.” 

At  the  last  Council  meeting,  a committee  composed  of 
county  presidents  and  executive  directors  was  appointed 
to  discuss  this  resolution.  Dr.  Zanker  called  a meeting  of 
this  group  on  24  August.  He  reported  that  basically,  the 
flavor  of  the  meeting  was  that  everyone  seemed  to  be 
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satisfied  with  the  present  operation.  The  following  sug- 
gestions were  made: 

1 . That  staff  executives  continue  to  meet  on  a regular 
basis. 

2.  On  an  informal  basis,  county  councilors  should 
invite  their  presidents  to  attend  a meeting  of  the 
Council,  especially  if  there  is  an  item  on  the  agenda 
concerning  their  county. 

3.  The  CSMS  president  should  hold  an  informal  meet- 
ing with  county  presidents  at  least  once  a year. 

4.  Counties  should  encourage  more  of  their  delegates 
to  attend  CSMS  meetings  of  the  House  of  Del- 
egates. 

5.  Public  Affairs  and  membership  staffs  of  the  state 
and  county  should  attempt  to  have  one  meeting  a 
year. 

Dr.  Zanker  reported  that  a study  is  being  made  by  the 
AMA  on  ways  and  means  to  improve  cooperation,  com- 
munication, and  problem  solving  within  the  federation 
and  their  findings  may  be  of  value  to  the  state  organiza- 
tions. 

(b)  Resolved,  that  the  Connecticut  State  Medical  Soci- 
ety immediately  initiate  legal  action  against  the 
State  of  Connecticut  to  rectify  the  Medicaid  reim- 
bursement policy  existing  in  Connecticut. 

This  resolution  was  discussed  at  the  last  Council  in 
detail  and  following  discussion,  the  Council  recommended 
to  delay  implementation  and  reconsider  the  resolution  at 
the  next  House  of  Delegates  Meeting.  It  was  VOTED  to 
have  the  Speaker  of  the  House  send  a letter  to  the  delegates 
seeking  their  opinion.  Dr.  Brooks  reported  the  following 
response  to  the  questions  asked  in  his  letter: 

Forty  two  supported  the  Council’s  recommendation  to 
delay  implementation  and  to  reconsider  at  next  House 
meeting.  (The  questionnaire  stated  that  ballots  need  not  be 
returned,  since  failure  to  respond  will  be  construed  as 
support  of  the  Council’s  action) 

Three  responded  that  a Special  Meeting  of  the  House 
should  be  held. 

Two  responded  supporting  immediate  implementation 
of  the  resolution. 

Budget  for  Statewide  Physician  Health  Program 

It  was  VOTED  to  approve  a budget  of  1 7,200  dollars  for 
the  period  1 October  1994  to  3 1 December  1994  for  part- 
time  staff  to  undertake  a fund  raising  program  for  the 
statewide  physician  health  program.  As  requested  by  the 
Council,  Dr.  Grey  submitted  a budget  of  167,400  dollars 
for  the  program  in  1995.  Dr.  McDonnell  stated  that  this 
budget  will  be  taken  into  consideration  when  planning  the 
1995  CSMS  budget. 

It  was  VOTED  to  appoint  Neil  Grey,  M.D.  as  Acting 
Director. 
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COMMITTEE  SERVICE  QUESTIONNAIRE 


Connecticut  State  Medical  Society 

Early  in  1995  the  Councilors  from  the  eight  constituent  county  medical  associations  assume  the  responsibility  of 
selecting  members  of  the  Society  to  participate  in  the  various  activities  of  the  Society,  listed  below.  In  making  these 
selections  it  is  of  importance  to  choose  physicians  who  are  not  only  willing  and  able  to  serve  but  also  who  are  known 
to  have  an  interest  in  the  work  of  the  group  to  which  they  may  be  assigned.  In  order  to  enable  this  office  to  furnish 
the  Councilors  with  a compilation  of  those  who  desire  to  be  considered  for  committee  service,  all  members  are 
asked  to  indicate  by  number  in  order  of  preference  (not  more  than  three)  opposite  your  choice  in  the  questionnaire 
below  and  return  same  to  the: 

Executive  Director’s  Office 
160  St.  Ronan  Street 
New  Haven,  CT  06511 

Your  cooperation  will  be  appreciated. 


Medical  Education 

a Committee  on  Continuing  Medical  Education 
Medical  Economics 
a Committee  on  Insurance 

Professional  Relations 

a Committee  on  Ethical  and  Judicial  Affairs 

Public  Affairs  and  Communication 

a Editorial  Committee  on  Connecticut  Medicine 
n Committee  on  Legislation 
n Committee  on  Public  Affairs 

Scientific  and  Socio-Environmental  Medicine 

n Committee  on  Emergency  Medical  Services 
n Cancer  Coordinating  Committee 
n Committee  on  Physican  Health 
n Committee  on  Maternal  Morbidity  and  Mortality 
n Committee  on  Medical  Aspects  of  Sports 


n Committee  on  Organ  and  Tissue  Transfers 

n Committee  to  Study  Perinatal  Morbidity  and 
Mortality 

n Committee  on  Public  Health 
n Committee  on  Statewide  Medical  Planning 
n Committee  on  Geriatrics 

« Committee  on  Alcohol  and  Other  Drug  Dependency 

Representative  and  Advisors 

n Committee  on  Allied  Health  Services 
n Committee  on  Medicare 
n Liaison  Committee  with  the  Connecticut 
Pharmaceutical  Association 
& Representatives  to  Connecticut  Advisory  School 
Health  Council 

n Delegates  to  Connecticut  Public  Health 
Association,  Inc. 

n Delegates  to  Connecticut  Nutrition  Council 


Please  return  by  January  15,  1995 

Signed: M . D . 

(Please  Print) 


Office  Address: 
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CSMS  PHYSICIAN  PLACEMENT  SERVICE 


The  Society  maintains  the  Physician  Placement  Service  as  a free  service  to  the  medical  profession,  hospitals, 
and  communities  in  Connecticut. 

Opportunities  should  be  typed,  double-spaced  copy  on  letterhead  and  submitted  to  CSMS,  Physician 
Placement  Service,  160  St.  Ronan  Street,  New  Haven,  CT  06511  (203)  865-0587  or  fax  to  (203)  865-4997.  These 
will  be  published  as  space  permits  and  will  be  distributed  to  physicians  making  inquiries  of  such  opportunities . 

Physicians  wishing  to  locate  in  Connecticut  may  call  the  office  requesting  opportunities  in  their  specialty.  Also, 
candidates  are  invited  to  submit  a resume  to  be  kept  on  file  with  the  Society.  An  announcement  of  a physician’s 
availability  will  be  published  in  two  issues  of  Connecticut  Medicine  as  space  permits. 

Listing  of  physicians  in  the  Placement  Service  does  not  in  any  way  represent  certification  by  the  Society. 
Investigation  of  credentials  and  experience  is  the  responsibility  of  those  seeking  applicants  for  positions. 

Announcements  on  the  Physician  Placement  Service  page  under  Classified  Advertising  are  charged  at  the 
regular  Classified  Advertising  rate. 


OPPORTUNITIES  FOR  PRACTICE 


AMBULATORY  CARE 

Full-time  or  part-time  position  available  for  a BC/BE  internist  or 
family  practitioner  in  well-established  ambulatory  care  center  in 
Branford,  Conn.  Highly  competitive  salary  and  benefit  package; 
very  pleasant  working  conditions;  located  on  beautiful  Con- 
necticut shoreline  in  family  community.  Attractive  hours.  Please 
call  or  send  CV  to  Harry  Ardolino,  M.D.,  Medical  Director, 
Coastline  Medical  Center,  9 Business  Park  Drive,  Branford,  CT 
06405.  Phone:  (203)  481-0818. 

Full/part-time  position  for  Connecticut  licensed  physician  with 
experience  in  ambulatory  care.  BC/BE  in  internal  medicine. 
Some  flexibility  with  working  hours.  Please  send  CV  to  Box 
555,  Canton,  CT  06019. 

Physician  full-time/part-time.  Busy  walk-in  center  is  seeking  a 
physician  for  primary  care  in  our  office.  Great  hours,  benefits, 
competitive  salary  with  profit  sharing.  Please  contact  T.  Kandell, 
M.D.  or  R.  Falit,  M.D.,  P.O.  Box  1120,  Bristol,  CT  06010  or  call 
(203)  584-8900. 

FAMILY  PRACTICE 

Newly  funded  Community  Health  Center  in  Vernon,  Conn, 
seeks  family  practice  physician  to  provide  primary  care  to  low 
income/uninsured  population.  Salaried  position,  part-time  de- 
veloping into  full-time.  Strong  potential  for  supplemental  ER 
income  during  start-up.  Send  CV  to  Vernon  Area  Community 
Health  Center,  Inc.,  c/o  Hockanum  Valley  Community  Council, 
Inc.,  155  West  Main  St.,  Vernon,  CT  06066. 

FAMILY  PRACTICE/INTERNAL  MEDICINE 

Part  time  position  available  immediately  in  busy  well  estab- 
lished medical  practice  in  eastern  Conn.  Competitive  salary  and 
benefits.  Pleasant  working  conditions  with  highly  trained  staff. 
Please  respond  to:  C.  Brendan  Montano,  M.D.,  1 60  West  St.,  A- 
1,  Cromwell,  CT  06416. 
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Physician  needed  full-time/part  time  for  medical  walk-in  center 
in  eastern  Conn.  Broad  general  medical  and  minor  surgical  skills 
required.  No  call.  Competent  support  staff.  Send  CV  to  Judy 
Miller,  Med-East  Medical  Walk-In  Center,  1 703  West  Main  St., 
Willimantic,  CT  06226. 

Family  medicine/occupational  medicine:  Ambulatory  care  set- 
ting offers  full  primary  medical  care  with  hospital  privileges. 
Rapidly  growing  practice  in  Fairfield  County  with  immediate 
opening  for  full-time  and  part-time  FP/IM  physicians.  Excellent 
opportunity  with  flexible  hours  and  ample  independence.  Please 
respond  to:  Medical  Director,  Primary  Medical  Care  Center, 
430  Main  Ave.,  Suite  204,  Norwalk,  CT  0685 1 , (203)  849-7777. 

OCCUPATIONAL  MEDICINE 

Central  Connecticut — Hospital  based  occupational  medicine 
opportunity.  Position  is  ideal  for  a BC  family  medicine,  internal 
medicine,  emergency  medicine,  or  general  surgeon  physician. 
Clinical  responsibilities  include  evaluation  and  treatment  of 
work-related  injuries,  accidents  and  illnesses,  and  conducting 
preplacement  and  other  physical  exams.  Strong  clinical  skills  in 
musculoskeletal  disorders  are  needed.  Excellent  communica- 
tion skills;  strong  commitment  to  patient  care.  Competitive 
salary  and  benefits  package.  Please  call  us  at  (800)  892-3846  or 
fax  us  your  CV  at  (203)  585-3525. 

PART-TIME 

Blue  Hills  Hospital,  a JCAHO  accredited  state  substance  abuse 
treatment  hospital  in  Hartford,  Conn,  is  seeking  a permanent 
part-time  (32  hours  per  week)  Physician  I.  Full  state  benefits 
package  available.  Must  have  current  license  to  practice  medi- 
cine and  surgery  in  CT.  Send  letters  of  application  and  CVs  to, 
or  call  Elnora  Maxwell,  M.D.,  Medical  Director  at  (203)  772- 
2100  or  Marilynn  R.  Stuart,  M.D.,  Chief  of  Professional  Ser- 
vices at  (203)  772-2002,  Blue  Hills  Hospital,  51  Coventry  St., 
Hartford,  CT  06112.  An  EOE. 
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PEDIATRICIAN 

Community  Health  Care  Plan  (CHCP)  is  seeking  a locum  tenens 
pediatrician  to  join  a group  of  nine  pediatricians  and  three 
physician  associates/nurse  practitioners.  The  ideal  candidate 
would  be  BC/BE  with  privileges  at  Yale-New  Haven  Hospital 
and  have  a strong  background  in  general  pediatrics.  Subspe- 
cialty training  is  welcomed  but  not  a prerequisite.  This  position 
is  in  our  New  Haven  Health  Center  with  potential  to  become  a 
regular  staff  position.  CHCP  is  a staff  model  HMO  serving  the 
health  needs  of  South  Central  Connecticut.  The  practice  consists 
of  both  pre-paid  and  fee-for-service  patients.  Yale-New  Haven 
Hospital,  a major  tertiary  referral  center,  is  near  by.  Salary  is 
commensurate  with  experience.  Please  send  CV  to:  Brenda  A. 
Alexander,  Human  Resources  Representative,  Community 
Health  Care  Plan,  22 1 Whitney  Avenue,  New  Haven,  CT  065 1 1 . 

Exceptional  opportunity  to  join  a pediatric  practice  of  four  BC 
pediatricians.  Located  in  a shoreline  community,  five  miles 
from  Y ale-Ne  w Haven  Medical  Center,  our  chief  hospital  affili- 


ation. Salary  $ 130,000/year.  Malpractice  insurance  included. 
Buy-in  option  also  available  (one  in  four  coverage).  Part-time 
position  also  available.  Call  (203)  248-4846  any  evening  after 
8:00  P.M. 

BC/BE  Pediatrician  FT/PT  to  replace  retiring  member  of  pedi- 
atric group.  University  affiliation,  suburban  practice  in  south 
central  Conn.  Competitive  salary  and  benefits.  Contact  A. 
Heiger,  M.D.,  420  S.  Main  St.,  Cheshire,  CT  06410,  (203)  272- 
0396. 

Solo  pediatrician  and  certified  pediatric  nurse  practitioner  seek- 
ing full  or  part-time  BE/BC  pediatrician  to  join  busy  practice  on 
shoreline.  Flexible  hours  possible.  Great  coverage  system  in 
place.  Respond  to:  Richard  F.  Whelan,  M.D.,  P.O.  Box  948,  N. 
Branford,  CT  06471. 

PRIMARY  CARE 

Primary  Care  physician,  part-time  mornings  for  growing  family 
practice  in  Glastonbury.  Please  fax  CV  to  (203)  659-0435. 


PHYSICIANS  WISHING  TO  PRACTICE  IN  THE  STATE  OF  CONNECTICUT 


FAMILY  PRACTICE 

Available  July  1995.  Licensed  in  New  York.  American  Board 
certified.  M.D.  at  Case  Western  Reserve  University,  Cleveland, 
Ohio.  Internship  at  Highland  Hospital  and  University  of  Roch- 
ester, Rochester,  New  York.  Residency  at  Highland  Hospital. 
Would  like  to  join  group,  associates  or  institutional  practice. 
Also  interested  in  teaching  position.  Please  respond  to:  Jeremy 
Golding,  M.D.,  187  Thackery  Rd.,  Rochester,  NY,  (716)  271- 
5430. 

Available  January  1 995.  Licensed  in  Rhode  Island  (Connecticut 
pending).  American  Board  certified.  M.D.  at  Brown  University. 
Internship  and  Residency  at  Pawtucket  Memorial  Hospital, 
Rhode  Island.  Presently  in  active  duty,  United  States  Air  Force. 
Would  like  a flexible  position  with  Saturday  through  Monday 
off.  Please  respond  to:  Robert  R.  Liu,  M.D.,  7522  Silent  Elks, 
San  Antonio,  TX  78250,  (210)  521-2760  or  (210)  536-3471. 

INTERNAL  MEDICINE/CARDIOLOGY 

Non-invasive  cardiologist  from  Beth  Israel  Medical  Center, 
New  York  with  echo,  TEE.  stress  lab  and  cardiac  rehabilitation 
experience  looking  for  a position  beginning  July  1995.  CV  and 
references  available  upon  request.  Please  respond  to:  CSMS, 
C/O  IM/RG. 

Available  September  1994.  Licensed  in  New  York.  American 
Board  certified.  M.D.  at  George  Washington  University,  Wash- 
ington. DC.  Internship  and  Residency  at  Beth  Israel  Medical 


Center.  New  York.  Would  like  to  join  group  practice.  Please 
respond  to:  Randall  J.  Gould,  M.D.,  353  E.  17th  St.,  Apt.  20B, 
New  York,  NY  10003,  (212)  979-7749. 

OBSTETRICS  AND  GYNECOLOGY 

Available  January  1995.  Licensed  in  New  York  and  Connecti- 
cut. American  Board  certified.  M.D.  at  University  of  Puerto 
Rico.  Residency  at  Beth  Israel  Medical  Center,  New  York. 
Would  like  to  join  a group,  associates  or  institutional  practice  in 
a medium-sized  community.  Please  respond  to:  Sandra  L.  Curet, 
M.D. ,4  Harbour  Close,  New  Haven,  CT  065 1 9,  (203)787- 1 550. 

PART-TIME 

Available  September  1994.  Licensed  in  Connecticut.  M.D.  at 
LIniversity  of  Vermont  College  of  Medicine.  Internship  at  Hart- 
ford Hospital.  Hartford.  Connecticut.  Residency  at  Hartford 
Hospital.  Would  like  part-time  administrative,  review  or  con- 
sulting position.  Please  respond  to  CSMS.  C/O  PT/JC. 

UROLOGY 

Available  September  1995.  Licensed  in  New  York.  Passed  Part 
1 of  American  Boards.  Completes  duty  with  U.S.  Navy  in 
September  1995.  M.D.,  internship,  and  residency  at  New  York 
Medical  College,  Valhalla,  New  York.  Would  like  to  join  a 
group  or  associates  practice  in  a medium  to  large  size  commu- 
nity. Please  respond  to:  Jeffrey  Glen  Proctor,  M.D.,  1153 
Lionsgate  Lane.  Gulf  Breeze,  FL  32651,  (904)  934-9086. 
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PAID  CLASSIFIED  ADVERTISING 


All  PAID  classified  advertising  orders,  correspondence,  and  payments  should  be  directed  to:  CONNECTICUT 
MEDICINE,  Classified  Department,  160  St.  Ronan  Street,  New  Haven,  CT  06511,  Tel.  (203)  865-0587.  The 
Classified  rates  are  as  follows:  $60.00  for  25  words  or  less;  plus  $1.00  each  additional  word.  For  confidential 
answers,  the  cost  is  $3.00  per  insertion,  sent  in  care  of  CONNECTICUT  MEDICINE.  Ad  copy  must  be  typewritten, 
double  spaced,  with  payment,  and  delivered  no  later  than  the  first  day  of  the  month  preceding  the  month  of  issue. 


FAMILY  PRACTICE  FOR  SALE 

Family  practice  for  sale,  shoreline  community;  prime  location, 
ample  parking  and  well  equipped  offices,  including  six  examin- 
ing rooms  and  x-ray  facilities.  If  interested  contact  (203)  488- 
3308. 

MOBIL  ULTRASOUND  SERVICES 

Specializing  in  CARDIAC  ECHO,  ABDOMINAL,  OB-GYN, 
pelvic,  and  carotid.  We  come  to  you  with  our  machine  and  see 
your  patients  in  your  facility.  SPANISH  speaking  tech  avail- 
able. Call  (203)  288-8458. 


EASTERN  CONNECTICUT 
INTERNIST 

Seeking  BC/BE  internist  for  developing  university  of  Connecti- 
cut faculty  practice.  Interest  / training  in  geriatrics  desirable. 
Activities  to  include  ambulatory  care,  acute  hospital  care,  long- 
term care  and  teaching.  Full  time  faculty  rank  commensurate 
with  training  / experience.  For  more  information,  contact  G. 
Kerins,  M.D.  at  203)  823-4675.  A division  of  the  University  of 
Connecticut  Health  System.  UNCAS  on  Thames  Hospital  is  an 
equal  opportunity,  affirmative  action  employer. 


TIME  FOR  A MOVE? 

FR IM,  OB/GYN,  PEDS... 


CURRENT  OPENINGS: 
CALL  NOW  FOR  DETAILS! 

Connecticut  National 
10+Cities  750+ Cities 

We  track  every  community  in  the  country  . . . 


Norwich 

Kansas  City 

Rochester 

Cleveland 

Putnam 

Houston 

Syracuse 

Detroit 

New  London 

St.  Louis 

Birmingham 

Milwaukee 

New  Haven 

Indianapolis 

Tallahassee 

Des  Moines 

Torrington 

Columbus 

Tampa 

Chicago 

Cincinnati 

Richmond 

Virginia  Beach 

Tuscon 

Boston 

Denver 

Norfolk 

Phoenix 

NEW  OPENINGS  DAILY! 


The  Curare  Group,  Inc. 

(800)880-2(128  Fax  (812)  331-0659 

M-F  9:00am-8:00pm,  Sat  l-5pm  EST 


Staff  Physician 

Masonic  Home  and  Hospital  of  Connecticut  is 
seeking  fellowship-trained,  B.C./B.E.  Geriatrician/ 
Internist/  Family  Practice  Physician  with  interest  in 
geriatrics  to  join  the  physician  team  at  its  500-bed, 
multi-licensed,  JCAHO  accredited  Wallingford 
Campus,  which  includes  a 150-unit  continuing  care 
retirement  community  and  a broad  continuum  of 
geriatric  services.  Will  have  diverse  clinical 
responsibilities  including:  Acute  Care;  Primary 
Geriatric  Care;  Outpatient  Geriatric  Assessment, 
Nursing  Home  Care,  Inpatient  Functional 
Assessment  and  Treatment  Consultation. 


We  offer  an  excellent  work  environment,  central 
Connecticut  location  and  a full  range  of  employee 
benefits.  Salary  will  be  commensurate  with  experi- 
ence. Please  send  curriculum  vitae  with  salary 
requirements  to:  Dr.  Erlinda  Rauch,  M.D.,  Vice 
President  Medical  Affairs,  Masonic  Home  and 
Hospital,  P.O.  Box  70,  Wallingford,  CT  06492. 
Equal  Opportunity  Employer  M/F/H/V. 


Masonic  Home 
and  Hospital 


Sewing  Seniors  in  the  Name  of  Masonry 
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Isolated  Free  Fluid  on  Abdominal  Computerized 
Tomographic  Scan:  An  Indication  for 
Surgery  in  Blunt  Trauma  Patients? 

VICTOR  C.  EANNIELLO,  II,  M.D.,  SHERYL  G.A.  GABRAM,  M.D., 
RICARDO  EUSEBIO,  M.D.,  AND  LENWORTH  M.  JACOBS,  M.D. 


ABSTRACT — A retrospective  study  of  792  patients 
who  sustained  blunt  traumatic  injury  and  underwent 
abdominopelvic  computerized  tomographic  scan 
(CT)  evaluation  was  performed.  Patients  who  had 
free  intraperitoneal  fluid  without  evidence  of  solid 
visceral  organ  damage  served  as  the  study 
population.  Sixty-six  (8.3%)  of  patients  were 
identified  as  having  free  fluid  without  evidence  of 
solid  organ  injury.  Pelvic  fractures  occurred  in  14  of 
the  66  (21.2%)  patients.  Splenic  injuries  requiring 
laparotomy  were  not  diagnosed  initially  on  CT  scan 
of  the  abdomen  in  four  (6%)  patients.  Mesenteric  or 
small  bowel  injuries  occurred  in  six  (9%)  patients. 
Nine  (13.6%)  of  the  patients  expired.  Thirty-five 
patients  (53%)  had  no  sequelae  of  intra-abdominal 
injuries  and  required  no  surgical  intervention.  If 
patients  with  pelvic  fractures  are  excluded,  10 
(19.2%)  of  the  patients  required  operative 
intervention  for  their  injuries.  It  is  our  conclusion 
that  free  fluid  as  the  only  significant  finding  on  CT 
scan  in  blunt  trauma  patients  may  be  a harbinger  of 
significant  intra-abdominal  injury,  and  that  these 
patients  need  to  be  closely  observed  to  decrease 
morbidity  associated  with  these  potential  injuries. 
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Introduction 

THE  rapid  diagnosis  and  treatment  of  intra-abdominal 
injuries  in  blunt  trauma  patients  continues  to  be  a 
challenge.  Computerized  tomography  (CT)  scanning  has 
played  an  important  role  in  aiding  physicians  detect  major 
injuries  in  the  hemodynamically  stable  trauma  patients.1 
This  is  particularly  important  when  a reliable  examination 
is  precluded  by  an  uncooperative  patient  with  an  altered 
sensorium. 

The  use  of  diagnostic  peritoneal  lavage  (DPL)  and  CT 
scanning  in  the  blunt  trauma  patient  has  been,  and  contin- 
ues to  be  widely  debated.1"4  Prospective  and  retrospective 
studies  comparing  CT  scanning  and  DPL  in  hemodynami- 
cally stable  blunt  trauma  patients  has  failed  to  identify 
which  is  diagnostically  superior.2,5  These  two  modalities 
should  be  viewed  as  complimentary  tools  in  aiding  the 
clinician  diagnose  to  intra-abdominal  injury.5 

The  purpose  of  this  study  was  to  identify  the  risk  of 
significant  intra- abdominal  injury  in  blunt  trauma  patients 
whose  CT  scans  of  their  abdominopelvic  regions  were 
interpreted  as  showing  free  fluid  without  evidence  of  solid 
organ  damage. 

Materials  and  Methods 

A retrospective  study  was  conducted  reviewing  a 46- 
month  interval  of  blunt  trauma  patients  presenting  to  the 
Hartford  Hospital,  a Level  I trauma  center.  The  original 
CT  scan  log  books  were  reviewed  for  the  following  data: 
date  of  the  scan,  age  and  gender  of  the  patient,  and 
interpretation  of  the  CT  scan  by  an  attending  radiologist. 
The  trauma  registry  at  Hartford  Hospital  provided  data 
such  as  surgical  procedures  performed,  Injury  Severity 
Score  (ISS),  Trauma  Score  (TS),  discharge  diagnoses,  and 
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patient  outcome.  Pertinent  specific  patient  information 
was  obtained  from  hospital  medical  records.  Autopsy  data 
were  provided  by  the  Office  of  the  State  Medical  Exam- 
iner in  Farmington,  Connecticut,  and  by  the  Department 
of  Pathology  at  Hartford  Hospital. 

Those  patients  included  in  the  study  were  older  than  16 
years  of  age,  had  sustained  blunt  trauma  to  the 
abdominopelvic  regions,  and  underwent  CT  scan  exami- 
nations which  showed  free  fluid  as  the  only  positive 
finding.  Those  excluded  were  patients  who  also  had  free 
fluid  on  CT  scan  but  had  evidence  by  scan  of  solid  visceral 
damage  (liver,  spleen,  or  renal  injury),  regardless  of  the 
extent  of  injury  (hematoma,  contusion,  laceration,  or 
rupture). 

Results 

Abdominopelvic  CT  scans  were  performed  on  792 
blunt  trauma  patients  during  the  study  period.  Sixty-six 
(8.3%)  of  these  patients  were  identified  as  having  free 
intraperitoneal  fluid  without  evidence  of  solid  visceral 
organ  damage.  This  group  of  patients  served  as  our  study 
population.  Their  ages  ranged  from  17-84  years,  with  a 
mean  age  of  32  years.  The  mean  ISS  was  20,  and  the  mean 
TS  was  12. 

Pelvic  fractures  occurred  in  14  (21.2%)  patients.  None 
of  the  patients  with  pelvic  fractures  developed  abdominal 
signs  or  symptoms  requiring  exploratory  laparotomy. 

Injury  to  the  spleen  was  not  evident  on  CT  scan  in  four 
patients  who  eventually  required  exploratory  laparotomy 
and  splenectomy.  One  patient,  who  required  splenectomy, 
underwent  evaluation  with  DPL  after  CT  scan,  and  this 
was  positive  for  gross  blood.  The  patient  was  hemody- 
namically  stable  in  the  trauma  room.  In  this  patient  the  CT 
scan  missed  his  splenic  injury  because  it  could  not  differ- 
entiate free  fluid  from  thickened  bowel  wall  related  to  his 
history  of  Crohn’s  disease.  Three  additional  patients  sub- 
sequently required  exploratory  laparotomy  and 
splenectomy  because  of  increasing  abdominal  pain  and 
falling  hematocrits. 

Mesenteric  or  small  bowel  injuries  requiring  resection 
occurred  in  six  (9%)  patients.  In  one  patient,  a 17-year-old 
male,  a fracture  of  the  third  lumbar  vertebrate  was  noted 
on  CT  scan  in  addition  to  a small  amount  of  free  fluid.  DPL 
was  not  performed.  The  patient  suffered  from  a prolonged 
ileus  after  fixation  of  his  fracture,  and  developed  persis- 
tent abdominal  pain.  He  was  brought  to  the  operating 
room  where  an  exploratory  laparotomy  showed  a small 
bowel  mesenteric  avulsion  and  ischemic  bowel.  He  under- 
went small  bowel  resection  for  these  injuries. 

Nine  (13.6%)  of  the  66  patients  expired  during  their 
hospital  course.  Of  these,  two  underwent  exploratory 
laparotomy  for  small  bowel  injuries  unrelated  to  their 


deaths.  Seven  of  the  nine  expired  as  the  result  of  massive 
head  trauma.  The  remaining  two  patients  expired  from 
sequelae  of  multisystem  organ  failure.  Thirty-five  (53%) 
patients  had  other  associated  injuries  (orthopedic,  neuro- 
logic) for  which  they  were  appropriately  treated,  did  not 
undergo  exploratory  laparotomy,  and  were  subsequently 
discharged  from  the  hospital  without  any  complications 
from  intra- abdominal  injury  (See  Fig.  1). 

If  the  patients  with  pelvic  fractures  are  excluded,  10 
(19.2%)  of  52  blunt  trauma  patients  with  free  intra-ab- 
dominal fluid  as  the  only  significant  finding  on  CT  scan 
required  operative  intervention  for  their  injuries. 

Discussion 

During  the  past  decade  there  has  been  controversy  over 
the  various  diagnostic  procedures  for  the  evaluation  of 
intra- abdominal  injury  in  the  blunt  trauma  patient.  De- 
scribed by  Root  and  associates  in  1965, 6 diagnostic  peri- 
toneal lavage  has  become  an  important  tool  for  detecting 
intra- abdominal  injuries.  High  degrees  of  sensitivity  and 
specificity  have  been  reported  by  several  investigators, 
when  the  presence  of  blood  in  the  lavage  fluid  is  the 
criterion  for  surgical  intervention.1’7,8  There  are  advan- 
tages to  DPL  when  urgent  assessment  of  the  patient  must 
be  accomplished.  DPL  can  be  performed  rapidly  in  the 
trauma  resuscitation  area  by  the  trauma  team.  It  provides 
accurate  and  reliable  information  regarding  the  presence 
or  absence  of  hemoperitoneum,  but  is  less  accurate  in 
diagnosing  intestinal  injuries  in  the  absence  of  hemor- 
rhage.1,7,9  It  is  an  inexpensive  procedure  and  does  not 
require  transporting  the  patient  to  the  radiologic  suite  for 
further  evaluation.  It  is  the  diagnostic  test  most  suitable  in 
the  evaluation  of  hemodynamically  unstable  patients  who 
suffer  blunt  abdominal  trauma.  There  are  disadvantages  to 
DPL,  which  include  the  invasiveness  of  the  procedure  and 
the  difficulty  in  accomplishing  it  in  patients  who  have  had 
previous  abdominal  surgery  and  have  intra-abdominal 
adhesions.  DPL  does  not  provide  specific  information 
about  the  location  or  extent  of  organ  injury,  information 
that  is  readily  available  with  CT  scan.4  DPL  is  regarded  as 
insensitive  for  identification  of  retroperitoneal  injuries  to 
the  duodenum,  kidney,  colon,  and  bladder.10,11 

In  the  presence  of  hemoperitoneum  detected  by  DPL, 
the  surgical  team  may  be  misled  into  performing  an 
exploratory  laparotomy  on  a patient  whose  injuries  may 
be  regarded  as  nonsurgical.  For  example,  a patient  with  a 
positive  finding  of  hemoperitoneum  identified  by  DPL 
may  be  taken  to  the  operating  room  and  found  to  have  a 
hemodynamically  stable  liver  laceration  for  which  no 
surgical  intervention  is  required.  In  a patient  who  is 
hemodynamically  stable,  with  a stable  hematocrit,  clini- 
cal observation  with  serial  hematocrit  determinations  and 
abdominal  examinations  may  be  more  appropriate. 
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CT  scanning  of  the  abdominopelvic  region  has  largely 
replaced  DPL  as  the  method  of  choice  for  evaluating  the 
blunt  trauma  victim.4  Based  upon  published  series  with 
technically  adequate  scans,  the  accuracy  of  CT  appears  to 
be  high.  In  a study  reported  by  Federle  et  al,  100  patients 
underwent  CT  scan,  60  had  an  injury  detected,  of  whom  3 1 
had  operative  intervention  for  their  injuries,  and  in  every 
case  the  injuries  detected  by  CT  scan  were  confirmed.12 
Federle  and  his  associates  subsequently  updated  and  ex- 
panded their  study  and  reported  a 99%  accuracy  rate  of  CT 
scan  in  200  blunt  trauma  patients.12,13  Others  have  found 
DPL  superior  in  sensitivity  and  accuracy  to  CT  scan,  and 
that  the  predictive  value  of  a negative  scan  is  not  reliable. 
A negative  report  should  not  be  accepted  as  accurate  and 
has,  at  best,  a 20%  chance  of  missing  an  injury.3  False 
negative  rates  of  CT  scanning  have  been  reported  by 
others  in  detecting  intestinal  injuries.14  Even  though  there 
are  reported  problems  associated  with  CT  scanning  of  the 
abdomen  in  blunt  trauma,  there  are  a number  of  important 
advantages  of  CT  over  DPL.  CT  directly  visualizes  the 
retroperitoneal  structures,  and  accurately  assesses  the 
function  and  extent  of  injury  to  the  kidneys.  Unlike  DPL, 
CT  is  not  only  sensitive,  but  specific  for  the  type  and 
degree  of  visceral  injury.12  The  data  available  regarding 
the  reliability  of  CT  in  detecting  injury  to  the  small  bowel, 
duodenum,  and  pancreas  is  limited.  In  our  study  six  such 
patients  were  identified  who  eventually  required  resection 
of  small  bowel  secondary  to  mesenteric  tears  and/or  small 
bowel  perforation.  Vascular  injuries  are  also  not  reliably 
diagnosed  by  CT. 


At  our  institution,  hemodynamic  ally  unstable  trauma 
patients  undergo  DPL  for  evaluation  of  intra-abdominal 
hemorrhage.  The  use  of  this  procedure  in  the  hemody- 
namically  unstable  patient  is  a significant  advantage  over 
abdominal  CT  scanning.  Time  and  expense  are  major 
disadvantages  of  CT  scanning.  Davis  et  al  described 
additional  complications  associated  with  the  use  of  CT 
scan  in  the  evaluation  of  the  abdomen  in  blunt  trauma 
patients.16  In  his  study,  25  false  negative  CT  scans  were 
identified,  and  10  complications  resulting  from  CT  scans 
being  misinterpreted  as  negative,  when  in  fact  there  was 
significant  injury  present.  Nine  of  the  10  patients  under- 
went surgery  after  episodes  of  hypotension,  decrease  in 
hematocrit,  and  development  of  peritoneal  symptoms. 
Three  false  positive  CT  scans  led  to  negative  exploratory 
laparotomies  without  further  complications. 

Delay  in  diagnosis  of  intra- abdominal  injury  adds  greatly 
to  morbidity  and  mortality. 1,3,14,15  Patients  with  equivocal 
or  absent  physical  findings  on  initial  evaluation  in  the 
trauma  setting  are  diagnostically  challenging.  The  re- 
ported overall  inaccuracy  rate  of  the  physical  examination 
ranges  from  16%  to  45 %d  When  clinicians  cannot  rely  on 
the  physical  assessment  of  the  patient,  CT  scanning  of  the 
abdomen  is  useful.  Yet  with  a CT  scan,  four  splenic 
injuries  were  missed  in  this  series.  However,  patients  with 
these  injuries  required  laparotomy  based  on  new  clinical 
findings,  and  splenectomy  was  performed.  It  is  interesting 
to  note  that  the  only  abnormality  on  CT  scan  in  these  four 
cases  was  free  intraperitoneal  fluid.  Clinical  suspicion,  in 
conjunction  with  the  above  noted  positive  CT  finding  led 
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to  laparotomy.  In  our  review  two  patients  with  mesenteric 
hematomas  were  identified  by  CT  scan.  Rizzo  and  associ- 
ates report  that  on  meticulously  performed  CT,  bowel  and 
mesenteric  injuries  will  manifest  as  free  fluid,  mesenteric 
infiltration,  focal  bowel-wall  thickening,  or,  more  rarely, 
free  air  or  extravasated  contrast  material.10  Determining 
surgical  vs  nonsurgical  injuries  by  CT  scan  may  be  its 
greatest  advantage  over  other  diagnostic  modalities, 
thereby  reducing  the  incidence  of  nontherapeutic 
laparotomies. 

The  limitation  of  this  study  is  the  retrospective  design 
of  the  study  and  individual  surgical  decision-making 
schemes  for  patients  having  free  fluid  without  solid  organ 
injury  on  CT  scan.  Awareness  of  this  dilemma  has  en- 
hanced surgical  suspicion  for  significant  abdominal  trauma 
with  free  fluid  alone  on  CT  scan. 

The  finding  of  free  fluid  on  CT  scan  of  the  abdomen  in 
the  blunt  trauma  patient  may  be  a harbinger  of  serious 
injury.  In  our  series,  19.2%  of  patients  with  free  fluid  on 
CT  scan  required  operative  intervention  for  their  injuries. 
Patients  with  equivocal  physical  findings  and  free  fluid  on 
CT  scan  should  be  closely  followed  by  serial  physical 
examinations,  laboratory  analysis,  and  should  undergo 
DPL  if  indicated,  and  when  deemed  appropriate  by  the 
surgical  team,  undergo  laparotomy. 
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The  Pectoralis  Major  Myocutaneous  Flap  in  Reconstructive 
Head  and  Neck  Surgery  Revisited:  A Recent  Experience 

S.  ELIZABETH  VON  BIBERSTEIN,  M.D.  AND  JEFFREY  D.  SPIRO,  M.D. 


ABSTRACT — Although  the  pectoralis  major 
myocutaneous  flap  (PMMF)  has  proved  to  be  a 
reliable  method  of  reconstruction  for  the  head  and 
neck  surgeon,  the  current  emphasis  in  tissue 
replacement  has  shifted  to  micro  vascular  free-tissue 
transfer.  This  has  prompted  us  to  review  retro- 
spectively all  PMMFs  performed  for  reconstruction 
following  head  and  neck  cancer  resection  at  the 
University  of  Connecticut  Health  Center  over  a 
recent  four-year  period.  A total  of  24  flaps  were 
utilized  consecutively  in  23  patients,  following  a 
variety  of  ablative  procedures.  Postoperative 
complications  occurred  in  14  of  the  24  flaps  (59%), 
and  11  of  the  14  patients  who  experienced 
postoperative  complications  had  received  previous 
radiation  therapy.  Seven  of  the  complications  were 
felt  to  be  major  because  they  prolonged  hospital 
stay,  or  they  required  secondary  reconstructive 
procedures  (four  of  seven  cases).  There  were  no 
instances  of  total  flap  failure.  In  our  experience,  the 
PMMF  has  proved  to  be  reliable  and  useful  in  a 
variety  of  head  and  neck  reconstructive  procedures. 
We  conclude  that  the  PMMF  remains  an  excellent 
option  for  repair  of  defects  resulting  from  head  and 
neck  cancer  resection. 
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gology, Department  of  Surgery,  University  of  Connecticut  School  of 
Medicine,  Farmington;  JEFFREY  D.  SPIRO,  M.D.,  Division  of 
Otolaryngology,  Department  of  Surgery,  University  of  Connecticut 
School  of  Medicine,  Farmington. 
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Introduction 

MANY  advances  have  been  made  in  recent  years  in 
reconstructive  surgery  following  resection  of  head 
and  neck  neoplasms.  Free  tissue  transfer  and  pedicled 
myocutaneous  flaps  provide  the  surgeon  with  numerous 
options  for  restoring  ablative  defects  of  the  head  and  neck. 
Free  tissue  transfer  to  the  head  and  neck  was  first  de- 
scribed in  1959,  but  did  not  achieve  popularity  at  that 
time.3  The  pectoralis  major  myocutaneous  pedicled  flap 
(PMMF)  was  introduced  two  decades  later  and,  as  the 
PMMF  gained  widespread  acceptance  as  a reliable  method 
for  head  and  neck  reconstruction,  interest  in  free  flaps  for 
head  and  neck  reconstruction  remained  limited.  In  the  last 
10  years,  however,  there  has  been  a resurgence  of  interest 
in  free  tissue  transfer.  Pedicled  myocutaneous  flaps,  which 
have  been  the  mainstay  of  head  and  neck  reconstruction 
during  the  last  15  years,  may  no  longer  be  the  first  flaps 
considered  for  this  purpose. 

Free  tissue  transfer  allows  for  a greater  variety  of  donor 
tissue,  and  permits  more  flexibility  in  positioning  this 
tissue  than  PMMF,  but  free  tissue  transfer  does  have 
limitations.17  Special  expertise  in  microvascular  surgical 
techniques  is  required,  and  a second  team  of  surgeons  is 
often  needed  to  perform  the  free  flap  reconstruction.  Even 
when  the  two-team  approach  is  utilized,  this  type  of 
reconstruction  is  time  consuming.  Anesthesia  and  opera- 
tive stress  are  prolonged,  and  this  may  not  be  tolerated 
well  by  head  and  neck  cancer  patients  who  often  have 
multiple  medical  problems. 

The  PMMF  has  proved  to  be  a reliable  method  of  head 
and  neck  reconstruction  since  it  was  first  described  by 
Ariyan  in  1979. 1 Over  the  last  14  years,  the  PMMF  has 
maintained  its  popularity  among  head  and  neck  surgeons 
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because  of  its  reliable  blood  supply,  ease  of  execution,  low 
donor  site  morbidity,  and  its  proximity  to  the  head  and 
neck  region.2  The  anatomy  and  operative  technique  have 
previously  been  described  in  detail.1 2412  The  major  arte- 
rial blood  supply  of  the  pectoralis  major  muscle  is  the 
thoracoacromial  artery,  and  the  lateral  thoracic  artery  is  a 
secondary  supply.  Possible  donor  tissues  for  this  flap 
include  the  overlying  skin  and  subcutaneous  tissue,  in 
addition  to  the  pectoralis  major  muscle  itself. 

Because  the  current  emphasis  in  tissue  replacement 
appears  to  be  shifting  away  from  pedicled  myocutaneous 
flaps,  we  decided  to  review  all  pectoralis  major  flaps 
performed  for  reconstruction  following  head  and  neck 
cancer  resection  at  the  University  of  Connecticut  John 
Dempsey  Hospital  over  a recent  four-year  period.  Our 
goals  were  to  define  the  indications  for  the  use  of  this  flap 
in  our  experience,  to  identify  the  number  and  types  of 
complications  encountered,  and  to  determine  the  outcome 
of  these  complications. 

Materials  and  Methods 

All  pectoralis  major  myocutaneous  flaps  performed  for 
head  and  neck  reconstruction  between  January  1989  and 
March  1993  were  retrospectively  reviewed.  Twenty-four 
of  these  flaps  were  utilized  in  23  patients  in  24  separate 
operations.  These  were  consecutive  reconstructions  per- 
formed by  a single  surgeon  (JDS)  using  a uniform  tech- 
nique. The  blood  supply  in  all  flaps  was  based  primarily  on 
the  thoracoacromial  artery.  The  muscle  pedicle  was  tai- 
lored to  preserve  this  vascular  pedicle,  and  no  special 
effort  was  made  to  preserve  the  secondary  blood  supply 
from  the  lateral  thoracic  artery.  In  designing  the  pectoralis 
major  myocutaneous  flap,  care  was  taken  to  avoid  random 
skin  in  the  paddle  which  was  harvested  (ie,  skin  not 
overlying  the  pectoralis  muscle).  When  a skin  paddle  was 
used,  the  dermis  was  anchored  to  the  muscle  fascia.  The 
usual  skin  paddle  dimensions  varied  from  20-40  cm2.  In  all 
cases  the  clavicular  head  of  the  pectoralis  muscle  was 
resected  to  obtain  maximal  flap  length.  If  skin  was  not  able 
to  be  closed  over  the  flap  at  the  recipient  site  without 
tension,  a skin  graft  was  used  on  top  of  the  flap  muscle 
pedicle  to  close  the  skin  defect.  All  donor  sites  were  closed 
primarily  and  without  excessive  tension.  Data  collected 
included:  age,  sex,  smoking  history,  other  medical  prob- 
lems, prior  treatment,  site  of  tumor,  tumor  stage,  proce- 
dure performed,  resulting  defect,  skin  paddle  application, 
and  information  on  complications.  This  information  was 
entered  into  a computer  data  base  for  analysis. 

Results 

There  were  1 7 males  and  six  females  ages  40  to  82  years 
in  the  study  population.  The  primary  sites  of  cancer  are 
listed  in  Table  1.  Eighteen  of  the  23  patients  had  been 
previously  treated  for  either  their  current  cancer  (15  pa- 


Table 1.— 

-Primary  Site  of  Cancer 

Site 

Pts 

Oral  Cavity 

6 

Oropharynx 

7 

Larynx 

7 

Hypopharynx 

3 

tients)  or  a different  lesion  (three  patients).  Fifteen  pa- 
tients were  therefore  being  treated  for  recurrent  disease 
and  their  cancer  could  not  be  staged.  Of  the  remaining 
patients,  six  had  lesions  described  as  T3  and  two  had  T4 
lesions.  Of  those  patients  who  had  undergone  previous 
treatment,  14  had  surgery  and  radiation  therapy  and  four 
had  radiation  therapy  alone. 

The  ablative  surgical  procedures  performed  are  sum- 
marized in  Table  2.  The  most  frequently  performed  proce- 
dure was  oral  or  pharyngeal  composite  resection.  Tita- 
nium plates  were  utilized  in  the  reconstruction  of  nine  of 
the  1 1 patients  who  underwent  composite  resection.  These 
ablative  procedures  left  the  patients  with  skin,  mucosal,  or 
mandibular  defects  as  indicated  in  Fig.  1 . Mucosal  defects 
were  the  most  common,  resulting  from  22  of  the  24 
resections.  Skin  paddle  applications  are  described  in  Fig. 
2.  Skin  paddles  were  most  often  used  to  repair  mucosal 
defects.  Only  two  paddles  were  placed  externally  to  re- 
construct skin  defects,  and  one  paddle  was  used  inside  and 
outside,  providing  both  skin  and  mucosal  replacement. 

Postoperative  complications  occurred  in  14  of  the  24 
flaps,  or  58%.  Eleven  of  the  14  patients  who  developed 
complications  had  received  radiation  therapy.  Seven  of 
the  postoperative  complications  were  designated  as  major 
complications  because  they  prolonged  hospital  stay,  or 
they  required  secondary  procedures.  The  remaining  seven 
complications  were  classified  as  minor.  The  most  com- 
mon complication  was  development  of  a fistula,  which 
occurred  in  six  patients.  One  patient  had  two  episodes  of 
vessel  rupture  postoperatively . Both  of  these  were  directly 


Table  2. — Primary  Procedures 

Procedure 

Pts 

Oral  or  pharyngeal  composite  resection 
(ninr  with  metal  plate  reconstruction) 

11 

Pharyngectomy 

4 

Laryngopharyngectomy 

3 

Repair  pharyngocutaneous  fistula 

3 

Total  glossectomy  + total  laryngectomy 
Resection  of  stomal  recurrence 
Resection  of  recurrent  cancer  in  neck 

1 

1 

1 
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R.T.  Alone 
4 


Surgery  +R.T. 
14 


Total  of  23  Patients 


Figure  1. — Ablative  deficits  resulting  from  resection  of  head  and 
neck  carcinoma  in  24  operations.  Deficits  involved  mucosa,  skin, 
and  mandible. 


Figure  2. — Skin  paddle  application  in  24  PMMF.  Ninteen  skin 
paddles  were  placed  inside,  two  outside,  and  one  inside  and 
outside.  Two  flaps  did  not  include  skin  paddles. 


related  to  a suture  line  separation.  Five  patients  experi- 
enced skin  paddle  loss:  four  of  these  were  partial  paddle 
losses,  and  one  patient  had  total  paddle  loss.  Wound 
separation  was  a complication  in  four  patients.  Another 
patient  developed  a seroma  under  his  skin  flaps  requiring 
placement  of  a drain. 

The  outcome  of  these  complications  is  illustrated  in 
Fig.  3.  Of  the  14  patients  who  developed  postoperative 
complications,  eight  patients  had  complications  which 
healed  or  resolved  without  further  intervention.  Only  four 
patients  required  a second  procedure  to  correct  a compli- 
cation. Two  patients  either  died  of  disease  or  other  causes 
before  resolution  of  their  complication. 

Discussion 

Free  flaps  were  first  introduced  by  Seidenberg  in  1959 
when  he  proposed  free  jejunal  transfer.3  The  groin-free 
flap  was  used  by  Panje  in  1977,  and  the  latissimus  dorsi 
and  dorsalis  pedis  free  flaps  were  described  soon  thereaf- 
ter.3 Free  tissue  transfer  has  enjoyed  increasing  attention 
and  popularity  and  is  now  considered  the  most  sophisti- 
cated method  of  head  and  neck  reconstruction.  Patient 
selection,  however,  is  essential  in  such  procedures.  Previ- 
ous surgery  has  been  shown  to  be  a significant  factor 
affecting  flap  loss  because  the  recipient  vessels  are  diffi- 
cult to  use  for  reconstruction  and  are  prone  to  thrombosis. 16 
Free  tissue  transfer  is  also  a technically  demanding  proce- 
dure requiring  expertise  in  microsurgical  techniques,  and 
results  in  prolonged  operative  and  anesthesia  time  for  the 
patient.  In  addition,  the  patient  may  be  left  with  significant 
donor  site  functional  disability. 


Despite  the  current  popularity  of  free-tissue  transfer, 
the  PMMF  remains  an  attractive  option  for  the  head  and 
neck  surgeon  for  a variety  of  reasons.  The  pectoralis  major 
muscle  has  a well-defined  vascular  pedicle  which  is  easily 
preserved  during  dissection  and  mobilization  of  the  flap. 
It  can  be  mobilized  as  far  as  the  temporal  region,  and 
provides  a large  quantity  of  skin  and  muscle  to  correct 
intraoral  and  cutaneous  defects  in  many  areas  of  the  head 
and  neck.  The  anatomic  proximity  of  the  pectoralis  muscle 


Figure  3. — Complications  occured  in  14  of  23  patients.  Eight 
patients  had  complications  which  healed  without  further 
intervention.  A second  procedure  was  required  in  four  patients, 
and  two  patients  either  died  of  disease  or  unrelated  causes  before 
resolution  of  their  complication. 
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to  the  head  and  neck  region  is  advantageous  in  that  it  can 
be  utilized  as  a pedicled  flap,  with  no  repositioning  of  the 
patient  required.  The  donor  site  is  usually  closed  primarily 
with  minimal  morbidity.  Another  important  advantage  of 
the  PMMF  is  that  the  head  and  neck  surgeon  requires  no 
microsurgical  expertise  to  perform  the  procedure.  The 
PMMF  is  a resilient  reconstructive  tool  which  functions 
well  in  previously  irradiated  sites.  Havlik  and  Ariyan 
recently  reported  a small  series  of  seven  patients  in  which 
the  pectoralis  flap  was  re-elevated,  isolated,  and  trans- 
posed to  a new  reconstructive  site  in  the  head  and  neck 
with  subsequent  healing  and  no  complications.17 

While  most  authors  report  satisfaction  with  this  flap,  it 
is  associated  with  a significant  rate  of  complications.  In 
reported  series,  the  complication  rate  varies  from  35%  to 
63%.2’411  In  reviewing  133  pectoralis  flaps,  Baek  reported 
a complication  rate  of  40%. 4 In  that  study,  8%  of  these 
flaps  failed  to  accomplish  their  intended  purpose,  neces- 
sitating additional  reconstruction.  Mehrhof  noted  compli- 
cations in  54%  of  cases,  and  36%  of  those  patients  re- 
quired a second  procedure.5  Kroll  and  colleagues 
documented  complications,  both  major  and  minor,  in  63% 
of  their  168  patients.2  Likewise,  Shah  et  al  reported  flap- 
related  complications  in  63%  of  the  214  pectoralis  flaps 
included  in  their  review.9 

In  the  present  study,  the  overall  complication  rate  was 
58%.  Despite  this  number  of  complications,  we  experi- 
enced no  instances  of  total  flap  failure.  Most  of  the 
complications  in  our  series  healed  spontaneously,  and 
therefore  did  not  require  secondary  operative  procedures. 
As  already  discussed,  half  of  our  complications  did  not 
even  add  to  the  length  of  hospitalization.  As  previously 
noted,  the  majority  of  the  patients  in  this  review  (80%)  had 
received  previous  radiation  therapy,  and  each  had  an 
extensive  surgical  resection.  In  light  of  these  consider- 
ations, we  believe  these  results  are  acceptable.  They  are 
also  consistent  with  the  data  from  other  reported  series,  as 
summarized  above. 

The  pectoralis  major  myocutaneous  flap  is  a recon- 
structive procedure  which,  in  our  experience,  has  proved 
reliable  and  useful  in  a variety  of  head  and  neck  recon- 
structive settings.  Despite  the  popularity  of  microvascular 
free  tissue  transfer,  we  feel  this  flap  remains  an  excellent 
option  for  head  and  neck  defects.  It  is  well  suited  for 
patients  with  advanced  disease  and  multiple  medical  prob- 


lems who  may  not  be  candidates  for  lengthy  reconstruc- 
tive procedures.  The  PMMF  is  also  a good  choice  for  head 
and  neck  reconstruction  in  centers  where  a team  of  mi- 
crovascular surgeons  is  not  readily  available. 
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Abstracts:  The  Joseph  L.  Belsky,  M.D. 

Ninth  Annual  Research  Day 

11  May  1994 
Danbury  Hospital 

This  is  the  ninth  annual  Danbury  Hospital  Research  Day.  From  now  on,  the  annual  Research  Day  at 
Danbury  Hospital  will  be  known  as  the  Joseph  L.  Belsky,  M.D.,  Research  Day  in  honor  of  Dr.  Joseph  L. 
Belsky,  the  founder  and  chief  coordinator  of  the  event. 


Effect  of  the  Full  Moon  on  Utilization  of  Mental  Health  Services 
at  Danbury  Hospital  in  1993 


REGINA  BACHMAN,  B.A.,  SUSAN  GRAN,  B.S.N.,  KATHLEEN  SCHOENBAUM,  B.B.A., 

AND  FREDERICK  MOY,  PH.D. 

Information  Technology,  Medicine  (Oncology),  Administration,  and  New  York  Medical  College 


The  “lunar  hypothesis,”  the  notion  that  lunar  phases 
affect  human  health  and  behavior,  is  a common  perception 
among  health-care  workers.  Recent  studies  using  a Belief 
In  Lunar  Effects  (BILE)  scale  estimate  that  as  many  as 
70%  of  health-care  workers  believe  that  the  moon  affects 
patients.  We  conducted  a study  to  determine  the  effects  of 
the  full  moon  on  the  utilization  of  mental  health  services 
at  Danbury  Hospital. 

A retrospective  analysis  of  1993  patient  visits  to  the 
Danbury  Hospital  Emergency  Room.  Crisis  Intervention 
Center,  and  inpatient  psychiatric  units  was  completed. 
Included  were  patients  with  diagnoses  of  acute  mental 
disorders  as  defined  by  the  International  Classification 
Diagnosis  Coding  (ICD9).  The  null  hypothesis  states 
there  is  no  significant  difference  in  utilization  of  mental 
health  services  between  full  moon  and  non-full  moon 
periods. 


During  1993,  39  separate  24  hour  observation  periods 
were  reviewed.  Of  these  39,  13  occurred  at  the  full  moon, 
13  occurred  seven  days  before  the  full  moon,  and  13 
occurred  seven  days  after.  For  data  analysis,  we  compared 
the  full-moon  observations  to  the  non-full  moon  observa- 
tions, which  were  averaged  to  control  for  extraneous 
variables. 

We  performed  a t test  for  significance  of  the  two 
independent  sample  means.  The  difference  was  not  statis- 
tically significant.  Therefore,  we  failed  to  reject  the  null 
hypothesis.  There  does  not  appear  to  be  a basis  for  consid- 
ering the  effect  of  the  full  moon  on  utilization  of  and 
planning  for  mental  health  services. 


Associate  Professor  (Dr.  Moy),  New  York  Medical  College. 
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Aberrant  Results  of  Amniocentesis  and  Confirmation  Studies:  1988-1993 


JACQUELINE  P.  BURNS,  PH.D.,  LAURA  ADOMAITIS,  B.S.,  CLAUDIA  DELLABITTA,  B.A., 

RICHARD  LIGI,  B.S.,  AND  MARA  SANTOS,  B.S. 

Department  of  Pathology  and  Laboratory  Medicine  (Cytogenetics) 


Prenatal  diagnosis  by  amniocentesis  has  been  offered  to 
pregnant  women  for  over  two  decades.  Roughly  95%  of 
these  tests  have  resulted  in  normal  karyotypic  findings. 
The  remaining  5%  have  exhibited  chromosomal  aberra- 
tions in  all  or  some  of  the  cells.  The  finding  of  more  than 
one  cell  line  can  be  characterized  into  three  different 
levels  of  mosaicism.  Only  when  the  same  aberration  is 
found  in  two  or  more  culture  vessels  can  it  be  termed  a true 
mosaicism.  Pseudomosaicism  encompasses  the  aberrant 
finding  in  a single  cell  (level  I mosaicism)  or  in  two  or 
more  cells  from  a single  colony  or  culture  vessel  (level  II). 
Since  some  mosaic  cell  lines  can  give  rise  to  phenotypic 
abnormalities  it  is  important  to  differentiate  pseudo- 
mosaicism from  true  mosaicism.  It  is  also  important  to 
confirm  these  findings  in  the  fetus  at  the  time  of  delivery 
or  termination. 

From  1988-1993  there  were  a total  of  1,649  amniocen- 
tesis procedures  performed  for  chromosome  analysis.  The 
results  were  as  follows: 


Abnormal  Mosaic  Pseudomosaic 


No.  (%) 

No.  (%) 

No.  (%) 

Amniotic  Fluid 

21  (1.3) 

12  (0.7) 

66  (4.0) 

Confirmation  studies 

performed 

18  (86.0) 

8 (66.6) 

12  (18.1) 

The  greatest  compliance  for  confirmation  studies  was 
found  in  those  cases  where  there  would  be  the  most 
likelihood  of  clinical/phenotypic  repercussions.  Outcome 
of  the  confirmation  studies  were  as  follows:  16/18  of  the 
fully  abnormal  amniotic  fluids  were  confirmed  as  fully 
abnormal  and  2/18  were  confirmed  as  mosaic.  Amniotic 
fluids  with  true  mosaicism  were  confirmed  in  4/4  cases;  3/ 
8 showed  no  abnormal  cells;  1/8  was  confirmed  as  com- 
pletely abnormal.  True  mosaicism  was  detected  in  only  1/ 
8 pseudomosaic  amniotic  fluids. 

Clinical  Instructor  (J.  Burns,  Ph.D.),  University  of  Connecticut 
School  of  Medicine. 


Expression  of  Lewis  X and  Y Antigens  in  Carcinoma  of  the  Urinary  Bladder 

BEATRIZ  M.  CUELLO,  M.D.  AND  MIRZA  BAIG,  M.D. 

Department  of  Pathology  and  Laboratory  Medicine 


Determinants  of  blood  group  antigens  are  carbohydrate 
structures  present  not  only  in  red  blood  cells,  but  also  in 
epithelia  and  other  cell  types  and  in  secretions. 

Immunohistochemical  studies  have  detected  A,  B,  H, 
antigens  and  Lewis  blood  antigens  in  normal  urothelium 
and  tumors  of  the  urinary  bladder.  The  expression  of  these 
antigens  depends  on  the  secretory  status  of  the  individual. 

Lex  antigen  expression  in  normal  urothelium  is  re- 
stricted to  umbrella  cells,  but  most  invasive  carcinomas 
were  found  to  be  positive  in  several  series,  regardless  of 
secretory  status  and  blood  type.  Ley  antigen  was  also 
found  in  all  tumors  but  rarely  in  normal  urothelium  of  non- 
secretor  individuals. 


Previous  studies  have  shown  that  loss  of  ABH  antigens 
and  gain  of  Lex  or  Ley  antigens  correlate  with  malignant 
transformation  of  the  human  urothelium. 

In  this  study  we  stained  30  transitional  cell  carcinomas 
(TCCs)  of  urinary  bladder  (10,  histologic  grade  1;  10, 
histologic  grade  2;  and  10,  histologic  grade  3 invasive 
carcinomas)  with  antibodies  to  Lex  and  Ley  antigens  to 
investigate  the  relation  of  antigen  expression  to  tumor 
grade,  and  their  potential  role  as  early  markers  of  dediffer- 
entiation of  neoplastic  urothelium. 

All  tumors  stained  positive  for  the  antigens.  The  strain- 
ing patterns  were  classified  as  follows:  Superficial:  stain 
mostly  restricted  to  surface  tumor  cells  with  less  than  5% 
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of  additional  cells  staining;  Diffuse:  over  50%  of  tumor 
cells  staining  with  no  specific  pattern;  Patchy:  1 0%  to  49% 
of  tumor  cells  with  positive  staining;  and  Focal:  antigen 
expression  restricted  to  less  than  10%  of  tumor  cells  with 
random  distribution.  When  stained  with  Lewis  X antibod- 
ies, 60%  of  Grade  1 TCCs  and  50%  of  Grade  2 TCCs 
showed  superficial  pattern  of  staining,  similar  to  that 
observed  in  benign  urothelium.  The  remaining  Grade  1 
and  2 tumors  and  all  high-grade  tumors  (TCC  Grade  3) 
showed  either  diffuse,  patchy,  or  focal  patterns  with 
random  distribution  of  positive  cells  within  the  tumor.  No 


significant  difference  in  staining  pattern  was  noted  using 
Lewis  Y antibody. 

There  is  a possibility  that  abnormal  expression  of  Lewis 
X antigen  may  correlate  with  tumor  behavior  and  progno- 
sis. A subset  of  patients  with  low  grade  TCC  expressing 
abnormal  antigen  distribution  might  be  at  higher  risk  of 
developing  high  grade,  invasive  carcinoma.  These  pa- 
tients might  benefit  from  more  aggressive  clinical  man- 
agement. Larger  series  and  long-term  studies  will  be 
necessary  to  determine  the  significance  of  these  findings. 


Efficacy  and  Safety  of  Radioiodine  Therapy  for 
Hyperthyroidism  in  the  Older  Population 


MARIOS  DRAKOPOULOS,  M.D.,  JOSEPH  L.  BELSKY,  M.D.,  SHIV  M.  GUPTA,  M.D., 

AND  WILLIAM  D.  JOHNS,  M.D. 

Sections  of  Endocrinology  (Medicine)  and  Nuclear  Medicine  (Laboratory  Medicine) 


With  the  increased  availability  of  newer  rapid  thyroid 
assay  techniques,  the  diagnosis  of  hyperthyroidism  in 
early  stages  of  the  disease  is  becoming  more  common. 
Available  means  of  treatment  include:  surgery 
(thyroidectomy),  antithyroid  medication  (propylthiouracil, 
methimazole),  or  iodine  131  therapy.  In  older  patients 
who  may  be  more  susceptible  to  complications  or  side 
effects  of  treatments,  the  need  for  an  efficacious  and  safe 
method  of  therapy  is  evident. 

A retrospective  study  was  performed  reviewing  63 
patients  ages  50  to  86  who  underwent  iodine  131  therapy 
for  hyperthyroidism  at  Danbury  Hospital  during  the  years 
1987-93.  Biochemical  thyroid  indices  obtained  three 
months  or  more  after  treatments  were  reviewed  as  well  as 


Mean  1-131  Hypothyroid 


Age  range 

Dose 

(mCi) 

> Three 
months 

Second 

doses 

1.  50-59  (27  pts) 

14.1 

85% 

2.  60-69  (18  pts) 

14.4 

83% 

11%  (1+2) 

3.  70-79  (13  pts) 

17.6 

77% 

4.  80+  ( 5 pts) 

20.4 

60% 

15%  (3+4) 

clinical  data  regarding  complications  and  need  for  second 
iodine  131  doses.  Radiation  thyroiditis  was  observed  in 
one  (age  58)  of  63  patients  (1.6%).  No  cases  of  thyroid 
storm  occurred. 

This  study  indicates  that  although  iodine  131  therapy  is 
efficacious,  the  older  population  required  a larger  dose 
compared  with  the  younger  groups.  This  suggests  greater 
radio-resistance  in  the  older  population  and  a need  to 
administer  larger  doses  to  avoid  second  treatments.  A 
higher  prevalence  of  toxic  nodular  disease  in  the  elderly 
may  account  for  such  results.  The  complication  rate  was 
very  low  with  only  one  patient  having  radiation  thyroiditis 
after  a second  dose  of  iodine  131. 

Iodine  131  therapy  is  a safe  and  efficacious  treatment 
for  most  hyperthyroid  patients,  including  very  old  patients 
who  are  more  likely  to  have  complications  of  surgical 
thyroidectomy  and  who  may  take  other  medications  which 
could  interact  with  antithyroid  drugs. 


Clinical  Professor  (Dr.  Belsky)  Yale  University  School  of  Medicine; 
Clinical  Professor  (Dr.  Gupta)  and  Assistant  Clinical  Professor  (Dr. 
Johns)  University  of  Connecticut  School  of  Medicine. 


VOLUME  58,  NO.  12 


717 


The  Physiologic  Basis  of  Disabling  Fatigue  in  Patients  with  Neurological  Disease 

CARLOS  A.  VAZ  FRAGOSO,  M.D.  AND  TRUDY  CLARK,  R.N. 

Department  of  Medicine  (Pulmonary) 


Objective. — Patients  with  neurological  disease  (ND) 
often  complain  of  disabling  fatigue  as  a manifestation  of 
exercise  intolerance.  The  basis  of  such  symptomatology 
as  it  relates  to  oxygen  delivery  during  a maximal  incre- 
mental exercise  test,  ie,  the  anaerobic  threshold  (AT),  has 
not  been  previously  described. 

Study  Design. — Five  patients  with  ND  limited  by  pro- 
found fatigue  were  evaluated  by  maximal  incremental 
cycle  ergometry  study.  The  NDs  included  the  postpolio- 
myelitis syndrome,  chronic  fatigue  syndrome  (2),  mul- 
tiple sclerosis,  and  myasthenia  gravis.  Data  collection 
involved  continuous  gas  exchange  measurements,  pulse 
oximetry,  and  ECG. 

Results. — As  a group  (mean±SD),  the  ventilatory  AT 
(V-slope  method)  was  only  0.718  L/min  (30%  pre- 
dicted)±0.345  (7%)  and  the  peak  02  consumption  was 
only  1.2  L/min  (51%  predicted)±0.48  (8%).  The  dyspnea 
index  (peak  exercise  ventilation/maximal  breathing  ca- 
pacity) was  54%±22%  while  the  peak  heart  rate  was  154 


(87%±  14  (8%).  The  02  saturation  at  peak  exercise  was 
99%±  1 % . All  patients  had  normal  resting  echocardiograms 
and  continuous  exercise  ECG. 

Conclusions. — Fatigue  as  a manifestation  of  exercise 
intolerance  is  associated  with  a very  early  AT  in  patients 
with  ND.  Given  the  normal  central  cardiovascular  func- 
tion and  oxygen  saturations  in  these  patients,  this  implies 
problems  in  peripheral  02  distribution/utilization  as  being 
associated  with  fatigue  and  a poor  exercise  performance. 
Such  a limitation  would  further  suggest  the  presence  of  a 
possible  metabolic  defect  in  the  exercising  muscle,  a 
severe  level  of  deconditioning  unique  to  ND,  and/or 
vasoregulatory  asthenia.  Future  work  is  underway  to  de- 
termine the  extent  of  such  associations  and  their  impact  on 
clinical  practice. 


Dr.  Vaz  Fragoso,  Clinical  Instructor  in  Medicine,  Yale  University 
School  of  Medicine. 


The  Effects  of  Lung  Mechanics,  Metabolism,  and  Catabolism  on  Exercise  Tolerance  and 
Dyspnea  Sensation  in  Stable  Chronic  Obstructive  Pulmonary  Disease  (COPD) 


CARLOS  A.  VAZ  FRAGOSO,  M.D.,  PATRICIA  PALMER,  A.P.R.N., 
MARIANNE  MITCHELL,  R.N.,  TRUDY  CLARK,  R.N.,  THOMAS  GILLESPIE,  R.P.F.T., 
CHRISTINA  SACHIN,  R.D.,  AND  ARTHUR  KOTCH,  M.D. 

Department  of  Medicine  (Pulmonary) 


Objective. — In  chronic  obstructive  pulmonary  disease 
(COPD),  the  clinical  factors  contributing  to  exercise  intol- 
erance and  dyspnea  remain  controversial.  We,  therefore, 
prospectively  evaluated  metabolism,  catabolism,  and  lung 
function  in  patients  with  COPD  and  assessed  their  rela- 
tionship to  exercise  tolerance  and  dyspnea. 

Study  Design. — Ten  patients  with  stable  COPD  were 
enrolled.  Data  collection  included  pulmonary  function 
tests,  indirect  calorimetry  (REE=resting  energy  expendi- 


ture), a 24-hour  urine  urea  nitrogen  (UUN),  the  catabolic 
index  (CI=UUN-[(0.5  x protein  intake  x 0.160)+3]),  a six 
minute  walk  test  (6WT;  distance  in  feet),  and  a visual 
analog  scale  (VAS — modified  chronic  respiratory  disease 
questionnaire)  measuring  the  patient’s  perception  of 
dyspnea  during  activities  of  daily  living. 

Results. — As  a group  (mean±SD),  the  FEVj  was  only 
39%±  1 6%  indicating  severe  obstruction.  Regression  analy- 
sis: The  VAS  only  correlated  with  air  trapping  (FRC 
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[plethysmography-nitrogen  washout];  R=+0.65,  P=.04); 
6WT  correlated  with  the  level  of  obstruction  (FEVj 
[R=+0.73,  P=.021),  the  degree  of  dynamic  airways’  col- 
lapse (FEF50%/FIF50%  [R=+0.80,  P=.006]),  and  the  alveo- 
lar-capillary interface  (DLCO  [R=+0.68,  P=.03]),  me- 
tabolism (REE)  correlated  with  lung  function  (MW 
[R=+0.93,  P=.000 1],  DLCO  [R=+0.70,  R=.006])  and  lean 
body  mass  (MAMC  [R=+0.88,  P=.008]);  catabolism  (Cl) 


correlated  only  with  hyperinflation  (FRC  [R=+0.77, 
P=.009]). 

Conclusions. — In  this  group  of  patients  with  COPD, 
quality  of  life  (VAS),  exercise  tolerance  (6WT),  catabo- 
lism (Cl),  and  metabolism  (REE)  appear  to  be  primarily 
affected  by  lung  mechanics.  Furthermore,  it  appears  that 
the  gas  exchange  capacity  of  the  respiratory  system  may 
be  rate  limiting  to  cellular  metabolism. 


A Comparison  of  the  Sex  and  Age  Difference  in  ST  Segment  Elevation 
in  Patients  with  Documented  Myocardial  Infarction 


KATHLEEN  HADDY,  R.PH.,  ELLEN  HUBINA,  R.N.,  SUSANA  MACARY,  R.N., 
ANDREW  KELLER,  M.D.,  AND  FREDERICK  MOY,  PH.D. 

Departments  of  Nursing,  Pharmacy  and  Medicine  (Cardiology)  and  New  York  Medical  College 


Current  literature  indicates  that  approximately  half  of 
documented  myocardial  infarctions  (MI)  occur  in  women. 
Studies  have  shown  that  women  presenting  with  myocar- 
dial infarctions  received  less  timely  treatment  than  men 
with  similar  clinical  profiles.  The  reason  for  this  has  been 
thought  to  be  due  to  differences  in  presenting  symptoms 
between  men  and  women.  In  addition,  women  with  an 
acute  MI  are,  on  average,  nine  years  older  than  men  and 
are  more  likely  to  have  triple  vessel  disease.  An  important 
diagnostic  tool  for  acute  MI  is  ST  segment  elevation  on  the 
electrocardiogram  (EKG).  We  hypothesized  that  women 
may  have  differences  in  the  presenting  EKG  that  would 
explain  the  delay  in  treatment.  We  further  hypothesized 
that  this  difference  may  be  a result  of  age  selection  rather 
than  a gender  specific  phenomenon. 

Methods. — To  evaluate  these  hypotheses,  102  records 
of  patients  consecutively  admitted  with  documented  MI 
(CK  elevation  > 300  (jl/L)  were  examined  to  ascertain 
initial  and  maximum  ST  segment  elevations,  age,  and  sex. 
In  addition,  we  documented  the  time  lapse  from  emer- 
gency room  (ER)  admission  to  initial  EKG. 

Results. — There  were  64  males  and  38  females  ranging 
in  age  from  35  to  91  years  of  age.  Overall,  no  significant 


difference  in  the  mean  initial  ST  segment  elevation  was 
identified  between  the  two  groups  (95%  Cl  = -0.63, 1.17). 
However,  subgroup  analysis  of  patients  under  60  years  of 
age  demonstrated  a significant  difference  in  the  mean 
initial  ST  segment  elevation  (males  = 2.67  mm  and  fe- 
males = 1.21  mm),  (95%  Cl  = 0.14,  2.78).  Over  age  60  no 
significant  difference  was  noted  (95%  Cl  = -2.05,  1.11). 
Analysis  of  mean  time  lapse  from  ER  admission  to  initial 
EKG  did  not  demonstrate  a significant  difference  between 
the  two  groups  overall  (95%  Cl  = -31.36,  37.64).  How- 
ever, for  patients  under  60  years  of  age,  a significant 
difference  was  noted  (95%  Cl  = 3.37,  20.43).  In  this 
subgroup,  the  mean  time  lapse  for  males  was  8.3  minutes 
and  for  females,  20.2  minutes. 

We  conclude  that  higher  clinician  awareness  in  the 
younger  female  population  may  be  important  for  the 
prompt  and  early  recognition  of  MI. 


Assistant  Professor  of  Clinical  Medicine  (Dr.  Keller).  Columbia 
University  College  of  Physicians  and  Surgeons:  Associate  Professor 
(Dr.  Moy),  New  York  Medical  College. 
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A Comparison  of  Length  of  Stay  and  Cost  per  Case  Before  and  Following 
Implementation  of  a Critical  Pathway 

JEANNETTE  HEALEY -PFEIFFER,  R.N.C.,  JANET  PUTKO,  R.N.C.,  ARTHUR  KOTCH,  M.D., 
JANET  MCLEOD,  B.A.,  LYNNE  YESSIAN,  M.S.,  AND  FREDERICK  MOY,  PH.D. 
Departments  of  Medical  Patient  Care  Services,  Medicine,  Human  Resources, 

Physical  Medicine  and  Rehabilitation,  and  New  York  Medical  College. 


The  economic  pressures  on  health  care  have  given  its 
providers  an  opportunity  to  examine  current  treatment 
modalities  with  the  purpose  of  maintaining  continuous 
quality  improvement  of  patient  care  while  streamlining 
systems  to  decrease  costs. 

At  Danbury  Hospital,  critical  pathways  of  treatment  by 
diagnosis  grouping  have  been  developed  as  a guide  to 
maintaining  a high  standard  of  care  for  the  patient  with  a 
diagnosis  of  pneumonia  with  complications,  (DRG-89). 
This  study  is  a statistical  analysis  of  these  cases. 

Patient  age,  length  of  stay,  and  cost  per  case  were 
analyzed.  We  used  December  1992,  January  1993,  De- 
cember 1993,  and  January  1994  as  months  to  evaluate  data 
before  implementation  of  the  critical  pathway  for  pneu- 
monia (“before”).  Our  “after  study”  data  begins  with 
patients  discharged  seven  days  after  January  16,  the 
implementation  of  the  critical  pathway. 


Time  Period 

Number  of 
Patients 

Average 
Length 
of  Stay 

Total  Charge 
per  Patient 

“Before” 

Dec.  92,  Jan.  93 

26 

7.15  days 

$10,230 

“Before” 

Dec.  93,  Jan.  94 

27 

7.26  days 

9,560 

“After” 

Jan.  94,  Feb.  94 

24 

6.12  days 

9,367 

Conclusion. — This  study  indicates  that  specific  guide- 
lines recommended  in  the  critical  pathway  support  the 
hypothesis  that  the  critical  pathway  program  will  decrease 
length  of  stay  and  decrease  cost  per  case. 


Associate  Professor  of  Medicine  (Dr.  Kotch),  Yale  University; 
Associate  Professor  (Dr.  Moy)  New  York  Medical  College. 


A Clinicopathologic  and  Molecular  Analysis  of  a Combined 
Peripheral  T-Cell  Lymphoma  and  Hodgkin’s  Disease 

LINDA  K.  HEGSTRAND,  M.D.,  PH.D.,  LORI  B.  SPILOVE,  M.D.,  AND  MARY  C.  DAVIS,  PH.D. 

Department  of  Laboratory  Medicine 


Peripheral  T-cell  lymphoma  (PTCL)  and  Hodgkin’s 
disease(HD),  particularly  HD  of  the  mixed  cellularity 
subtype  (HDMC),  can  be  difficult  to  distinguish  morpho- 
logically. Immunohistochemical  and  molecular  analysis 
are  often  necessary  to  distinguish  between  these  two 
malignancies.  Reed-Sternberg  (RS)  and  Reed-Sternberg 
variants  (RSV)  are  seen  in  both  PTCL  and  HD.  However, 
those  in  HD  stain  with  antibodies  to  CD  15  (Leu  Ml)  and 
CD30  (ber-H2  or  Ki-1),  whereas  those  in  PTCL  stain  with 
pan  T-cell  antibodies  such  as  UCHL1.  RS  and  RSV  cells 


in  HD  do  not  stain  with  pan  T-cell  antigens  and  those  in 
PTCL  rarely  stain  with  CD  15  and  have  not  been  reported 
to  stain  with  CD30.  In  addition,  RS  and  RSV  cells  have 
been  reported  to  be  frequently  positive  for  EB  V by  in  situ 
DNA  hybridization  in  HD,  but  not  in  PTCL.  Rare  cases  of 
the  malignant  T-cell  clone  have  positive  staining  for  EB  V, 
but  not  the  RS  or  RSV  cells.  Southern  blot  hybridization 
shows  a rearrangement  of  the  beta  chain  of  the  T-cell 
antigen  receptor  in  T-cell  malignancies,  but  not  in  HD. 
The  gene  rearrangements  seen  in  HD  are  characteristic  of 


720 


CONNECTICUT  MEDICINE,  DECEMBER  1994 


polyclonal  T-cells.  This  method  is  the  most  reliable  for 
distinguishing  between  PTCL  and  HD.  Other  features 
used  to  differentiate  PTCL  and  EID  include  mitotic  rate, 
S-phase  determination,  pencapsular  extension  of  disease, 
and  age  of  patient. 

Our  patient  is  a 5 1 -year-old  female  who  presented  with 
a prior  history  of  generalized  lymphadenopathy  and  was 
diagnosed  as  atypical  lymphoid  hyperplasia  with  clonal 
T-cell  gene  rearrangement  in  consultation  with  national 
experts.  At  that  time  multiple  diagnoses  were  entertained 
including  neoplastic  and  nonneoplastic  processes.  She 
was  treated  with  prednisone  and  her  lymphadenopathy 
resolved.  Her  adenopathy  recurred  about  1 8 months  after 
her  initial  treatment.  The  histology  and  immuno- 


phenotyping  between  the  two  lymph  nodes  are  distinctly 
different.  The  histology  in  the  recurrent  lymph  nodes  is 
indistinguishable  between  PTCL  and  HD.  The  molecular 
analysis  using  the  Southern  blot  technique  of  this  tissue 
shows  four  rearranged  T-receptor  nongermline  bands  con- 
firming a PTCL.  The  immunophenotyping  of  the  RS  and 
RSV  cells  shows  positive  staining  for  CD  15,  CD30,  and 
EBV.  The  small  irregular  lymphocytes  stain  with  several 
pan  T-cell  antibodies.  These  markers  do  not  stain  the  RS 
and  RSV  cells  which  show  a T-cell  origin  in  PTCL 
histologically  mimicking  HD.  Combined  B-cell  non- 
Hodgkin’s  Lymphoma  (NHL)  and  HD  have  been  re- 
ported. To  our  knowledge,  this  is  the  first  case  of  a com- 
bined PTCL  and  HD.  This  case  illustrates  the  diagnostic 
utility  of  immunohistochemistry  and  molecular  analysis. 


Immunization  Awareness:  Adult  Knowledge  Deficits  Explored 

CHRISTINE  L.  KEENAN,  P.A.-C,  JACK  S.C.  FONG,  M.D.,  AND  PATRICK  KILLEEN,  P.A.-C 

Department  of  Pediatrics 


Objective. — To  investigate  the  basic  understanding  for 
life-time  immunizations  in  parents  bringing  their  children 
in  for  vaccination  or  a well-child  visit. 

Participants. — Parents  (total  200)  electively  bringing 
their  children  for  immunization  completed  a six-question 
survey  addressing  their  recall  and  understanding  of  their 
own  vaccine  history  and  need. 

Settings. — An  office  practice  located  in  Danbury,  Con- 
necticut, and  the  Pediatric  Health  Center  located  in  Danbury 
Hospital.  The  office  parent  predominantly  was  college- 
educated  and  a homeowner.  In  the  Health  Center,  approxi- 
mately 40%  had  less  than  a high-school  education  and 
20%  were  younger  than  20  years  of  age. 

Results. — Parents,  although  motivated  in  obtaining  their 
children's  immunization  (office  - 90%,  Health  Center  - 
70%)  were  unclear  as  to  their  own  need  for  immunization 
and  equally  unclear  as  to  their  immunization  status.  Al- 
though universally  (99%  in  both  groups)  admitted  a need 


and  importance  for  childhood  immunization,  only  7 1 % of 
the  office  and  60%  of  the  Health  Center  parents  stated 
adults  needed  any  further  immunization.  Pronounced  defi- 
cits in  updating  vaccines,  obtaining  vaccines,  and  recall- 
ing vaccine  history  crossed  all  parent  groups  equally,  and 
superseded  economic,  education,  and  age  differences. 

Conclusion. — Although  many  barriers  have  been  de- 
scribed affecting  vaccine  utilization,  little  emphasis  has 
been  placed  on  adult  education.  This  study  highlights  a 
pervasive  lack  of  knowledge  about  immunizations  that 
crossed  economic  and  education  lines.  Once  adults  under- 
stand why  immunizations  are  needed  and  how  they  can 
protect,  then  perhaps  higher  utilization  can  be  achieved. 


Assistant  Clinical  Professor  (C.  Keenan)  Hahnemann  University; 
Associate  Clinical  Professor  (J.  Fong)  Department  of  Pediatrics.  Yale 
University  School  of  Medicine;  Lecturer  (P.  Killeen)  Department  of 
Pediatrics,  Yale  University  School  of  Medicine. 
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Does  a Fall-Precaution  Program  Reduce  the  Number  of  Falls? 


ANNA  LAFORGIA,  R.N.,  JOANNE  LUKIAN OFF,  R.N.,  KATHRYN  ROBERTI,  R.N., 
CHRIS  ZIEGLER,  R.N.,  AND  FREDERICK  MOY,  PH.D. 

Danbury  Hospital  and  New  York  Medical  College 


Patient  falls  and  related  injures  are  a serious  concern  to 
the  health-care  professional.  Consequences  of  falls  are 
patient  discomfort,  loss  of  independence,  increased  pro- 
fessional liability,  and  often  an  extended  length  of  stay.  It 
has  been  estimated  that  patient  falls  may  increase  the 
health-care  costs  by  as  much  as  two  billion  dollars  annu- 
ally. For  this  reason  fall-precaution  programs  have  been 
implemented  in  many  acute  care  hospitals. 

A review  of  the  literature  suggests  that  the  purpose  of  a 
fall-precaution  program  is  to  identify  the  patient  at  risk, 
implement  prevention  techniques,  and  continuously  re- 
evaluate the  safety  needs  of  the  patient.  For  a fall-precau- 
tion program  to  be  effective,  staff  education  and  participa- 
tion is  imperative.  Education  must  provide  staff  with  a 
clear  understanding  of  the  overall  problem  and  legal 
implications,  and  must  stress  good  communication  be- 
tween staff,  patients,  and  families. 


We  conducted  a study  in  a community  hospital  in  a New 
England  town  over  a period  of  two  years.  The  year 
preceding  the  fall-precaution  program  there  were  347 
falls,  one  year  after  implementation  there  were  282,  and 
the  next  year  there  were  237  falls.  This  represents  a 32% 
decrease  in  falls  in  year  two. 

The  literature  shows  that  the  highest  incidence  of  falls 
are  among  the  elderly.  The  research  that  we  have  con- 
ducted to  date  supports  this  premise.  The  mean  number  of 
falls  for  the  two-year  period  after  implementation  of  the 
fall-precaution  program  was  found  to  be  259.5.  The  over 
sixty  population  accounted  for  53%  of  the  total  (n=270). 

Conclusion. — There  is  a strong  indication  that  the  fall 
rates  decrease  with  a fall-precaution  program. 


Critical  Care  Nurses’  Role  Orientation  and  Its  Relationship 
to  Implementation  of  Nursing  Interventions 

BARBARA  LESPERANCE,  R.N. 

Department  of  Nursing  Education 


Sleep  deprivation  for  patients  in  critical-care  settings  is 
well  documented  as  detrimental  to  patient  outcome,  yet 
recent  studies  conclude  that  such  deprivation  can  be 
minimized  if  nurses  group  interventions  to  limit  sleep 
interruptions.  This  study  explored  the  relationship  be- 
tween nurses’  professional  and  bureaucratic  role  orienta- 
tion scores  (measured  by  Corwin’s  scales,  1960)  and  their 
likelihood  of  implementing  nursing  activities  which  inter- 
rupt sleep  periods  of  stable  patients  in  the  critical-care 
setting.  Sleep  interruption  was  measured  on  a simulation 
scale  developed  by  the  researcher.  The  simulation  pre- 
sented choices  in  the  timing  of  blood  drawing,  allowing 
the  nurse  to  group  blood  sampling  or  to  follow  times 
dictated  by  orders. 

The  conceptual  framework  guiding  this  study  was  that 
of  critical  thinking  and  the  resulting  clinical  decision 
making.  Prior  research  found  inconsistencies  in  practice 
regarding  decision  making,  but  that  acceptance  of  a pro- 
fessional role  yielded  more  evidence  of  independent  deci- 
sion making  among  nurses.12  This  finding  was  supported 
in  the  current  study. 


A convenience  sample  of  57  critical-care  nurses  from  a 
single  650-bed  acute-care  hospital  yielded  30  respon- 
dents. Results  supported  the  hypothesis  that  critical-care 
nurses  who  held  stronger  professional  orientation  scores 
were  less  likely  to  interrupt  sleep  (r=.42,  P=. 02).  More- 
over, nurses  whose  educational  levels  were  limited  to 
diploma  or  associate  degrees  scored  significantly  lower 
(x=28. 14;  SD±8.56)  on  the  total  simulation  scale,  indicat- 
ing more  likelihood  of  interrupting  sleep,  than  did  nurses 
with  a Bachelor  of  Science  in  Nursing  (BSN)  or  Master  of 
Science  in  Nursing  (MSN)  (x=35.73;  SD±8.34). 

Implications  of  this  study  for  nursing  are  related  to 
current  nursing  practice.  Nurses  should  be  encouraged  to 
use  critical  thinking  in  evaluating  the  necessity  of  in- 
terrupting sleep  periods  of  patients,  especially  those  in 
critical-care. 

REFERENCES 

1.  Joseph  D,  Matron  J,  Osborne  E:  Actual  decision  making:  Factors 
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2.  Prescott.  P,  Dennis,  K,  Jacox  A:  Clinical  decision  making  of  staff 
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Maternal  Serum  Alpha-Fetoprotein  Testing: 

Correlation  of  Physician  Knowledge  and  Beliefs  with  Rates  of  Testing 

MINDY  F.  LOKSHIN,  M.D.  AND  JOSEPHINE  S.  HAMER,  PH.D. 
Department  of  Medicine,  Section  of  Family  Medicine 
Department  of  Mathematics  and  Computer  Science,  Western  Connecticut  State  University 


Screening  pregnant  women  for  neural  tube  defects  by 
measuring  maternal  serum  alpha-fetoprotein  (MSAFP) 
has  been  available  for  more  than  10  years.  There  is  debate 
as  to  the  costs  and  benefits  of  MSAFP  as  a screening  test. 
Physicians’  knowledge  and  beliefs  about  a screening  test 
influence  their  patients’  acceptance  of  the  test. 

Using  a mailed  questionnaire,  a survey  was  conducted 
of  nonmetropolitan,  prenatal  physician  providers  in  the 
state  of  Missouri.  The  response  rate  was  64%  (121/189). 
Chi-square  analysis  was  used  to  compare  physician  re- 
ported rates  of  offering  MSAFP  and  rates  of  testing  with 
several  variables. 

Eighty-two  percent  of  the  respondents  stated  they  of- 
fered the  test  usually  or  always.  However,  the  majority 
(75%)  reported  that  fewer  than  50%  of  their  patients 
accepted  the  test.  Thus,  there  was  a much  higher  rate  of 
offering  than  of  actual  testing,  suggesting  the  manner  in 
which  the  information  is  presented  discourages  testing. 


The  strongest  predictor  for  offering  the  MSAFP  test 
was  the  belief  that  it  is  medicolegally  necessary  (P=.0002). 

The  testing  rate  of  the  patients  was  correlated  directly 
with  the  belief  that  the  test  will  help  guide  prenatal  care 
(P=.01),  and  inversely  with  belief  that  the  test  induces 
anxiety  (P=. 00003).  The  rate  of  actual  testing  did  NOT 
correlate  with  the  belief  that  it  is  legally  necessary  to  offer 
the  test. 

There  was  no  association  between  the  rate  of  offering  or 
of  testing  and  belief  in  the  cost-effectiveness  of  the  test, 
abortion  views,  and  basic  physician  demographic  charac- 
teristics. 

Thus,  physicians  report  that  they  offer  MSAFP  as  a 
screening  test  primarily  because  of  legal  concerns;  how- 
ever, their  lack  of  belief  in  the  test  and  concerns  about 
inducing  maternal  anxiety  is  apparently  communicated  to 
their  patients  and  reflected  in  the  much  lower  rate  of 
testing. 


Review  of  Kleihauer-Betke  Acid  Elution  Stain  for  Diagnosis  of 
Transplacental  Hemorrhage  as  Cause  of  Intrauterine  Fetal  Demise 

FERMINA  M.  MAZZELLA,  M.D.  AND  SANDRA  ZACK.  M.T. 


Department  of  Pathology 

We  reviewed  the  Kleihauer-Betke  (K-B)  acid  elution 
stain  for  fetal  hemoglobin  over  a five-year  period,  1 989  to 
1993.  This  procedure  is  designed  to  differentiate  erythro- 
cytes containing  adult  hemoglobin  from  those  containing 
fetal  hemoglobin.  The  K-B  stain  is  a routine  part  of  the 
work-up  for  fetal  demise  at  this  institution. 

Our  goal  was  to  establish  the  incidence  of  massive 
transplacental  hemorrhage  (TPH)  as  a cause  of  intrauter- 
ine fetal  death.  The  literature  states  that  4.5%  of  all 
intrauterine  fetal  demises  are  due  to  transplacental  hemor- 
rhage. A hemorrhage  of  more  than  30  ml  of  blood  into 
maternal  circulation  is  considered  massive. 

We  reviewed  the  K-B  stain  results,  and  confirmed  the 


and  Laboratory  Medicine 

findings  by  chart  review  and  review  of  fetal  autopsy 
findings,  when  available.  Our  data  indicate  that,  at  least  in 
this  area,  TPH  as  a cause  of  fetal  demise  is  considerably 
less  than  4.5%.  Of  the  cases  reviewed,  no  case  of  fetal 
demise  due  to  massive  transplacental  hemorrhage  was 
identified.  Regardless  of  the  results  of  this  testing,  due  to 
the  poor  sensitivity  of  the  K-B  stain.  Rh-negative  mothers 
should  be  given  RhoIG  routinely  when  transplacental 
hemorrhage  is  suspected.  We  also  found  no  evidence  that 
a positive  K-B  stain  changed  the  treatment  of  the  mother 
during  the  next  pregnancy.  In  the  age  of  cost  containment, 
we  suggest  the  discontinuation  of  routine  K-B  stain  as  it  is 
not  diagnostic  and  does  not  offer  any  change  in  the  course 
of  future  pregnancies. 
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Histologic  Correlation  of  Cytologic  Diagnosis 
of  Respiratory  Specimens  at  Danbury  Hospital  During  1993 

KATHLEEN  JOHNSON  McDONOUGH,  C.T.,  FERMINA  M.  MAZZELLA,  M.D., 

AND  STEVEN  C.  SIEBER,  M.D. 

Department  of  Pathology  and  Laboratory  Medicine 


In  1993  the  Cytology  Department  at  Danbury  Hospital 
analyzed  217  respiratory  specimens,  including  bronchial 
washings,  brushings,  Wang  needle  aspirates,  and  fine 
needle  aspirates.  Sputum  samples  were  not  included  in 
this  study  as  relatively  few  of  these  have  corresponding 
biopsies  or  resections.  Of  the  217  specimens,  130  had 
biopsies  (59.9%).  The  correlation  of  these  diagnoses  was 
as  follows:  109  (83.9%)  biopsies  or  resected  histologic 
specimens  correlated  with  cytology,  six  (4.6%)  diagnoses 
were  not  significantly  different,  and  15  (11.5%)  did  not 
correlate  with  cytology.  In  13  of  the  cases  that  did  not 
correlate,  the  cytology  was  negative  or  merely  atypical 
and  the  histologic  specimen  was  positive  for  malignancy. 
The  remaining  cases  had  cytology  suspicious  or  positive 
for  malignancy  and  negative  histology.  There  were  no 
significant  cytohistologic  discordances  with  respect  to 


broad  tumour  subtype  (ie,  non-small  cell  vs  small-cell 
carcinoma).  This  study  evaluates  the  possible  reasons  for 
the  discrepancies.  False  negative  cytology  results  were 
attributed  to  sampling  error  or  the  peripheral  location  of 
the  lung  mass.  The  false  positive  results  were  due  to 
treatment  effect,  or  severe  inflammatory  (reactive)  atypia. 
With  regard  to  diagnosis  of  neoplasia,  calculated  sensitiv- 
ity and  specificity  of  cytologic  diagnosis  were  79%  and 
97%,  respectively.  Positive  and  negative  predictive  val- 
ues were  calculated  to  be  96%  and  83.5%,  respectively. 

Of  note  were  15  Class  IV  (malignant)  cytology  reports 
that  were  not  followed  up  by  a biopsy  or  other  surgical 
procedure.  Most  were  fine  needle  aspirates. 

We  conclude  that  cytologic  evaluation  is  a relatively 
sensitive  and  specific  tool  in  the  diagnosis  of  respiratory 
pathology. 


Patients’,  Family  Members’,  and  Registered  Nurses’  Perceptions 
of  Nursing  Staff  Humanistic  Behaviors 

CONSTANCE  S.  PATTEN,  R.N. 

Danbury  Hospital  and  Raritan  Bay  Medical  Center,  Perth  Amboy,  N.J. 


The  purpose  of  this  survey  was  to  examine  the  congru- 
ency of  patients’ , family  members’ , and  registered  nurses’ 
perceptions  of  the  frequency  and  importance  of  nursing 
staff  humanistic  behaviors.  The  concept  of  hospitality 
serves  as  the  foundation  for  the  study  in  terms  of  address- 
ing guest  relations  in  the  hospital  setting.  Fenton’s  Scale 
of  Humanistic  Behaviors  was  revised  to  measure  these 
perceptions. 

The  study  sample  consisted  of  154  patients,  154  family 
members,  and  154  registered  nurses  from  medical-surgi- 
cal units  in  four  acute-care  hospitals. 

The  findings  showed,  using  the  Likert-type  categories 
ranging  from  rarely,  occasionally,  frequently,  to  almost 
always,  that  all  three  groups  rated  humanistic  behaviors  as 
occurring  “frequently,”  with  the  mean  scores  of  the  nurse 
group  in  this  category  somewhat  higher  than  those  of 


patients  and  family  members.  This  result  is  consistent 
with  expected  professional  behavior  in  terms  of  the  prepa- 
ration of  the  nurses,  as  well  as  their  personal  commitment. 

The  results  also  showed  that,  though  nurses  rated  hu- 
manistic behaviors  as  frequent,  the  scores  for  the  impor- 
tance of  these  behaviors  were  somewhat  higher. 

The  finding  was  interpreted  asshowing  that  nurses 
consider  these  behaviors  important  but  possibly  facing 
reality  in  the  current  contrained  health-care  environment. 

In  conclusion,  the  study  suggests  that  there  is  a reason- 
able level  of  perceptions  of  the  frequency  and  importance 
of  nursing  staff  humanistic  behaviors  based  on  the  ratings 
of  all  three  groups.  The  challenge  facing  practicing  nurses 
and  nursing  administrators  is  to  increase  the  ratings  from 
the  “frequent”  level  to  an  “almost  always”  level  in  order 
to  enhance  the  therapeutic  environment  of  patient  care. 
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Comparison  of  Groshong  Tunneled  Central  Catheters  and  Peripherally 
Inserted  Central  Catheters  for  Short-Term  Total  Parenteral  Nutrition  (TPN) 

JOY  SUZANNE  MOORE,  R.N.  AND  FREDERICK  MOY,  PH.D. 
Department  of  Medicine  (Ambulatory  IV  Services)  and  New  York  Medical  College 


The  focus  of  this  retrospective  study  is  the  comparison 
of  the  peripherally  inserted  central  catheter  (PICC)  and  the 
centrally  placed  Groshong  venous  catheter  when  used  for 
short-term  (less  than  three  months)  TPN.  Groshong  cath- 
eters are  inserted  by  surgeons  in  the  operating  room. 
PICCs  are  inserted  by  certified  RNs  without  involving  the 
operating  room.  These  catheters  were  examined  in  terms 
of  cost,  ease  of  insertion,  complications,  and  outcome  of 
therapy. 

The  patients  were  started  on  TPN  in  the  hospital  and 
then  followed  primarily  by  Ambulatory  IV  Services.  Five 
patients  with  each  type  of  catheter  were  studied.  Two  of 
these  had  both  types  of  catheters  during  their  course  of 


therapy.  Records  from  1991  to  1993  were  reviewed.  There 
were  six  females  and  two  males  with  an  age  range  of  19  to 
79  years  and  a median  age  of  28.5  years.  There  were  no 
deaths  in  this  group.  The  following  table  shows  the  results 
obtained. 

In  this  small  patient  population  the  Groshong  cath- 
eter patients  had  higher  morbidity  and  more  hospitaliza- 
tion days.  Specific  underlying  conditions  and  longer 
indwelling  times  may  lead  to  more  serious  complications 
requiring  longer  hospitalization.  The  two  significant  dif- 
ferences between  the  two  catheters  are  cost  and  ease  of 
insertion.  For  short-term  TPN  the  PICC  line  should  be 
considered  as  first  choice. 


PICC 

Groshong 

Cost  of  insertion 

Outpatient 

$367 

$2,47042,905 

Inpatient 

$274-$338 

$2,63443,069 

Duration  in  place 

median  = 15  days 
range  = 7 to  59  days 

median  = 53  days 
range  = 28  - 85  days 

Complications 

mechanical  phlebitis  = 2 
neck  pain  = 1 

bacteremia  = 3 
fell  out  = 1 

Hospital  days  due  to  complications 

4 days  (2  subjects) 

25  days  (3  subjects) 

Cost  of  hospitalization 
(based  on  room  rate  alone) 

$1,873 

$11,706.75 

Cost  and  Outcome  Considerations  in  a Clinical  Trial  Using  Propofol 


SHEILA  MORTARA.  B.S.N.,  BARBARA  STEVENS.  B.S.N.,  JOYCE  KEAGAN.  R.N., 
LAURIE  BRENTLINGER.  R.N.,  ART  GRUBER,  R.P.H.,  AND  ERIC  JIMENEZ,  M.D. 
The  Departments  of  Nursing,  Pharmacy,  and  Pulmonary  Medicine. 


In  July  1993  our  intensive  care  unit  started  a trial  study 
of  propofol  vs  traditional  intravenous  (IV)  bolus  sedation 
(ativan,  haldol,  and  morphine).  Our  main  goal  was  to  see 
if  propofol,  a drug  more  commonly  used  for  anesthesia,  is 
a cost-effective  sedation  regimen  for  our  mechanically 


ventilated  patients.  A unit  specific  protocol  for  the  use  of 
propofol  was  developed.  Data  were  collected  on  a detailed 
flowsheet.  Data  on  traditional  IV  bolus  sedation  were 
collected  retrospectively. 

(continued) 
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Data  from  eight  patients  treated  with  propofol  (Group  I) 
and  mechanically  ventilated  were  compared  to  16  patients 
(Group  II)  on  traditional  sedation  regimens  who  were 
mechanically  ventilated  for  approximately  the  same  num- 
ber of  hours.  The  total  cost  of  each  drug  was  determined. 

Our  limited  data  do  not  show  propofol  to  be  cost 
effective  for  intubation  periods  of  less  than  95  hours. 
However,  there  are  hidden  effects.  Propofol  is  a continu- 
ous drip,  a tremendous  nursing  time-saver  over  IV  bolus 
sedation.  For  many  patients  the  use  of  Intralipids  (a 
nutritional  supplement)  can  be  reduced  when  using 
propofol.  The  short  elimination  half-life  of  propofol  al- 


lows patients  more  rapid  awakening  which  enhances  pa- 
tient assessments  and  extubation  from  the  ventilator. 
Propofol  does  not  require  a reversal  agent. 

In  conclusion,  further  outcomes  such  as  process  out- 
comes, which  include  length  of  stay,  and  health  outcomes, 
which  comprise  mortality  and  complications,  must  be 
studied  to  confirm  the  total  effectiveness  of  propofol  and 
perceptions  of  quality  of  this  regime  by  the  multidisci- 
plinary team. 

Associate  Professor,  Frederick  H.  Moy,  Ph.D.,  M.B.A.,  N.  Y.  Medical 
College. 


Hours  intubated 


<25 

25-95 

>95 

Group  I 

Group  II 

Group  I 

Group  II 

Group  I 

Group  II 

$150.18 

$7.00 

$433.85 

$39.46 

$738.38 

$761.41 

3 

6 

3 

6 

2 

4 

Embolic  Risk  in  Patients  with  Atrial  Fibrillation: 

The  Role  of  Left  Atrial  Appendage  Flow  Velocity  (LAAFV)  Measured  During 
Transesophogeal  Echocardiography  (TEE)  in  Identifying  Patients  at  Highest  Risk 


W.  NEIL  PEARSON,  M.D.,  PETER  VASSALLO,  M.D.,  MARK  MARIEB,  M.D., 
JOSEPH  BUCHMAN,  M.D.,  AND  ANTHONY  W.  D’ SOUZA,  M.D. 
Department  of  Medicine  (Cardiology), 

Bridgeport  Hospital,  and  Yale  University  School  of  Medicine 


Embolic  events  (central  and  peripheral)  are  devastating 
sequelae  of  atrial  fibrillation  (AF).  Identifying  those  pa- 
tients at  highest  risk  of  embolism  would  be  clinically 
useful.  We  have  previously  demonstrated  that  LAAFV 
reflects  the  contractile  state  of  the  left  atrial  appendage 
(LAA).  The  purpose  of  this  study  was  to  assess  LMFV  in 
patients  with  AF,  and  relate  this  parameter  to  their  risk  of 
embolic  events. 

During  a three-year  period,  we  identified  26  patients  in 
“chronic”  AF  (>3  months  duration),  who  were  not  felt  to 
be  candidates  for  chronic  anticoagulation  (AC).  Patients 
were  54-82  years  of  age  (mean=72  years).  All  underwent 
baseline  TEE  (biplane  or  multiplane).  The  following  were 
measured,  in  addition  to  LAAFV:  LV  size,  systolic  func- 
tion, and  wall  motion;  LA  size,  transmitral  flow,  MR 
severity,  etc.  No  patients  had  mitral  stenosis,  marked  LA 
dilation,  or  marked  LV  dysfunction.  In  all  patients,  char- 
acteristic LM  velocity  profiles  were  obtained,  with  oscil- 
latory patterns  of  LAA  ejection  noted.  Group  I (n=8) 


showed  peak  LAAFV  of  0-25  cm/sec  (two  patients 
showed  LM  akinesis  with  no  flow);  LA  thrombus  in  three; 
LA  spontaneous  contrast  (LASC)  in  four.  Group  II  (n=l  8) 
showed  peak  LMFV  of  35-90  cm/sec;  LA  thrombus  in 
one;  LASC  in  three.  Patients  were  followed  clinically  for 
six  to  36  months  (mean  follow-up=22  months)  (follow-up 
100%)  with  the  measured  end-point  being  a documented 
embolic  event.  In  Group  1,  three  patients  had  events 
despite  the  absence  of  AC  therapy. 

Conclusion. — 1)  In  certain  patients  with  atrial  fibrilla- 
tion, some  preservation  of  LM  contractility  remains  (as 
measured  by  LMFV)  and  this  may  be  protective  of  LAA 
thrombus  formation;  2)  The  presence  of  markedly  dimin- 
ished LMFV  or  LAA  akinesis  may  identify  a subset  of  AF 
patients  at  highest  risk  of  embolic  events. 


Assistant  Clinical  Professor  of  Medicine  (Dr.  Pearson),  Yale 
University  School  of  Medicine. 
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“Allergic”  Mucin  in  Paranasal  Sinus  Specimens: 

A Clinicopathologic  Study  of  Eight  Cases 

ROBERT  PIMENTEL,  M.D.  AND  STEVEN  SIEBER,  M.D. 
Department  of  Pathology  and  Laboratory  Medicine 


Paranasal  sinus  specimens  sent  to  the  pathology  labora- 
tory during  the  period  1989-93  were  retrospectively  re- 
viewed for  the  presence  of  “allergic”  mucin,  defined  as 
thick  laminated  mucin  with  abundant  eosinophils  and 
Charcot-Leyden  crystals.  Review  hematoxylin  and  eosin 
slides  identified  eight  such  cases  (2.55%  of  313  cases). 
Patients  ranged  in  age  from  23  to  54  years  (median  40,  five 
females  and  three  males)  and  all  presented  with  long- 
standing chronic  or  recurrent  sinus  congestion  with  or 
without  nasal  obstruction.  Five  out  of  eight  patients  had  a 
long  history  of  asthma,  and  the  other  three  had  history  of 
allergy  to  penicillin,  bee  stings,  and  Septra®.  Sinus  films 


revealed  opacity  of  one  or  more  sinuses  without  air-fluid 
levels. 

Four  of  eight  cases  showed  rare  to  abundant  silver- 
positive, fragmented  fungal  hyphae  without  tissue  inva- 
sion. The  other  four  cases  were  negative  for  hyphae. 
Serologic  or  microbiologic  testing  for  fungal  species 
identification  were  not  performed  in  any  case.  In  sum- 
mary, “allergic”  mucin  in  sinus  specimens  is  often  a 
manifestation  of  hypersensitivity  to  fungal  hyphae.  Fail- 
ure to  detect  hyphae  within  “allergic”  mucin  may  repre- 
sent a sampling  problem. 


Accuracy  of  Frozen  Section  and  Limited  Tissue  Sampling  in  the 
Detection  of  Lymph  Node  Metastases  in  Prostatic  Adenocarcinoma 

ROMEO  PINEDA,  JR.,  M.D.,  A AMIR  AHSAN,  M.D.,  AND  HANI  EL-FANEK,  M.D. 
Department  of  Pathology  and  Laboratory  Medicine 


The  presence  of  lymph-node  metastases  in  patients  with 
prostatic  carcinoma  not  only  has  a grave  impact  on  prog- 
nosis but  significantly  changes  the  therapeutic  approach 
as  well.  While  localized  disease  is  best  treated  by  radical 
prostatectomy  and  radiotherapy,  hormonal  manipulation 
is  the  mainstay  of  treatment  for  advanced,  metastatic 
carcinoma.  Accuracy  of  detection  of  lymph-node 
metastases  by  frozen  section  is  thus  of  paramount  impor- 
tance for  optimal  treatment  and  prognosis  of  prostatic 
carcinoma. 

This  study  reviews  71  radical  prostatectomies  per- 
formed in  Danbury  Hospital  from  1990-93  for  prostatic 
adenocarcinoma,  in  which  intraoperative  frozen  sections 
of  pelvic  lymph  nodes  revealed  no  metastases.  Four  out  of 
7 1 subsequently  showed  metastatic  tumor  on  permanent 


sections  of  the  frozen  section  blocks  and  thus  were  ex- 
cluded. The  frozen  section  blocks  of  the  remainder  (67 
cases)  were  retrieved,  and  five  levels  of  deep  recuts  were 
made  on  each  block.  The  Gleason  scores  were  from  two  to 
nine.  Out  of  67  cases,  only  one  was  positive  for  metastatic 
tumor,  found  in  a right  external  iliac  lymph  node.  The 
patient  was  a 61 -year-old  man  with  prostatic  adeno- 
carcinoma of  Gleason  major  pattern  two  and  Gleason 
score  of  five.  Retrospective  review  of  the  original  frozen 
section  and  permanent  section  glass  slides  reaffirmed  the 
absence  of  metastatic  tumor. 

This  study  confirms  the  high  degree  of  accuracy  of 
frozen  sections  (98%)  in  detecting  pelvic  lymph  node 
metastases  in  prostatic  adenocarcinoma. 
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Prevalence  of  Latex  Allergy  in  an  Allergy  Practice 
as  Determined  by  Puncture  Skin  Test 

CHRISTOPHER  RANDOLPH,  M.D.  AND  BARBARA  FRASER,  L.P.N. 

Waterbury 


To  determine  the  prevalence  of  latex  allergy  in  a private 
allergy  practice,  we  administered  a questionnaire  and 
puncture  skin  tests  (ST)  derived  from  a 1:10  dilution  of 
latex  extracted  from  surgical  gloves  (HPI,  Fayette,  Ala.). 

One  hundred  twenty-five  individuals  were  screened. 
One  hundred  four  or  83%  were  private  allergy  patients. 
Twenty-one  (17%)  were  employees  of  our  affiliated  hos- 
pitals. Age  range  was  five  months  to  71  years.  Average 
age  was  23  years,  median  age  16  years.  One  hundred 
twenty-three  were  Caucasian, two  were  non-Caucasian. 
There  were  66  males  (53%)  and  59  females  (47%). 

Of  this  group  50  (48%)  had  positive  ST  for  inhalant 
allergens  while  12  (61%)  of  hospital  employees  had  only 


a history  of  inhalant  allergy. 

Of  125  patients  tested  for  latex:  10  history-positive 
patients  were  ST  positive.  One  history-negative  patient 
was  ST  positive.  One  history-positive  patient  was  ST 
negative;  113  from  general  allergy  practice  were  both  ST 
and  history-negative.  The  P value  of  the  puncture  ST  =.05 
with  sensitivity  of  91%  and  specificity  of  99%,  negative 
predictive  value  of  99%  and  positive  predictive  value  of 
91%. 

We  conclude  that  puncture  ST  with  surgical  glove 
extract  (HPI)  is  a sensitive,  specific,  and  safe  method  for 
detection  of  latex  sensitivity.  The  prevalence  of  this  sen- 
sitivity was  one  in  104  (1%)  in  a private  allergy  practice. 


Relationship  Between  Length  of  Stay  and  Time  to  Completion  of  Cardiac  Diagnostic 
Procedures  for  Admitting  Diagnosis  of  Chest  Pain 

RICHARD  RIGLING,  B.S.  AND  FREDERICK  MOY,  PH.D. 

Department  of  Medicine  (Cardiology) 


Safely  decreasing  length  of  stay  (LOS)  has  become  a 
primary  goal  of  hospital  health  care.  The  purpose  of  this 
study  was  to  identify  a direct  relationship  between  speed 
of  performing  a complete  battery  of  cardiac  diagnostic 
procedures  and  LOS  for  chest  pain  admissions. 

A retrospective  chart  review  was  undertaken  for  a six- 
month  period  on  all  patients  admitted  to  Danbury  Hospital 
from  1 June  1993  to  31  December  1993  with  admitting 
diagnosis  code  Chest  Pain  (786.50,  786.51).  Of  252  pa- 
tients, 27  (1 1%)  required  no  cardiac  testing,  and  38(15%) 
had  previous  cardiac  testing  and  required  no  further  test- 
ing. Of  the  remaining  1 87  patients  who  underwent  cardiac 
testing  (echocardiography,  stress  testing,  cardiac  nuclear 
imaging,  cardiac  angiography,  and  arrhythmia  detection), 
1 23  (49%)  were  male,  1 29  (5 1 %)  were  female,  with  an  age 
distribution  of  24  to  9 1 , and  a mean  age  of  58  years.  Two 
hundred  fifty-eight  tests  were  performed,  with  a large 
majority  (75%)  of  the  patients  receiving  screening 
echocardiography  within  the  first  or  second  day  of  admis- 
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sion.  Forty-nine  percent  also  had  some  form  of  stress 
testing  during  their  admissions.  The  average  LOS  for 
those  patients  who  required  cardiac  testing  was  3.13  days, 
while  the  average  time  to  completion  of  all  cardiac  tests 
was  2.02  days,  with  a positive  correlation  coefficient 
between  LOS  and  time  of  completion  of  r = .7 1 , and  a t test 
significantly  different  from  zero  (P=.06).  There  is  a one- 
day  difference  for  average  LOS  and  time  to  completion  of 
testing,  which  can  be  accounted  for  by  the  fact  that  cardiac 
diagnostic  services  were  not  provided  seven  days  a week, 
and  most  (91%)  patients  with  an  LOS  of  longer  than  two 
days  had  a weekend  downtime  involved  in  their  LOS. 

There  is  a statistical  direct  correlation  between  the 
cardiac  testing  time  and  length  of  stay  for  this  admitting 
diagnosis  group.  This  relationship  provides  evidence  to 
establish  rapid  triage  of  cardiac  testing  to  decrease  length 
of  stay  and  improved  patient  outcomes,  including  reduc- 
tion in  cost  and  increased  patient  satisfaction. 

Associate  Professor  (Dr.  Moy)  New  York  Medical  College. 
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Gastric  Motility  Disorders  in  Patients  with 
Gastric  Metaplasia  of  the  (Barrett’s)  Esophagus 

RAJESH  SARAIYA,  M.D.,  DONALD  GORDON,  M.D.,  SHIV  M.  GUPTA,  M.D. 

AND  WILLIAM  D.  JOHNS,  M.D. 

Divisions  of  Gastroenterology  (Medicine)  and  Nuclear  Medicine  (Laboratory  Medicine) 


Gastroesophageal  reflux  is  a common  condition  and 
may  be  associated  with  disorders  of  gastric  emptying. 
Since  one  of  the  manifestations  of  chronic  reflux  is  gastric 
metaplasia  of  the  esophagus  (Barrett’s),  we  conducted  a 
retrospective  study  of  109  patients  who  had  radionuclide 
gastric  emptying  studies  at  Danbury  Hospital  from  Janu- 
ary 1992  to  August  1993  to  evaluate  the  association  of 
Barrett’s  esophagus  and  with  gastric  motility  disorders. 
Twelve  patients  (11%)  had  Barrett’s  syndrome  and  21 
(19%)  had  reflux  esophagitis. 

The  group  with  Barrett’s  included  four  females  and 
eight  males  (ages  46-83).  All  had  endoscopic  findings 
consistent  with  Barrett’s,  and  histopathology  confirmed 
presence  of  gastric  metaplasia  in  the  distal  esophagus.  In 
this  group,  two  of  12  (17%)  were  diabetic.  Eight  of  12 
(67%)  had  abnormal  solid  nuclear  gastric  emptying  stud- 
ies consistent  with  gastroparesis  (55%  severe,  45%  mod- 
erate). Four  of  12  (33%)  had  normal  emptying  studies, 
however,  were  on  prokinetic  medications  which  were 
withheld  only  on  the  morning  of  the  test. 

The  group  with  esophagitis  included  eight  males  and  1 3 
females  (ages  19-72).  All  had  endoscopic  findings  consis- 


tent with  reflux  esophagitis.  Nineteen  of  21  (90%)  had 
histopathologic  findings  of  inflammation.  Thirteen  of  21 
(62%)  had  abnormal  gastric  emptying  studies  (54%  se- 
vere, 46%  moderate).  Three  of  21  (14%)  were  diabetic. 
The  population  studied  is  not  necessarily  representative  of 
all  patients  with  esophagitis  as  the  majority  would  have 
undergone  gastric  emptying  studies  only  if  inadequate 
response  to  H2-  blocker  therapy  was  observed. 

Our  results  suggest  that  the  majority  of  patients  studied 
with  Barrett’s  (67%)  had  motility  disorders.  This  figure 
may  be  an  underestimation,  as  those  with  normal  studies 
had  been  treated  with  prokinetic  agents  (metaclopramide 
or  cisipride)  which  may  not  have  been  withheld  for  ad- 
equate amounts  of  time.  Previous  studies  have  demon- 
strated an  association  between  reflux  esophagitis  with 
gastroparesis.  The  possibility  of  a relationship  between 
gastroparesis  and  gastroesophageal  reflux  with  the  devel- 
opment of  Barrett’s  is  suggested.  Further  prospective 
studies  will  be  needed  to  assess  if  such  an  association 
exists. 

Clinical  Professor  (Dr.  Gupta)  and  Assistant  Clinical  Professor  (Dr. 
Johns),  University  of  Connecticut  School  of  Medicine. 


Histologic  Correlation  of  Breast  Fine-Needle  Aspiration  Cytology 

SIMHA  R.  SASTRY,  M.D.,  ELIZABETH  CARR,  C.T.,  FRANK  BRAZA,  M.D. 
Department  of  Pathology  and  Laboratory  Medicine 


During  1993,  342  patients  underwent  fine-needle  aspi- 
ration (FNA)  of  breast  lesions  at  Danbury  Hospital.  Of 
these,  99  had  a follow-up  biopsy. 

Of  the  99  aspirations,  21  were  unsatisfactory  for  diag- 
nosis, 20  were  reported  as  negative  for  malignancy,  29 
were  diagnosed  as  benign  lesions,  six  were  suspicious  for 
malignancy,  and  23  were  reported  as  malignant. 

From  the  21  unsatisfactory  smears,  three  cases  were 
malignant  at  biopsy.  From  the  20  reported  as  negative  for 
malignancy,  one  case  had  a positive  biopsy  (carcinoma  in- 
situ).  Out  of  the  six  suspicious  smears,  three  were  malig- 


nant and  three  were  benign.  All  malignant  smears  were 
confirmed  at  biopsy. 

In  summary,  comparing  the  cytologic  interpretation  to 
the  histologic  diagnosis,  we  found  a high  degree  of  con- 
cordance. There  were  no  false  positives,  one  false  nega- 
tive, and  three  positive  cases  following  an  unsatisfactory 
smear. 

Because  of  the  possibility  of  sampling  error,  a benign 
cytologic  diagnosis,  and  especially  an  unsatisfactory  one, 
should  not  preclude  biopsy  of  a clinically  suspicious 
lesion. 
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Prolonged  Premature  Rupture  of  Membranes  as  a Predicator  of  Neonatal  Sepsis 


REBECCA  SMART,  B.S.N.  CYNTHIA  CAMPBELL,  B.S.N.,  LINDA  COOK,  B.S.N.,  MARTINA 
LEHRMAN,  B.S.N.,  AND  FREDERICK  MOY,  PH.D. 

Department  of  Pediatrics  (Neonatology)  and  New  York  Medical  College 


Prolonged  premature  rupture  of  membranes  (PPROM) 
has  been  used  as  a predictor  of  neonatal  sepsis.  In  our 
institution,  babies  with  PPROM  of  24  hours  or  greater 
require  admission  to  the  neonatal  intensive  care  unit 
(NICU)  for  a sepsis  evaluation.  (Sepsis  is  defined  as  five 
days  of  antibiotic  treatment.)  We  questioned  whether  a 
baby  37  weeks  gestation  should  be  admitted  to  the  NICU 
for  a sepsis  evaluation  on  the  basis  of  PPROM  alone. 

This  was  a retrospective  study  using  a cohort  of  332 
subjects  out  of  2,420  babies  37  weeks  gestation  deliv- 
ered at  Danbury  Hospital  during  the  year  1993.  The 
overall  sepsis  rate  during  the  study  period  was  1 % or  25/ 
2,420.  Three  hundred  thirty-two  babies  were  admitted  to 
the  NICU  for  a sepsis  evaluation  on  the  basis  of  one  or 
more  of  the  following  criteria;  PPROM  > 24  hours,  el- 
evated maternal  temperature  > 100.6  prior  to  delivery, 
positive  maternal  (3=hemolytic  streptococcus,  Group  B 
(GBBS)  culture,  antibiotic  therapy  prior  to  delivery,  foul 
odor,  or  respiratory  distress.  The  sepsis  rate  in  this  cohort 
was  7.5%  or  25/332.  As  a result  of  our  analysis  we  found 
there  were  146  babies  admitted  with  the  indicator  of 
PPROM  alone.  Two  out  of  146  or  1%  were  septic,  (not 


significantly  different  from  zero,  P > .05).  Chi  Square 
analysis  revealed  that  60%  of  the  septic  babies  had  the 
predictor  of  respiratory  distress,  48%  had  GBBS  history, 
28%  had  antibiotic  therapy  prior  to  delivery,  0%  had  odor, 
and  32%  had  PPROM  as  an  indicator  (though  not  indepen- 
dently). Using  logistic  regression  to  model  sepsis  status, 
both  globally  and  univariate  with  the  analysis  done  on  the 
entire  group,  (3=hemolytic  streptococcus,  Group  B had 
P= .000 1 , respiratory  distress  P=.000 1 , maternal  tempera- 
ture P=. 07,  which  were  significant.  The  variables  of 
pretreatment  and  odor  were  not  significant  with  P=.85  and 
P=.  9,  respectively.  Interaction  and  conditional  terms  were 
also  examined  with  an  indication  of  improved  predictive 
ability.  In  conclusion,  PPROM  alone  is  not  predictive  of 
sepsis.  There  are  other  indicators  which  better  identify 
infants  with  sepsis.  A positive  correlation  is  demonstrated 
between  the  number  of  predictors  present  with  each  sub- 
ject and  the  outcome  of  sepsis.  As  a result  of  this  investi- 
gation, we  expect  that  babies  will  not  need  to  be  admitted 
to  the  NICU  for  a sepsis  evaluation  on  the  basis  of  PPROM 
alone,  leading  to  a decrease  in  hospital  costs  from  unnec- 
essary NICU  admissions  (146  cases  or  44%  in  1993 
alone). 


Immediate  Effect  of  Oophorectomy  on 
Serum  Ionized  Calcium  and  Parathyroid  Hormone  Levels 

TINA  VERDER,  M.D.,  JOSEPH  L.  BELSKY,  M.D.,  AND  FRANCES  EMANUELE,  MT(ASCP) 
Departments  of  Medicine,  Obstetrics  and  Gynecology,  and  Laboratory  Medicine 


Both  acute  and  chronic  estrogen  administration  affects 
plasma  levels  of  calcium  (Ca)  and,  secondarily,  parathy- 
roid hormone  (PTH).  The  major  clinical  implication  is 
decreased  bone  loss  in  estrogen  deficient  women.  Im- 
proved levels  of  Ca  and  PTH  have  also  been  documented 
in  some  patients  with  hyperparathyroidism  treated  with 
estrogens. 

There  have  been  no  reports  on  effects  of  acute  estrogen 
deprivation  on  Ca  and  PTH.  We  observed,  in  preliminary 
observations  in  three  subjects,  an  immediate,  transient 
(within  24  hours)  fall  in  ionized  calcium  (iCa)  after 
oophorectomy  in  women  who  were  having  periods 


preoperatively.  The  present  study  extends  this  observa- 
tion to  a larger  sample. 

After  informed  consent,  20  females  underwent  planned 
total  abdominal  hysterectomy  (TAH).  One  vial  of  whole 
blood  was  drawn  before  surgery,  and  at  two,  four,  six,  12, 
and  24-hours  after  removal  of  the  uterus  alone  (TAH)  or 
combined  with  bilateral  salpingo-oophorectomy  (TAH- 
BSO),  for  determination  of  iCa.  PTH  was  assayed  in  the 
preoperative,  four-  and  24-hour  samples,  and  estradiol 
was  measured  in  the  preoperative  and  four-hour  postop- 
erative specimens.  (continued) 
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Although  iCa  fell  in  all  subjects  within  24  hours  of 
surgery,  there  was  no  significant  difference  in  the  mean  of 
the  postoperative  iCa  changes  between  each  group  (TAH 
vs  TAH-BSO).  Seventeen  subjects  (8  TAH  and  9 TAH- 
BSOjhadPTH  determinations.  Three  (2  TAH  and  1 TAH- 
BSO)  had  preoperative  levels  of  PTH  above  normal  (>57ng/ 
L).  Six  of  eight  (75%)  of  TAH  and  seven  of  nine  (78%)  of 
TAH-BSO  subjects  increased  PTH  levels  acutely  postop- 
eratively  coincident  with  the  fall  in  iCa.  The  mean  changes 
were  not  significantly  different  between  the  groups  (TAH: 
5.9  ng/L,  TAH-BSO:  5.9ng/L). 

Seven  subjects  in  each  group  had  estradiol  determina- 
tions. Five  (four  TAH  and  one  TAH-BSO)  had  low  levels 
(<  20  pg/ml)  before  surgery  and  these  did  not  change 


acutely.  While  three  of  seven  TAH  had  decreased  estra- 
diol, five  of  seven  (71%)  TAH-BSO  had  steep  decreases 
during  the  24-hour  postoperative  period.  In  nine  subjects 
with  adequate  data  there  was  a trend  suggesting  the 
preoperative  estradiol  level  was  related  to  the  magnitude 
of  iCa  decrease  with  correlation  coefficient  r=0.4224.  but 
this  was  not  significant  (P=0.25).  Conclusions:  iCa  levels 
fell  and  PTH  levels  increased  acutely  after  TAH,  but  were 
not  significantly  different  when  BSO  was  also  performed. 
Though  estradiol  levels  fell  in  the  majority  with  BSO,  the 
preoperative  estradiol,  but  not  postoperative  changes  in 
estradiol  showed  a slight,  but  not  significant  relation  to  the 
decrease  in  iCa.  Further  observations  will  be  made  to 
confirm  any  relation  of  estrogen  status  to  iCa  responses  to 
BSO. 


Differences  in  Perceived  Family  Needs  as  Identified  by  Matched  Pairs  of  Neuroscience 
Nurses  and  Family  Members  of  Neurologically  Impaired  Patients 

ELIZABETH  M.  WERNER- YOUNG,  R.N.,  M.S.N. 


This  study  investigated  the  differences  between  the 
identification  of  family  needs  as  viewed  by  the  neuro- 
science nurse  and  the  identification  of  family  needs  as 
viewed  by  family  members  of  the  neurologically  impaired 
patient.  The  population  for  this  study  consisted  of  a 
convenience  sample  of  10  dyads  of  neuroscience  nurses 
and  family  members  of  patients  admitted  to  one  neuro- 
science unit  in  a Connecticut  hospital.  Criteria  for  the 
family  member’s  inclusion  was  identified  by  specific 
patient  diagnoses,  including  traumatic  brain  injury,  cere- 
bral vascular  accident,  and  spinal  cord  injuries.  Of  the  10 
dyads  forming  the  sample  for  this  study,  there  were  two 
male  and  eight  female  family  members,  19  to  70  years  of 
age.  All  subjects  completed  a demographic  data  sheet 
developed  by  the  researcher  and  the  45-item  Critical  Care 
Family  Needs  Inventory  (CCFNI)  between  day  five  and 
day  1 0 of  the  patient’ s admission  to  the  neuroscience  unit. 
The  first  research  hypothesis  predicted  that  there  would  be 
a significant  difference  between  the  neuroscience  nurses’ 
identification  of  family  members’  needs  and  family  mem- 
bers’ identification  of  their  needs.  The  2X5  dependent 
groups  ANOVA  did  not  provide  support  for  this  hypoth- 
esis. The  analysis  showed  that  the  average  CCFNI  score 
for  the  nurses  (x  = 133.41;  SD  = 10.57)  did  not  differ 
significantly  from  the  average  CCFNI  score  of  the  family 
members (x  = 137.10;  SD  = 16.30),  F(  1,9)  = 0.31,  P>. 05. 
The  second  research  hypothesis  predicted  that,  after  com- 


bining the  subscale  scores  for  the  nurses  and  family 
members,  there  would  be  a significant  difference  in  the 
subscale  scores  of  the  CCFNI.  The  results  of  the  2 X 5 
dependent  groups  ANOVA  supported  this  hypothesis. 
The  results  of  the  repeated  measures  factorial  showed  that 
the  five  subscales  were  not  considered  equally  important 
by  the  combined  nurse  and  family  member  subjects,  F,  (4, 
36)  = 27.58,  P < .05.  Assurance  (x  = 3.85)  and  information 
(x  = 3.37)  needs  were  significantly  more  important  than 
proximity  (x  = 3.17),  Comfort  (x  = 2.85),  and  support  (x 
= 2.78)  for  the  combined  subjects.  The  third  research 
hypothesis  predicted  that  the  responses  of  the  nurses  on 
the  five  CCFNI  subscales  would  differ  significantly  from 
those  of  the  family  members.  This  hypothesis  was  also 
supported.  The  2X5  dependent  groups  factorial  showed 
that  the  needs  identified  as  important  by  the  nurses  were 
not  the  same  needs  identified  by  the  family  members, 
F(4,36)  = 2.99,  P < .05.  On  the  average,  the  family 
members  identified  comfort  and  assurance  needs  as  sig- 
nificantly more  important  than  the  nurses. 

The  findings  suggest  that  the  need  for  assurance  and 
information  regarding  the  patient’s  condition  are  high 
priorities  for  family  member’s  of  neurologically  impaired 
patients.  In  addition,  the  analysis  revealed  a significant 
interaction  between  the  group  and  subscale,  implying  that 
the  subscales  considered  most  important  by  family  mem- 
bers were  not  considered  in  the  same  way  by  the  nurses. 
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EPITOMES  OF  PROGRESS 


Important  Advances  in  Clinical  Medicine 

Nuclear  Medicine 

Kenneth  Lyons,  MD,  Section  Editor 

The  Council  on  Scientific  Affairs  of  the  California  Medical  Association  presents  the  following  epitomes  of  progress 
in  nuclear  medicine.  Each  item,  in  the  judgment  of  a panel  of  knowledgeable  physicians,  has  recently  become 
reasonably  firmly  established,  both  as  to  scientific  fact  and  clinical  importance.  The  items  are  presented  in  simple 
epitome,  and  an  authoritative  reference,  both  to  the  item  itself  and  to  the  subject  as  a whole,  is  generally  given  for  those 
who  may  be  unfamiliar  with  a particular  item.  The  purpose  is  to  assist  busy  practitioners,  students,  researchers,  and 
scholars  to  stay  abreast  of  progress  in  medicine,  whether  in  their  own  field  of  special  interest  or  another. 

The  epitomes  included  here  were  selected  by  the  Advisory  Panel  to  the  Section  on  Nuclear  Medicine  of  the  California 
Medical  Association,  and  the  summaries  were  prepared  under  the  direction  of  Dr.  Lyons  and  the  panel. 


Bone  Pain  and  Radionuclide  Therapy 

THERAPY  for  bone  pain  associated  with  skeletal  meta- 
static disease  often  presents  as  a challenging  clinical 
problem.  An  important  advance  came  with  the  recent 
United  States  Food  and  Drug  Administration  (FDA)  ap- 
proval of  strontium  89  for  the  treatment  of  bone  pain  due 
to  neoplastic  disease.  Strontium  89  (Metastron)  is  one 
among  several  agents  that  has  received  a great  deal  of 
attention  in  recent  years  as  another  possible  therapeutic 
option. 

^-Emitting  radioactive  agents  have  been  used  in  the 
treatment  or  palliation  of  a number  of  diseases.  In  contrast 
to  brachytherapy,  (3-emitters  are  unsealed  radioactive 
sources  given  intravenously,  orally,  or  intracavitarily.  For 
more  than  30  years,  nuclear  medicine  has  used  a (3-emitter, 
sodium  iodide  I 131,  for  the  treatment  of  benign  and 
malignant  thyroid  diseases,  including  hyperthyroidism 
and  thyroid  carcinoma.  Radioactive  phosphorus  (32P)  has 
been  effective  for  the  treatment  of  polycythemia  vera, 
bone  metastases,  and  the  intracavitary  treatment  of  malig- 
nant effusion.  Over  the  past  40  years,  32P-sodium  phos- 
phate treatment  of  painful  skeletal  metastatic  disease 
resulted  in  the  control  of  symptoms  in  60%  to  90%  of 
patients.  This  therapy  is  limited  by  its  hemopoietic  depres- 
sion, with  a decrease  in  leukocytes  and  platelets,  and  its 
being  taken  up  by  normal  tissue  such  as  the  liver. 

Reprinted  from  The  Western  Journal  of  Medicine,  October  1994. 


The  use  of  strontium  89  has  been  highly  successful  for 
the  palliative  treatment  of  bone  pain  due  to  neoplastic 
disease.  Minimal  depression  of  leukocyte  and  platelet 
counts  is  rarely  of  clinical  importance.  The  strontium  89 
infusion  is  done  as  an  outpatient  therapy.  In  contrast  to 
chemotherapy,  there  is  no  associated  nausea  and  vomit- 
ing. Treatment  can  be  readministered  at  three-month  in- 
tervals. The  current  approach  requires  the  recording  of 
widespread  skeletal  disease  by  bone  scintigraphy  within  a 
month  of  treatment.  In  addition,  a current  complete  blood 
count  is  reviewed  before  treatment  for  a leukocyte  count 
of  at  least  2.4  X 109  per  liter  (2,400  per  mm3)  and  a platelet 
count  of  at  least  60  X 109  per  liter  (60,000  per  mm3). 

Patients  receive  the  infusion  over  several  minutes  and 
are  monitored  for  about  20  minutes  after  the  infusion.  A 
patient’s  pain  medication  can  be  decreased  an  average  of 
50%  to  60%  after  a successful  treatment  response.  The 
response  rate  to  strontium  89  therapy  is  about  76%. 
Because  the  radioactivity  that  is  not  taken  up  by  the  bone 
is  excreted  into  the  urine,  incontinent  patients  must  be 
catheterized  for  72  hours  following  treatment. 

A transient  worsening  of  bone  pain  called  the  “flare 
phenomenon”  occurs  in  about  five  percent  of  patients 
treated  with  strontium  89.  Thought  to  be  a worsening  of 
symptoms  due  to  a response  to  the  strontium  89  therapy, 
it  may  occur  48  to  72  hours  after  the  dose  is  given,  may  last 
for  three  to  five  days,  and  can  be  effectively  treated  with 
analgesics  or  corticosteroids.  Newer  agents,  such  as  sa- 
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marium  153  and  rhenium  186,  which  are  soon  to  be 
approved  by  the  FDA,  seem  to  allow  concurrent  treatment 
and  bone  imaging  because  of  the  favorable  imaging  ener- 
gies not  seen  with  the  pure  b-emitters  such  as  32P  or  89Sr. 
These  agents  are  important  new  adjuncts  in  the  care  of 
patients  with  painful  skeletal  metastatic  disease. 

Penny  Vande  Streek,  D.O. 

Robert  Carretta,  M.D. 

Frederick  L.  Weiland,  M.D. 

Roseville,  California 
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New  Diagnostic  Tests  Combining 
Drugs  and  Nuclear  Medicine 

SEVERAL  relatively  new  diagnostic  applications  in 
nuclear  imaging  rely  on  an  assessment  of  the  response 
to  an  administered  drug.  Cholecy  stokinin-augmented  gall- 
bladder scintigraphy  is  useful  in  patients  with  possible 
biliary  dyskinesia  who  have  no  disease  on  ultrasonography 
and  a normal-appearing  gallbladder  during  biliary 
scintigraphy.  Sincalide  (Kinevac),  a biologically  active 
fragment  of  cholecystokinin,  is  given  in  a standard  dose 
followed  by  dynamic  imaging  of  the  gallbladder  during  a 
nuclear  biliary  scan.  Normally  at  least  40%  of  bile  is 
ejected.  Abnormal  studies  indicate  a high  probability  of 
occult  gallbladder  disease — particularly  if  the  pain  is 
reproduced — and  predict  the  relief  of  symptoms  after 
cholecystectomy. 

Intravenous  dipyridamole  (Persantine),  adenosine,  or 
dobutamine  to  produce  stress  for  myocardial  perfusion 
imaging  allows  the  evaluation  of  coronary  artery  disease 
in  patients  who  cannot  perform  adequate  exercise  because 
of  noncardiac  limitations  such  as  orthopedic  or  pulmonary 
disease.  A drug  protocol  is  substituted  for  the  treadmill, 
and  myocardial  perfusion  imaging  with  thallium  or 


sestamibi  is  done  in  the  same  manner  as  with  exercise. 
Dipyridamole  produces  inhomogeneity  of  coronary  artery 
flow  and  myocardial  perfusion  because  it  is  a potent 
vasodilator.  Fixed  stenoses  cannot  dilate,  but  normal 
coronary  arteries  do.  In  regional  coronary  artery  disease, 
a discrepancy  in  perfusion  is  mirrored  by  a defect  on  the 
subsequent  images.  Resting  scans  are  compared  to  differ- 
entiate scar  from  viable  myocardium,  just  as  in  exercise 
studies.  Accuracy  for  detecting  coronary  artery  disease  is 
similar  to  that  with  imaging  after  treadmill  stress,  with  no 
increase  in  morbidity. 

In  much  the  same  way,  acetazolamide  (Diamox),  a 
potent  cerebral  vasodilator,  may  be  used  with  perfusion 
brain  scanning  to  unmask  cerebrovascular  disease.  A 
relatively  new  brain  scanning  tracer,  technetium  Tc  99m 
exametazine  (hexamethyl-propyleneamine  oxime; 
Ceretec),  is  rapidly  cleared  from  the  circulation  and  dis- 
tributes in  the  brain  tissue  according  to  blood  flow.  With 
tomographic  imaging,  there  are  varied  applications  in 
neurologic  disorders,  particularly  in  cerebrovascular  dis- 
ease. Previous  infarction  of  the  brain  causes  perfusion 
defects  that  are  detected  much  as  is  myocardial  infarction. 
When  acetazolamide  is  administered  intravenously  10  to 
15  minutes  before  the  flow-directed  tracer,  relative 
inhomogeneity  of  cerebral  blood  flow  is  caused  by  the 
same  mechanism  described  for  the  heart.  This  procedure 
has  proved  useful  in  detecting  both  extracranial  and  in- 
tracranial stenoses. 

Interventional  renography  provides  improved 
noninvasive  diagnosis  of  renal  artery  stenosis  as  a cause  of 
curable  hypertension.  Captopril  (Capoten),  an  angiotensin- 
converting enzyme  inhibitor,  given  orally  before  a stan- 
dard renogram  (99mTc-pentetate  or  99mTc-mertiatide 
[TechneScan  MAG  3])  reverses  the  compensatory  effect 
of  angiotensin  that  maintains  glomerular  filtration  in  renal 
artery  stenosis,  potentiating  asymmetric  isotope  uptake. 
Highly  specific  results  are  obtained  when  the  captopril 
study  is  abnormal  and  a baseline  study  (without  angio- 
tensin-converting enzyme  inhibitor)  is  normal  or  less 
abnormal.  Accuracy  has  approached  95%  for  renal  artery 
stenosis  in  some  studies.  These  results  rival  those  with  the 
more  invasive  and  costly  digital  subtraction  angiography. 

Diuretic  renography  helps  assess  the  functional  rel- 
evance of  urinary  tract  narrowing  and  the  accompanying 
dilatation  seen  on  both  nuclear  and  contrast  radiographic 
techniques.  If  the  retention  of  isotope  in  the  collecting 
system  persists  (or  is  increasing)  late  in  the  course  of  a 
standard  renographic  study,  giving  furosemide  causes 
accelerated  clearance  in  patients  with  functional  dilata- 
tion but  not  in  those  with  obstruction.  Assessment  by 
diuretic  renography  correlates  well  with  the  more  invasive 
Whittaker  test. 
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These  five  applications  of  pharmacologic  intervention 
are  readily  instituted  and  applied  in  current-generation 
nuclear  medicine  departments  and  provide  additional  di- 
agnostic information  in  many  clinical  conditions. 

Richard  W.  Myers,  M.D. 

Sacramento,  California 

' 
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Bone  Imaging  Using  Single-Photon 
Emission  Computed  Tomography 

THE  unique  sensitivity  of  radioisotope  bone  scanning 
in  detecting  skeletal  abnormalities  is  established,  but 
until  recently  this  procedure  could  not  produce  images  of 
complex  structures,  such  as  the  spine,  with  the  anatomic 
clarity  of  newer  diagnostic  radiographic  techniques.  An 
advantage  of  computed  tomography  (CT)  and  magnetic 
resonance  imaging  (MRI)  is  the  tomographic,  or  thin- 
section,  display  of  results,  which  eliminates  adjacent 
overlapping  structures.  Bone  scans  can  now  be  displayed 
in  tomographic  format  using  gamma  cameras  that  rotate 
around  patients,  producing  thin-section  images  analogous 
to  those  of  CT  and  MRI.  This  procedure,  called  single- 
photon emission  computed  tomography  (SPECT),  com- 
bines the  high  sensitivity  of  bone  scanning  with  the 
precise  anatomic  localization  of  an  abnormality. 

Bone  imaging  using  SPECT  is  particularly  useful  in 
patients  with  back,  pelvic,  or  hip  abnormalities.  These 
patients  commonly  undergo  scanning  to  discover  the 
cause  of  regional  pain  or  to  evaluate  the  importance  of  a 
radiographically  discovered  abnormality.  Bone  scanning 
may  uncover  a lesion,  yet  diagnosis  of  the  underlying 
condition  may  not  be  possible  unless  the  abnormality  is 
correctly  localized  to  a specific  anatomic  site. 

For  example,  bone  SPECT  can  detect,  localize,  and 
differentiate  between  abnormalities  in  lumbar  vertebral 
bodies,  pedicles,  vertebral  arches  (including  facet  joints 
and  pars  interarticularis  areas),  or  disc  spaces.  Such  infor- 
mation results  in  accurately  detecting  and  localizing  frac- 
tures (differentiating  vertebral  body,  pedicle,  facet,  and 
pars  interarticularis  locations),  infections  (including 


discitis),  neoplasms  (ranging  from  malignant  tumors  in 
vertebral  bodies  and  pedicles  to  osteoid  osteomas  in 
lamina  sites),  and  joint  disease  (distinguishing  between 
articular  facets  and  disc  space-oriented  abnormalities). 
The  origin  of  pelvic  pain  can  be  localized  to  sacroiliac 
joints  or  hips,  and  for  the  hips,  SPECT  can  discriminate 
between  degenerative  joint  disease,  avascular  necrosis, 
tumors,  inflammation,  or  fractures. 

Bone  imaging  of  many  sites  using  SPECT  is  superior  to 
conventional  bone  scanning.  A normal-appearing  con- 
ventional bone  scan  may  harbor  a lesion  uncovered  by 
SPECT.  This  tomographic  technique  improves  diagnostic 
accuracy  and  also  results  in  more  meaningful  consulta- 
tions with  referring  physicians  and  diagnostic  radiolo- 
gists. The  cost  of  a bone  scan  is  generally  less  than  that  of 
a CT  scan,  but  more  than  standard  radiographs.  Bone 
scanning  using  SPECT  is  superior  to  conventional  radiog- 
raphy, and  some  investigators  report  more  abnormalities 
shown  by  SPECT  in  patients  with  chronic  low  back  pain 
than  by  CT. 

Gary  F.  Gates,  M.D. 

Portland,  Oregon 
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Positron  Emission  Tomographic  Oncology 

COMPUTED  tomography  (CT)  and  magnetic  reso- 
nance imaging  (MRI)  are  elegant  structural — that  is, 
anatomical — imaging  methods  that  have  been  used  exten- 
sively in  the  diagnosis  and  staging  of  neoplasms  and  in 
follow-up  after  initial  specific  therapies,  particularly  in 
the  posttherapy  evaluation  of  suspected  residual  or  recur- 
rent neoplasm.  Structural  characteristics,  however,  are  not 
sufficient  to  determine  malignancy  or  to  assess  the  distri- 
bution and  extent  of  metabolically  active  tumor(s).  Positron 
emission  tomography  (PET)  is  now  showing  its  value  as 
an  imaging  modality  to  identify  the  presence,  extent, 
distribution,  and  metabolic  character  of  a wide  variety  of 
neoplasms.  Positron-emitting  radiotracers  have  been  syn- 
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thesized  and  used  to  probe  perfusion,  oxygen  metabolism, 
glucose  metabolism,  protein  synthesis,  nucleic  acid  me- 
tabolism, receptor  concentrations,  and  tissue  ischemia. 

Of  these  agents,  fludeoxyglucose  F 18  (18FDG)  has 
become  the  most  used  PET  radiotracer  in  both  research 
and  clinical  applications.  The  active  uptake  and  concen- 
tration of  18FDG  in  neoplasms  provides  the  positive  signal 
for  tumor  identification  in  special  scanning  systems  (PET 
scanners)  capable  of  detecting  photons  from  the  decay  of 
the  18F  isotope. 

Researchers  at  the  National  Institutes  of  Health  have 
shown  that  the  amount  of  18FDG  uptake  in  brain  tumors  is 
more  predictive  of  prognosis  than  tumor  grade  or  location. 
Initially  low-grade  tumors  may  undergo  malignant  degen- 
eration that  can  be  detected  by  PET,  and  following  therapy, 
PET  can  identify  sites  of  recurrence  and  distinguish  these 
from  regions  of  necrosis  and  fibrosis.  Positron  emission 
tomography  is  frequently  used  to  guide  biopsy  studies 
toward  the  most  metabolically  active  regions  of  tumors. 

Head  and  neck  tumors  that  are  initially  fairly  well 
defined  by  CT  and  MRI  may  be  associated  with  contralat- 
eral disease  and  ipsilateral  lymph  nodes  smaller  than  1 cm; 
PET  can  determine  which  of  these  is  metabolically  active. 
These  tumors  frequently  recur  following  initial  surgical 
therapy  and  subsequent  radiotherapy,  which  produce  dis- 
tortions in  local  tissues  when  assessed  by  CT  and  MRI. 
When  tumors  recur,  the  PET  signal  may  not  be  affected  by 
the  preceding  treatments. 

Lung  cancers  have  been  accurately  diagnosed  and  staged 
with  PET,  which  according  td  published  reports  has  sen- 
sitivities and  specificities  in  excess  of  90%  for  diagnosing 
solitary  pulmonary  nodules  and  staging  the  mediastinum. 
Published  data  suggest  that  CT  has  limited  sensitivity  and 
specificity  for  diagnosing  and  staging  lung  cancers.  If 
used  in  the  initial  evaluation  of  solitary  pulmonary  nod- 
ules, PET  may  reduce  the  number  of  thoracotomies  that 
are  being  done  for  benign  solitary  pulmonary  nodules  as 
well  as  complications  associated  with  transthoracic  needle 
biopsies  and  thoracotomies.  A prospective  multi-institu- 
tional study  of  solitary  pulmonary  nodules  will  be  com- 
pleted before  the  end  of  1994.  Similar  efforts  are  under 
way  with  breast  and  colorectal  cancers.  A recently  pub- 
lished study  on  a series  of  patients  with  ovarian  carcinoma 
reported  that  PET  has  greater  positive  and  negative  pre- 
dictive values  than  CT  for  diagnosing  pelvic  malignant 
neoplasms.  But  when  PET  and  CT  results  are  combined, 
the  negative  predictive  value  approaches  100%.  This 
would  be  valuable  in  avoiding  second-look  operations. 

Other  settings  where  PET  has  proved  useful  are  in 
evaluating  the  site  and  extent  of  residual  or  recurrent 
thyroid  cancer,  distinguishing  carcinoma  of  the  pancreas 


from  chronic  pancreatitis  and  bone  metastasis  from  be- 
nign bone  fractures,  and  identifying  malignant  transfor- 
mation in  initially  benign  lesions.  Whole-body  PET  scans 
can  frequently  locate  an  occult  primary  while  assessing 
the  extent  of  associated  metastases.  Some  infections, 
however,  can  produce  a positive  l8FDG  uptake  and  there- 
fore could  lead  to  false-positive  results. 

Michael  A.  Lawson,  M.D. 

Phoenix,  Arizona 
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Monoclonal  Antibody  Imaging  of 
Colorectal  and  Ovarian  Cancer 

A MONOCLONAL  antibody  labeled  with  indium  111, 
satumomab  pendetide  (OncoScint  CR/OV),  was  re- 
cently approved  by  the  United  States  Food  and  Drug 
Administration  and  now  is  routinely  available  for  the 
imaging  of  colorectal  and  recurrent  ovarian  cancers.  The 
radiopharmaceutical  is  given  intravenously,  and  imaging 
is  done  within  three  to  five  days. 

OncoScint  CR/OV  is  more  sensitive  than  computed 
tomography  (CT)  for  the  detection  of  cancer  in  the  pelvis 
(OncoScint  CR/OV  74%,  CT  57%),  mesentery,  and 
retroperitoneum  (OncoScint  CR/OV  66%,  CT  34%),  but 
less  sensitive  in  the  liver  (41%  vs  84%).  It  can  detect 
metastatic  disease  in  normal-sized  lymph  nodes  and  can 
distinguish  between  scar  tissue  and  recurrent  cancer.  The 
positive  predictive  value  of  OncoScint  CR/OV  is  97%  for 
colorectal  cancer  and  83%  for  recurrent  ovarian  cancer. 
Consequently,  a focus  of  uptake  usually  indicates  disease. 
The  negative  predictive  value,  however,  is  only  19%  and 
29%,  respectively,  so  a normal  scan  does  not  rule  out 
recurrent  disease. 

When  used  appropriately,  OncoScint  CR/OV  can  be 
both  clinically  efficacious  and  cost-effective.  Its  use  can 
cause  a false-positive  elevation  in  carcinoembryonic  anti- 
gen levels  for  several  months,  however.  The  $2,000  evalu- 
ation can  help  avoid  even  higher  costs  and  influence 
patient  management  in  the  following  four  clinical  settings: 
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• Patients  with  a previous  history  of  colorectal  or 
ovarian  cancer  who  present  with  an  elevated  carcino- 
embryonic  antigen  or  CA  125  level  are  at  high  risk  for 
recurrent  disease.  In  this  setting  CT,  magnetic  resonance 
imaging,  and  ultrasonography  show  low  sensitivity  and 
specificity.  OncoScint  CR/OV  may  identify  the  site  of 
recurrence  and  enable  earlier  surgical  intervention. 

• Patients  with  “resectable”  recurrence  of  colorectal 
cancer  (such  as  a solitary  liver  metastasis)  may  be  candi- 
dates for  surgical  resection  with  curative  intent.  If 
OncoScint  CR/OV  imaging  before  surgical  therapy  iden- 
tifies unexpected  nonresectable  disease  elsewhere,  a futile 
operation  may  be  avoided. 

• Following  resection  and  chemotherapy,  cases  of  ova- 
rian cancer  are  often  restaged  surgically  because  of  a lack 
of  an  accurate  imaging  procedure  for  detecting  residual 
disease.  In  these  patients,  abnormal  uptake  on  OncoScint 
CR/OV  imaging  may  make  a second-look  laparotomy 
unnecessary,  or  the  scan  can  be  used  to  direct  a limited 
laparoscopic  procedure  for  tissue  confirmation.  Because 
of  its  poor  negative  predictive  value,  however,  a normal 
OncoScint  CR/OV  scan  does  not  eliminate  the  need  for 
laparotomy. 

• In  patients  with  suspected  recurrence  following  sur- 
gical or  radiation  therapy  for  rectal  cancer,  CT  and  mag- 
netic resonance  imaging  are  often  unable  to  distinguish 
between  scar  tissue  and  recurrent  disease.  OncoScint  CR/ 
OV  imaging  in  these  patients  is  often  definitive,  and  the 
scan  findings  may  be  used  to  determine  if  palliative  or 
possibly  curative  therapy  is  warranted. 

Michael  K.  Haseman,  M.D. 

Sacramento,  California 
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Regional  Cerebral  Blood  Flow  and  Cocaine  Abuse 

COCAINE  abuse  is  a major  and  costly  problem.  Single- 
photon emission  computed  tomography  (SPECT) 
and  positron  emission  tomography  (PET)  are  windows 
into  brain  function.  In  the  past  decade,  they  have  provided 
information  about  the  acute  and  chronic  effects  of  cocaine 


abuse.  An  aim  of  diagnostic  imaging  is  to  distinguish 
typical  changes  of  cocaine  abuse  from  those  of  other 
conditions.  Identifying  the  presence  of  cocaine  abuse  will 
permit  appropriate  treatment. 

Cerebral  blood  flow  and  metabolism  in  patients  who 
abuse  cocaine  vary  with  the  duration  of  withdrawal.  Within 
a day  of  their  last  ingestion,  these  patients  have  lower  than 
normal  flow  to  anterior  cortical  areas  on  PET  scans  using 
oxygen  15.  After  seven  to  ten  days,  blood  flow  to  the  left 
dorsolateral  prefrontal  cortex  continues  to  be  decreased  in 
most  of  these  patients.  In  contrast,  global  brain  metabo- 
lism is  above  normal  in  these  patients  after  a week  off 
cocaine,  with  regional  increases  in  the  basal  ganglia  and 
orbitofrontal  cortex.  The  dorsolateral  prefrontal  cortex 
directs  executive  brain  function,  whereas  the  orbital  cor- 
tex is  associated  with  compulsive  behaviors.  Both  receive 
dopaminergic  innervation  from  the  ventral  tegmental  area. 
Longer  intervals  off  cocaine  produce  minimal  additional 
changes,  with  persistent  cerebral  blood  flow  decreases  in 
the  dorsolateral  frontal  cortex  on  both  sides  and  in  the  right 
parietal  cortex.  In  a sagittal  projection,  blood  flow  deficits 
produce  a scalloped  pattern  in  the  frontal  and  parietal 
lobes.  After  as  long  as  six  months  of  abstinence,  the 
metabolic  and  cerebral  blood  flow  deficits  failed  to  re- 
duce, suggesting  that  cocaine-induced  changes  are  long 
term  and  may  be  permanent.  We  have  recently  compared 
15  nonpsychotic  persons  with  cocaine  abuse  with  13 
control  subjects  using  technetium  Tc  99m  exametazime 
(hexamethyl-propyleneamine  oxime).  Patients  were  drug- 
free  for  an  average  of  12  days  before  the  study.  In  agree- 
ment with  other  studies,  we  found  that  those  who  abuse 
cocaine  had  below-normal  cerebral  blood  flow  in  the 
dorsolateral  prefrontal,  dorsomedial,  and  orbitofrontal 
cortex. 

Cocaine  abuse  can  lead  to  a paranoid  psychotic  state 
that  is  clinically  indistinguishable  from  schizophrenia. 
Thus,  persons  who  abuse  this  drug  often  are  diagnosed 
with  schizophrenia  after  several  cocaine-induced  epi- 
sodes of  psychosis.  The  differential  diagnosis  of  the  two 
conditions  usually  rests  on  the  accuracy  of  the  historical 
information  from  a psychiatric  interview  or  on  the  find- 
ings of  toxicologic  screens  of  body  fluids.  If  the  patient  has 
recurrent  cocaine-associated  psychotic  episodes,  the  clini- 
cal distinction  becomes  even  murkier.  Years  of  cocaine 
abuse,  unemployment,  and  homelessness  can  erode  the 
basic  personal  and  social  capacities  of  a person,  much  like 
chronic  schizophrenia  does.  Positron  emission  tomography 
or  SPECT  scans  may  help  to  differentiate  between  these 
two  groups.  Both  groups  show  decreased  flow  (and  me- 
tabolism) in  frontal  lobes  and  changes  in  caudate  nuclei, 
but  withdrawal  leads  to  a return  to  normal  basal  ganglia 
metabolism  in  nonpsychotic  persons  who  abuse  cocaine. 


VOLUME  58,  NO.  12 


737 


Both  increased  basal  ganglia  metabolism  and  drug  abuse 
predict  a poor  response  of  schizophrenic  symptoms  to 
medication. 

Kate  M.  Bell,  M.D. 

Nora  Milne,  M.D. 

Kenneth  P.  Lyons,  M.D. 

Long  Beach,  California 
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Technetium  Tc  99m  Sestamibi  for 
Parathyroid  Imaging 

TECHNETIUM  Tc  99m  sestamibi  is  a safe,  nontoxic 
radiopharmaceutical  that  is  commonly  used  for  myo- 
cardial perfusion  imaging.  It  was  first  used  for  parathyroid 
imaging  in  1989.  Technetium  Tc  99m  pertechnetate  and 
thallous  chloride  T1  201  had  been  used  previously,  but 
were  not  optimum  because  of  the  low  count  rate  from 
thallium  and  the  necessity  of  subtraction  of  the  201T1- 
chloride  images  from  the  99mTc-pertechnetate  images. 
False-negative  and  false-positive  scans  were  also  com- 
mon. In  the  past  few  years,  several  groups  have  recom- 
mended the  use  of  99mTc-sestamibi  as  a replacement  for  the 
99mTc-pertechnetate  and  20IT1 -chloride  combination. 

The  mechanism  of  the  uptake  in  parathyroid  adenomas 
and  hyperplastic  parathyroid  glands  has  not  been  eluci- 
dated. Mechanisms  may  be  similar  to  those  of  20IT1, 
namely  the  presence  of  a higher  number  of  mitochondria 
in  the  oxyphil  cells  in  these  pathologic  states  than  in  a 
normal  gland.  Other  possibilities  are  increased  blood  flow 
and  potassium  turnover. 

The  technique  for  imaging  is  simple  and  requires  only 
the  standard  doses  used  for  myocardial  imaging,  10  to  30 
mCi  (370  to  1,110  MBq).  The  larger  dose  is  preferable 
because  it  facilitates  imaging  in  a shorter  time  and  permits 
the  use  of  single-photon  emission  tomography  (SPECT). 


Imaging  begins  a few  minutes  after  99mTc-sestamibi  is 
administered.  Pinhole  imaging  is  used  in  the  neck  because 
it  provides  greater  detail.  Additional  imaging  is  done  with 
routine  techniques  and  includes  the  anterior  neck  area, 
right  and  left  anterior  oblique,  and  posterior  views  of  the 
chest.  Imaging  of  the  neck  is  repeated  with  the  pinhole 
technique  and  views  of  the  chest  and  neck  are  obtained 
with  a standard  technique  at  two  hours.  The  delayed 
images  will  often  result  in  much  better  delineation  of  the 
abnormal  hyperfunctioning  gland(s)  because  the  original 
activity  in  the  thyroid  gland  will  wash  out  with  time,  but 
the  abnormal  parathyroid  gland  retains  the  activity.  The 
immediate  images  are  useful  because  they  define  the 
thyroid  and  parathyroid  gland  anatomic  relationship. 

Experience  has  shown  the  test  to  have  a sensitivity  of 
86%  (3 1/36  patients)  and  a specificity  of  100%  (14  normal 
parathyroid  glands).  Adenomas  can  be  found  with  a sen- 
sitivity of  96%  (25/26).  In  the  critical  area  of  re-explora- 
tion for  persistent  or  recurrent  hyperparathyroidism,  the 
technique  is  of  particular  importance  because  of  the  greater 
likelihood  of  finding  the  abnormal  gland(s)  in  an  ectopic 
location.  Mediastinal  parathyroid  glands  as  small  as  0.9  by 
0.6  by  0.5  cm  have  been  clearly  delineated,  and  with 
SPECT,  better  localization  has  been  achieved.  In  patients 
on  suppressive  thyroid  therapy  the  99mTc-sestamibi  is  not 
taken  up  by  the  thyroid,  and  the  abnormal  parathyroid 
gland  tends  to  stand  out.  Because  of  the  loss  of  the  thyroid 
structure,  localization  may  be  more  difficult.  This  tech- 
nique has  not  been  studied  systematically  to  determine  the 
usefulness  of  suppressive  doses  of  thyroid.  Patients  with 
thyroid  adenomas  tend  to  have  take-up  of  99mTc- sestamibi 
on  the  early  images,  which  clears  on  the  delayed  images. 
The  presence  of  hypocalcemia  might  also  increase  99mTc- 
sestamibi  uptake. 

99mTc-Sestamibi  is  now  the  agent  of  choice  for  the 
evaluation  of  patients  with  persistent  and  current 
hyperparathyroidism  and  should  supplant  the  99mTc-20 1 T 1 
technique. 

Eugene  T.  Morita,  M.D. 

Walter  P.  Kwan,  M.D. 

Orlo  H.  Clark,  M.D. 

San  Francisco,  California 
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If  you  love  to  travel  in  Europe,  a most  special 
opportunity  awaits.  Best  Destinations  Europe  is  an 
American  firm  that  has  established  relationships  with 
what  we  believe  to  be  the  very  finest  hotels,  inns  and 
lodges  in  Europe  --  havens  that  range  from  the  famous  to 
the  virtually  unknown. 

With  the  cooperation  of  the  General  Managers  of 
some  of  these  properties,  we  have  arranged  a series  of  travel  opportunities  that  merit  your  close  attention. 


Elegant  England 


An  exciting  blend  of  London,  Hampshire  and  the 
Cotswolds.  Stag  next  door  to  Buckingham  Palace  ...  at 
the  castle  favored  bg  Henrg  VIII  and  Anne  Bolegn  ... 
at  an  intimate  Manor  House  close  bg  the  wonder  of 
Stonehenge. 


Sports  and  Leisure  in  Ireland 


An  adventure  in  golfing,  sightseeing  and  touring.  A 
13th  Centurg  castle  surrounded  bg  scenerg  immortal- 
ized bg  “The  Quiet  Man ” is  just  one  of  three 
Destinations  that  will  serve  as  gour  hosts  for  the 
incomparable  experience  that  is  Ireland. 


The  Best  of  France 


And  the  choice  is  gours!  What  are  gour  favorites  ... 
Paris?  Champagne?  Normandg?  the  Loire  Valleg? 
Provence?  Whatever  gour  choices  we  can  provide  a 
personal  introduction  to  the  verg  finest  hotels  and 
lodges  in  these  locations.  You  tell  us  where  gou  want  to 
visit  ...  how  much  time  gou  have  ...  and  we  will 
arrange  a trip  gou  will  never  forget! 


BEST  DESTINATIONS  El  ROPE 
1 800  BST  El  ROPE 

(800-278-3876)  ^ 
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You’ve  treated  patients  all  day. 

Now,  you’d  like  to  be  paid. 

Which  would  you  rely  on  for  the  fastest, 
most  efficient  and  accurate  claims  submission? 


•Q  J3MSUV 


Consider  for  a minute:  How  many 
different  insurance  companies  do  you 
deal  with  each  day?  How  many  differ- 
ent locations  do  you  send  claim 
forms  to? 

Now,  consider  how  much  simpler 
your  professional  life  would  be  if  all  of 
these  transactions  could  be  handled  dur- 
ing a single  computer  communication 
session. 

It  is  possible.  Right  now. 

ProMed’s  CT/HIN  Partners  links 
your  office  computer  to  more  than  120 
payers  represented  by  National  Elec- 
tronic Information  Corporation  (NEIC), 


including  Aetna  Life  & Casualty, 
CIGNA,  ConnectiCare,  Prudential  and 
the  Travelers.  This  is  in  addition  to 
ProMed’s  existing  electronic  link  to 
Blue  Cross  & Blue  Shield  of  Connecti- 
cut, Constituion  Healthcare,  CHCP, 
BlueCare,  Medicare  and  Medicaid. 

CT/HIN  Partners  will  help  you 
to  reduce  errors,  improve  produc- 
tivity and  increase  cash  flow, 
while  helping  to  eliminate  the  moun- 
tain of  forms  and  conflicting  proce- 
dures that  go  along  with  processing 
claims  and  exchanging  information 
with  payers. 


Make  the  right  choice  with  CT/HIN  Partners.  Call  ProMed  today  at 
1-800-922-3385. 

SYSTEMS  INCORPORATED 
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The  Clinical  Clerk  and  the  Two  Saint  Thomases 


STANLEY  M.  ARONSON,  M.D. 


A BLACKBOARD  cannot  provide  the  experience  of 
medicine;  nor  can  a text  book  or  a laboratory.  The 
true  encounter  with  medicine  begins  singularly  at  the 
bedside,  and  for  a medical  student,  this  initial  intimacy 
with  reality  is  called  the  clinical  clerkship. 

To  be  called  a clerk,  today,  somehow  confirms  the 
student’ s shaky  perception  of  himself.  Clerks,  after  all,  are 
the  lowest  of  employees  in  department  stores,  banks  and 
dingy  accounting  offices.  Yet,  to  enter  the  ranks  of  the 
clinical  clerkship  is  still  a unique  privilege  and  recalls  to 
mind  that  a clerk,  historically,  was  an  exalted  and  schol- 
arly person. 

A clerk  (Latin,  clericus),  in  the  middle  ages,  was  a 
member  of  some  religious  order;  and  since  scholarly 
aptitudes  were  essentially  confined  to  the  clergy  (also 
derived  from  clericus,  see  cleric)  they  were  regularly 
called  upon  to  write  documents  for  legal,  notarial,  archival 
or  other  secular  purposes.  Before  the  Reformation,  such 
clerks  were  assigned  to  the  lesser  church  orders,  distin- 
guishable from  the  three  major  holy  orders  (ie,  deacon, 
priest,  bishop).  By  the  16th-century  a visible  separation 
emerged  between  clerks  and  clerics.  A parish  clerk,  for 
example,  was  now  a lay  officer  of  the  church  and  no  longer 
bound  by  pledges  of  poverty  and  chastity.  Increasingly,  he 
performed  teaching,  notarial  and  accounting  chores  and 
rarely  was  he  called  upon  to  aid  in  the  rites  of  the  church. 

In  southern  England  the  word  “clerk”  came  to  be 
pronounced  “dark.”  A parallel  sounding  shift  was  seen  in 
words  such  as  “herke”  (now  pronounced  “hark”)  and 
“derke”  (now  pronounced  “dark”).  Cowper,  the  18th- 
century  British  poet,  writes: 


STANLEY  M.  ARONSON,  M.D.,  Editor-in-Chief,  Rhode  Island 
Medicine.  Reprinted  with  permission  from  Rhode  Island  Medicine, 
June  1994,  Vol.  77,  No.  6,  pp.  159-61. 


There  goes  the  parson,  O illustrious  spark, 

And  there,  scarce  less  illustrious,  goes  the  clerk. 

This  couplet  serves  two  educational  purposes  for  us:  it 
equates  clerks  with  the  clergy  as  illustrious  elements  of 
society;  and  it  rhymes  clerk  with  spark. 

By  the  18th  century  a clerk  was  no  longer  a cleric  and 
became  increasingly  a totally  secular,  bookish  person 
defined  as  an  officer  in  charge  of  records,  correspondence, 
and  accounts;  a person  superintending  the  general  conduct 
of  a private  or  public  business  (eg,  court  clerk,  town  clerk.) 
Inevitably,  though,  clerking  drifted  to  a more  subordinate 
social  station  and  included  such  menial  tasks  as  repetitive 
entries  and  the  keeping  of  accounts  performed  by  such  as 
Bob  Cratchett.  Only  in  narrowly  declared  settings  as  the 
town  clerk  or  the  clinical  clerk  does  the  clerkship  retain 
some  remnant  of  its  former  stature. 

The  clinical  clerkship,  as  a formal  component  of  medi- 
cal education,  was  shaped  first  by  the  medical  leadership 
of  St.  Thomas’  Hospital  and  Medical  School,  London,  in 
the  early  decades  of  the  19th  century.  They  defined  the 
clerk  as  a medical  student,  “. . . who  accompanies  a hospi- 
tal physician  in  the  wards  and  keeps  records  of  the  cases.” 

St.  Thomas’  Hospital,  one  of  the  great  medical  teaching 
centers  of  England,  began  in  the  early  12th  century, 
perhaps  1106,  as  a small  Augustinian  infirmary  of  the 
Priory  of  St.  Mary  of  Overy  in  Southwark,  a short  distance 
south  of  London  Bridge.  Its  purpose  was  simple:  to  pro- 
vide temporary  shelter  for  journeying  pilgrims,  both  sick 
and  healthy.  In  the  year  1 1 70  Thomas  Becket,  Archbishop 
of  Canterbury,  was  murdered.  Three  years  later  he  was 
canonized  as  St.  Thomas  the  Martyr  and  shortly  thereafter 
the  priory  renamed  its  modest  infirmary  after  him. 
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By  the  late  13th  century,  the  church  and  its  companion 
infirmary /hospice,  while  still  jointly  administered,  were 
following  divergent  paths.  The  infirmary  staff  was  small, 
consisting  of  a religious  master,  three  ordained  brothers 
and  three  professed  sisters.  It  continued  to  provide  for  the 
weary  pilgrim,  but  now  also  for  the  destitute  sick  and  the 
infirm  elderly.  In  the  14th  century,  St.  Thomas’  was  one  of 
the  few  London  facilities  caring  for  those  stricken  with 
bubonic  plague.  In  the  15th  century,  its  wards  were  sub- 
stantially enlarged  by  generous  gifts  from  Dick 
Whittington,  Lord  Mayor  of  London. 

Through  four  centuries  St.  Thomas’  endured  intermit- 
tent pestilences,  plagues,  and  fires  only  to  be  closed,  albeit 
briefly,  the  victim  of  monarchical  rapacity.  In  need  of 
funds,  Henry  VIII  brought  charges  of  immorality  against 
the  senior  staff  of  the  hospital;  and  in  1540,  the  buildings 
and  properties  of  St.  Thomas’,  along  with  other  church 
properties  and  tangible  possessions  throughout  the  realm, 
were  absorbed  by  the  crown. 

For  10  years  the  hospital  remained  closed  and  its  ser- 
vices to  the  London  boroughs  south  of  the  Thames  were 
sorely  missed.  In  1551,  after  the  death  of  King  Henry,  the 
Corporation  of  the  City  of  London  reopened  the  facility 
for  “. . . the  impotent  and  lame  soldiers  and  suchlike  poor 
persons.”  Three  pence  a day  was  the  allotment  for  each 
inpatient  and  the  staff  was  augmented  somewhat  to  in- 
clude a superintendent,  two  clergy,  a porter,  two  sisters 
and  a surgeon.  Since  the  name,  St.  Thomas  the  Martyr,  was 
anathema  to  the  former  king,  the  reopened  hospital  was 
now  prudently  dedicated  to  another  Thomas — St.  Thomas 
the  Apostle — although  to  the  citizens  of  south  London,  the 
clerical  distinctions  between  the  two  Thomases  remained 
incomprehensible.  At  this  time,  St.  Thomas’  was  one  of 
three  institutions  administered  partially  by  the  city  of 
London.  The  other  two  were  Christ’s  Hospital  (for  found- 
lings, orphans,  and  sick  children)  and  Bridewell  (a  house 
of  corrections).  Yet  another  local  hospital,  Bethlem,  was 
loosely  affiliated  with  St.  Thomas’  but  was  reserved  for 
the  deranged  patients. 

St.  Thomas’  underwent  considerable  expansion  in  the 
18th  century.  Many  new  wards  were  added.  For 
nonvenereal  ailments,  the  wards  bore  the  names  of  Kings, 
Queens,  Jonas,  Magdalen,  and  Noah;  and  the  sweat  wards 
for  venereal  disease.  Job,  Lazarus,  Judith,  and  Susanna. 
The  rebuilt  facility  offered  272  beds  in  13  wards.  One  of 
the  hospital’s  governors,  Thomas  Guy,  was  now  instru- 
mental in  founding  a new  hospital  specifically  designed 
for  the  care  of  those  with  long-term,  incurable  diseases. 


This  new,  complementary  facility — eventually  called 
Guy’s  Hospital — was  built  next  to  St.  Thomas’  and  the 
two  were  called  the  United  Hospitals. 

The  St.  Thomas’  Hospital  Medical  School  dates  back  to 
1552  when  staff  surgeons  were  allowed  to  admit  appren- 
tices (for  a seven-year  training  interval)  according  to  the 
rules  then  established  by  the  Barber  Surgeons  Company. 
Medical  apprentices  were  referred  to  as  cubs,  later  called 
dressers.  John  Keats,  before  he  ventured  into  the  domain 
of  poetry,  successfully  completed  his  dresser  clerkship  at 
St.  Thomas’  in  July  1816. 

In  the  19th  century,  the  united  hospitals  (St.  Thomas’ 
and  Guy’s)  were  widely  viewed  as  excellent  centers  for 
learning  the  practical  aspects  of  clinical  medicine.  The 
medical  school,  with  classes  in  excess  of  100  students, 
provided  rigorous,  supervised  ward  training.  It  was  only 
natural,  then,  that  this  tutorial  experience  be  eventually 
formalized  into  a structured  educational  experience  that 
the  St.  Thomas  faculty  chose  to  call  “the  clerkship.” 

A forceful,  resourceful  and  creative  woman,  Florence 
Nightingale,  established  the  first  formal  school  of  nursing 
at  St.  Thomas’  in  1860,  thus  converting  the  empiric 
business  of  nursing  to  a formal  profession  with  its  own 
evolving  curriculum,  ethical  code,  and  licensure  mecha- 
nism. 

A new  and  expanded  St.  Thomas’  Hospital  and  Medical 
School  was  begun  in  1 868,  its  site  moved  somewhat  to  the 
west,  to  the  district  of  Lambeth  on  the  south  bank  of  the 
Thames.  The  cornerstone  was  jointly  blessed  by  Queen 
Victoria,  the  Archbishop  of  Canterbury,  and  Prime  Min- 
ister Disraeli. 

The  coat  of  arms  of  St.  Thomas’  reflects  the  many 
personages  who  have  collectively  sustained  this  institu- 
tion during  its  873  years  of  existence.  One  finds  a night- 
ingale, a chough  (representing  Thomas  Becket),  a Tudor 
rose,  and  still  other  emblems,  plain  or  enigmatic,  symbolic 
of  those  vital  to  the  life  of  this  unique  institution.  One  even 
finds  a roach  (a  somewhat  peasant  pun  upon  the  name  of 
Pierre  des  Roches,  13th-century  bishop  of  Winchester 
who  provided  early  funding  for  the  infirmary).  With  all  of 
its  benefactions  and  innovations,  the  most  notable  contri- 
bution of  this  hospital  remains,  nevertheless,  its  advances 
in  the  field  of  medical  and  nursing  education.  The  devising 
of  the  supervised  clinical  clerkship  as  a bridge  between  the 
classroom  experience  and  the  independent  practice  of 
medicine  stands  for  150  years,  unchanged,  as  the  essen- 
tial, irreplaceable  component  in  the  training  of  the  compe- 
tent physician. 
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The  Physician  as  Poet 


A Clinician’s  Review 


Death  is  rarely  seen  as  in  the  movies: 

A small  trickle  of  blood  that  slowly  leaves — 

Oozing  neatly — the  comer  of  the  mouth; 

Eyes  sweetly  heavenward,  in  your  beloved’s 
Arms;  then  segues  a slow  fade,  followed 
By  the  unwinding  list  of  dramatis  personae, 

The  director’s  name,  ending  with,  “Sound  by  Dolby.” 

More  often,  impending  death  stares  at  the  raw 
Retreat  of  flesh  from  insisting  bone;  awes 
At  the  wasting  of  arms,  once  graceful 
And  laced  with  loveliness;  once  playful, 

Flowing  and  filled  with  longing;  now 
Scant  and  pinched  in  purpose:  a scarecrow; 

Lank  and  lean,  stiff  and  bare  as  walking  sticks. 

The  end  frequently  is  haunted,  pricked 
By  the  leaching  of  complexion’s  glow, 

As  plethora  fades,  surrenders  and  ghost- white 
Anemia  waves  its  flag,  to  and  fro; 

By  lips  and  tongue  which  were  wet 
And  searching,  eager  with  speech,  but 
Now  caked  and  cracked,  silent  and  set. 

In  time,  hope  becomes  thin,  sparse  without  luster. 

As  hair,  after  radiation  to  a cluster 
Of  matted  cervical  nodes.  Memory’s  store 
Is  robbed  by  the  thieving,  piecemeal  erasure 
Of  the  frieze  of  prior  deeds  and  portraitures. 

The  stride  soon  slips  into  a shuffling  gait 
Inching  from  bed  to  commode,  to  bedside  wait. 

In  the  final  scene,  the  vulture-incubus 
Sits  patiently  on  the  footboard;  witnesses 
The  dialed  drip  of  leaden  oblivion. 

Doled  in  micrograms  per  kilogram, 

That  spares  the  pain  of  invaded  bone, 

Of  invaded  dreams:  a landscape  barren, 

Without  direction,  without  cast,  without  music. 

Nicholas  Giosa,  M.D.  (Jan.  94) 
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50  Years  Ago 

From  the  Connecticut  State  Medical  Journal 
December  1944 

The  Future  of  Medical  Care  in  the  United  States 

LOUIS  H.  BAUER,  M.D.,  Hempstead,  N.Y. 


The  Author:  Member,  Board  of  Trustees, 
American  Medical  Association 


PROBABLY  no  human  activity  has  had  so  many  plans 
suggested  for  it  as  has  medicine;  and  certainly  no 
activity  has  had  so  much  planning  by  people  who,  in  some 
cases,  are  concerned  only  with  the  fringes  of  the  problem, 
and  in  many  cases  by  those  not  concerned  with  it  at  all. 

We  have  social  service  workers,  social  security  person- 
nel, labor  organizations  and  politicians,  all  making  sug- 
gestions and  even  endeavoring  to  decide  how  the  practice 
of  medicine  should  be  carried  on,  usually  without  any 
consultation  with  the  medical  profession.  No  matter  what 
plans  are  finally  adopted  for  the  distribution  of  medical 
care,  doctors  will  still  have  to  give  that  care,  and  it  would 
seem  that,  at  least,  they  might  be  consulted. 

Medicine  has  been  accused  of  being  reactionary  and 
opposed  to  any  change  whatever,  whereas,  an  examina- 
tion of  the  facts  shows  that  there  has  been  a steady  change 
in  the  methods  of  distributing  medical  care,  that  those 
changes  are  still  going  on  and,  in  all  probability,  will 
continue  to  go  on,  just  as  changes  in  therapeutic  methods 
are  constantly  occurring. 

Because  surgery  has  been  successful  in  curing  cases  of 
peptic  ulcer  does  not  mean  that  every  case  should  be 
submitted  to  surgery.  Because  the  present  system  of  medi- 
cal care  of  the  majority  of  the  population  may  not  be 
adaptable  to  a certain  section  of  the  population,  does  not 
mean  that  that  system  should  be  discarded.  If  we  grant  that 

Reprinted  from  the  Connecticut  State  Medical  Journal,  December 
1 944.  Presented  at  the  Fairfield  County  Medical  Association  October  4, 
1944. 


a new  method  of  distributing  medical  care  must  be  found 
to  meet  the  needs  of  one  economic  group,  why  should  the 
people  who  are  satisfied  with  the  present  system  have  to 
give  up  that  system  and  accept  some  other  merely  because 
another  group  wants  it? 

Yet  that  is  what  the  framers  of  the  Wagner-Murray- 
Dingell  Bill  propose.  By  one  stroke  of  a pen,  they  would 
throw  out  the  entire  system  of  medical  care  now  in  vogue 
in  this  country,  and  set  up,  practically  over  night,  a new 
system  for  everyone,  a system  that  not  only  is  untried  in 
this  country,  but  a system  which  is  similar  to  those  tried 
and  found  sadly  wanting  in  other  countries. 

Then,  there  are  those  who  do  not  go  out  wholeheartedly 
for  the  Wagner  bill,  but  who  believe  group  practice  is  the 
answer  to  the  problem.  The  American  Medical  Associa- 
tion is  accused  of  frowning  on  group  practice.  The  facts  of 
the  matter  are  that  the  American  Medical  Association  has 
never  disapproved  of  group  practice  as  such,  but  has  only 
disapproved  of  those  groups  which  were  so  organized  as  to 
make  the  delivery  of  good  medical  care  impossible  or 
highly  improbable.  There  are  officials  both  past  and  present 
of  national  and  state  medical  organizations  who  are  mem- 
bers of  groups.  Group  practice  was  started  after  the  last  war 
in  many  localities,  and  many  of  them  failed,  not  because  of 
any  opposition  of  medical  organizations,  but  because  the 
public  did  not  support  them.  I have  frequently  heard 
proponents  of  the  Wagner  bill  state  that  it  will  set  up  Mayo 
Clinics  in  every  town  and  hamlet.  Nothing,  of  course, 
could  be  more  ridiculous.  There  is  not  one  word  in  that  bill 
which  would  provide  for  any  such  thing,  nor  can  one 
legislate  Mayo  Clinics  into  being.  The  outstanding  medi- 
cal groups’  in  this  country  have  become  outstanding 
because  of  the  marked  professional  ability  and  dominant 
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personality  of  one  man  in  nearly  all  cases.  No  one  has  any 
objection  to  a group  properly  organized  and  run  in  such  a 
manner  that  good  medical  care  is  given. 

What  are  the  facts  about  medical  care  in  the  United 
States?  The  facts  are  that  the  health  of  the  people  is  higher 
than  it  has  ever  been.  Our  mortality  and  morbidity  statis- 
tics cannot  be  touched  by  any  other  country.  The  death  rate 
in  general  including  the  maternal  and  infant  death  rates  are 
constantly  declining  and  length  of  life  is  constantly  in- 
creasing. Our  morbidity  statistics  in  preventable  diseases 
not  only  compare  favorably  with  those  of  any  other  coun- 
try but  in  most  instances  ours  are  better. 

We  hear  much  about  the  rejection  rate  in  the  draft  as 
indicating  a poor  state  of  health  of  our  population  and  a 
lack  of  medical  care.  What  are  the  facts?  The  facts  are  that 
nearly  half  of  the  rejections  were  on  account  of  the  teeth 
and  all  the  medical  care  in  the  world  will  not  grow  a new 
set  of  teeth.  Many  were  on  account  of  structural  defects, 
and  defective  eyesight.  Again  medical  care  would  help  but 
a few  of  these.  Health  education  in  the  care  of  the  teeth  and 
eyes  might  have  protected  many  of  them.  Furthermore,  the 
standard  is  the  highest  of  any  Army  in  the  world,  and  most 
of  those  rejected  are  carrying  on  useful  civilian  lives  and 
are  not  incapacitated  for  any  but  a military  life.  Many 
persons  ask,  since  the  Army  and  Navy  have  government 
controlled  medicine,  why  not  everyone?  They  fail  to  take 
into  consideration  two  facts, — one  that  in  the  Army  and 
Navy,  we  have  to  deal  with  a highly  selected  group  within 
a certain  age  bracket,  and,  two,  in  the  Army  and  Navy  the 
patients  are  regimented  as  well  as  the  doctors. 

Now  I do  not  want  to  give  the  impression  that  all  is 
perfect  in  our  present  medical  care  set-up.  It  is  not,  and  it 
is  up  to  us  to  improve  it. 

The  revised  platform  of  the  American  Medical  Associa- 
tion adopted  in  June  1944  has  as  its  main  plank:  “Avail- 
ability of  medical  care  of  a high  quality  to  every  person  in 
the  United  States.” 

It  is  not  enough  that  medical  care  should  be  available. 
It  must  be  medical  care  of  a high  quality.  To  support  this 
platform  there  are  eight  principles  stating  how  this  aim 
should  be  attained.  There  is  not  time  to  go  into  all  the 
details  of  these  eight  principles  but  I urge  you  to  familiar- 
ize yourselves  with  the  details  of  that  platform,  which  was 
drawn  up  by  the  Council  on  Medical  Service  and  Public 
Relations  and  adopted  by  the  House  of  Delegates. 

I shall  quote  from  some  sections  of  the  Platform.  Sec- 
tion B reads: 

“The  continued  development  of  the  private  practice  of 
medicine,  subject  to  such  changes  as  may  be  necessary  to 
maintain  the  quality  of  medical  services  and  to  increase 
their  availability,  including  the  development  and  exten- 
sion of  voluntary  hospital  insurance  and  voluntary  medi- 
cal insurance.” 


“The  Medical  Profession  has  approved  prepayment 
plans  to  cover  costs  of  hospitalization  and  also  prepay- 
ment plans  on  a cash  indemnity  basis  for  meeting  the  costs 
of  medical  care.  It  continues,  however,  to  feel  that  the 
development  of  the  private  practice  of  medicine  which  has 
taken  place  in  this  country  has  led  to  higher  standards  of 
medical  practice  and  of  medical  service  than  exist  else- 
where, and  that  the  maintenance  of  the  quality  of  the 
service  is  fundamental  in  any  health  program. 

“The  American  Medical  Association  has  approved  pre- 
payment hospital  insurance  subj  ect  to  the  principles  adopted 
by  the  House  of  Delegates.  The  number  of  people  covered 
by  it  is  constantly  increasing.  Its  availability  should  be 
extended  to  all  who  desire  it. 

“Medical  expense  insurance  has  developed  slowly  but 
much  valuable  experience  has  been  accumulated.  All 
constituent  State  Medical  Associations  have  been  urged  to 
develop  voluntary  plans  within  their  territories,  so  that  the 
entire  country  may  be  covered  by  such  plans.  The  Ameri- 
can Medical  Association  will  assist  in  the  development 
and  integration  of  such  plans.  State  Welfare  Departments 
should  consider  the  use  of  the  insurance  principle  in  caring 
for  the  indigent  and  medically  indigent,  rather  than  the 
present  system.  Industrial  medical  care  plans  on  the  vol- 
untary principle  must  be  investigated  and  developed  un- 
der the  guidance  of  constituent  associations  and  compo- 
nent societies.” 

The  House  of  Delegates  also  authorized  the  Council  on 
Medical  Service  and  Public  Relations  to  employ  an  insur- 
ance director  to  carry  out  the  above  correlation,  integra- 
tion, and  stimulation  of  voluntary  insurance  plans.  Some 
twenty  states  now  have  plans  under  way  or  in  process  of 
organization.  These  plans  vary  from  complete  coverage  to 
coverage  only  for  obstetrics  and  surgery.  Several  plans 
which  started  out  giving  complete  coverage  have  changed 
to  limited  coverage  as  the  public,  so  far,  has  shown  more 
interest  in  the  surgical  and  obstetrical  policy  than  in  the 
complete  medical  care  policy. 

The  combination  of  voluntary  medical  indemnity  insur- 
ance and  hospital  insurance  will  go  a long  way  toward 
effecting  a distribution  of  good  medical  care  at  a low  cost. 
The  Council  Committee  on  Public  Relations  and  Econom- 
ics of  the  Medical  Society  of  the  State  of  New  York  states 
that  2 to  10  cents  per  day  per  individual  will  adequately 
insure  for  both;  that  a broad  surgical  contract  costs  2 cents 
per  day  per  individual;  that  a surgical  contract  with  obstet- 
rics costs  $ 1 .70  per  month  for  the  family;  and  that  a liberal 
medical  and  surgical  contract  with  obstetrical  care  costs 
$3.00  per  month  for  the  entire  family. 

It  behooves  the  medical  profession  not  only  to  educate 
the  public  on  this  subject  but  to  educate  its  own  members 
and  see  that  the  benefits  of  prepaid  voluntary  medical 
insurance  are  available  in  their  locality  for  the  public. 
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According  to  recent  surveys,  the  public  is  not  only 
interested  in  but  is  demanding  methods  of  prepaying  its 
medical  care,  particularly  the  expensive  part  of  medical 
care.  The  surveys  also  indicate  that  the  public  prefers 
voluntary  insurance  to  compulsory  insurance,  but  unless 
we  make  this  voluntary  insurance  available  and  support  it, 
the  compulsory  type  is  pretty  certain  to  be  thrust  upon  us. 
While  there  is  bound  to  be  some  paper  work  and  regulated 
fees  in  any  insurance  work,  the  voluntary  plans  will  be  far 
preferable  to  the  red  tape  and  regimentation  of  any  com- 
pulsory plan. 

This  insurance  method  can  well  be  applied  to  the 
indigent,  by  having  the  state,  county,  or  town  purchase  the 
insurance  for  the  indigent,  rather  than  continuing  in  the 
present  system  of  the  dole  or  the  so-called  “poor”  physi- 
cian. 

It  has  been  argued  that  voluntary  insurance  will  not 
meet  the  situation  and  that  it  failed  in  Europe.  This  is 
unfair  as  it  has  not  had  sufficient  time  to  prove  itself  in  this 
country  so  far,  and  the  voluntary  plans  which  were  in 
vogue  in  Europe  prior  to  the  adoption  of  compulsory 
sickness  insurance  were  in  no  way  similar  to  the  voluntary 
plans  now  being  developed  in  the  United  States. 

Insurance  is  only  one  answer  to  the  problem.  There  are 
others.  Many  localities  have  inadequate  laboratory  and 
diagnostic  facilities.  Either  the  physician  refuses  to  live  in 
such  a locality  or  he  stays  and  delivers  a poor  grade  of 
medicine.  Centres  for  diagnostic  aid  to  the  physician  must 
be  established  under  the  supervision  of  the  medical  soci- 
eties and  with  financial  help  from  the  local  government 
when  necessary. 

Various  industrial  concerns  have  their  medical  care 
plans,  some  of  which  are  good  and  some  not  so  good. 
Industrial  medicine  is  growing  and  with  it  there  is  a 
demand  for  complete  medical  care  not  only  of  the  work- 
man but  his  family.  These  plans  can  and  must  be  devel- 
oped along  the  lines  of  the  voluntary  system  with  the 
approval  of  the  local  medical  societies. 

Plans  must  be  made  to  reduce  the  cost  of  nursing  care  by 
insurance.  Some  commercial  companies  are  beginning  to 
do  this,  but  so  far  its  distribution  is  limited. 

Preventive  medicine  can  be  aided  by  an  increase  in  the 
number  of  county  or  district  health  departments.  “There 
are  still  too  many  areas  without  proper  coverage.  Every 
area  in  the  United  States  should  have  a health  service  with 
adequate  personnel  and  facilities  to  render  the  service 
necessary  to  each  community.  It  should  be  integrated  with 
and  coordinated  by  the  State  Health  Department.  Federal 
funds  may  be  used  to  help  establish  these  departments 
where  local  funds  are  inadequate,  but  the  management 
should  be  under  state  and  local  authority.”  The  above  is 
quoted  from  the  Platform  of  the  American  Medical  Asso- 
ciation. 


One  of  the  arguments  made  in  favor  of  the  Wagner  bill 
is  that  it  will  increase  preventive  medicine.  While  preven- 
tive medicine  is  mentioned  in  the  bill,  there  are  no  provi- 
sions for  carrying  it  out.  The  experience  of  other  countries 
which  have  adopted  compulsory  sickness  insurance  is  that 
preventable  diseases  have  increased  under  such  a pro- 
gram. 

To  summarize,  it  seems  to  me  that  we  have  three 
alternatives  facing  us.  The  first  is  to  sit  by  and  do  nothing, 
in  which  case  we  shall  certainly  have  thrust  upon  us  a 
second  alternative  of  government  controlled  compulsory 
sickness  insurance  with  all  the  evils  of  socialized  medi- 
cine and  the  regimentation  of  medical  care.  The  third 
alternative  is  to  take  off  our  coats  and  work  for  the 
following: 

1.  Establishment  of  an  agency  of  the  federal  govern- 
ment under  which  shall  be  coordinated  and  administered 
all  medical  and  health  functions  of  the  federal  government 
exclusive  of  those  of  the  Army  and  Navy,  instead  of  our 
having  to  deal  with  a multiplicity  of  departments,  bureaus 
and  federal  agencies. 

2.  The  utmost  utilization  of  qualified  medical  and 
hospital  facilities  already  established,  with  an  extension 
of  hospital  facilities,  only  where  present  facilities  are  used 
to  the  utmost  and  there  is  a definite  lack  of  beds  for  a 
particular  community. 

3.  The  continued  development  of  the  private  practice  of 
medicine,  subject  to  such  changes  as  may  be  necessary  to 
maintain  the  quality  of  medical  services  and  to  increase 
their  availability,  including  the  development  and  exten- 
sion of  voluntary  hospital  insurance  and  voluntary  medi- 
cal insurance.  This  will  include  industrial  medical  care 
plans,  the  development  of  proper  diagnostic  facilities,  and 
perhaps  under  this  heading  would  also  come  insurance 
against  the  costs  of  nursing  care. 

4.  Expansion  of  Public  Health  and  Medical  Services 
consistent  with  the  American  system  of  democracy.  We 
believe  not  in  making  the  individual  the  creature  of  the 
state,  but  the  state  the  servant  of  the  citizen. 

5.  The  allotment  of  such  funds  as  the  Congress  may 
make  available  to  any  state  in  actual  need  for  the  preven- 
tion of  disease,  the  promotion  of  health  and  the  care  of  the 
sick  on  the  proof  of  such  need.  These  funds  should  be 
administered  jointly  by  the  county,  state  and  federal  health 
agencies. 

6.  The  principle  that  the  care  of  the  public  health  and  the 
provision  of  medical  service  to  the  sick  is  primarily  a local 
responsibility.  Before  federal  funds  are  allotted,  the  local 
community  should  do  its  utmost  to  meet  the  needs  with 
local  funds. 

7.  The  development  of  a mechanism  for  meeting  the 
needs  of  expansion  of  preventive  medical  services  with 
local  determination  of  needs  and  local  control  of  adminis- 
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YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B*17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors,  its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient’s  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  It  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 4.4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vz  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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tration.  This  includes  the  extension  of  county  and  district 
health  departments. 

8 . The  extension  of  medical  care  for  the  indigent  and  the 
medically  indigent  with  local  determination  of  the  needs 
and  local  control  of  the  administration.  The  indigent  are 
cared  for  in  most  communities  but  often  the  medically 
indigent  are  not.  As  mentioned  before,  the  use  of  the 
voluntary  insurance  principle  should  be  considered  by  all 
agencies  distributing  medical  care. 

These  eight  points  constitute  the  supports  of  the  Plat- 
form of  the  American  Medical  Association  which  as 
previously  stated  calls  for  the  availability  of  medical  care 
of  a high  quality  to  every  person  in  the  United  States. 

Such  a platform  if  supported  by  the  medical  profession 
and  brought  to  the  attention  of  the  public  will  close  the 
gaps  in  our  present  distribution  of  medical  care  and  make 
unnecessary  any  extensive  legislation  (except  for  the 
establishment  of  a Federal  Department  of  Health),  or  any 
revolutionary  change  in  the  system  that  has  given  us  the 
best  health  record  in  the  world.  It  requires  the  unified 
support  of  the  medical  profession  and  more  than  mere  lip 
service.  It  means  back-breaking  work  on  the  part  of  some 
and  time  for  education  of  the  public  on  the  part  of  others. 

The  present  Wagner-Murray-Dingell  bill  is  dead  as  the 
proverbial  dodo,  but  similar  bills  will  arise  in  the  next 
Congress  unless  we  put  across  our  own  platform,  for  there 
are  those  in  the  country  who  would  make  us,  and  by  “us,” 
I mean  the  general  public,  the  regimented  servants  of  the 
State  in  a completely  socialized  order  of  life. 

What  then  is  the  future  of  medicine?  I do  not  know  nor 
does  anyone  know,  in  my  opinion.  I have  outlined  a 
possible  future  which  offers  hope,  and  another  which  will 
make  medicine  degenerate  to  a low  level.  We  cannot  lie 
back  and  let  someone  else  do  it,  and  then  howl  when 
something  happens.  The  public  will  get  what  it  wants,  and 
it  wants  the  best.  It  is  up  to  us  to  educate  the  public  and  if 
we  do  that  we  need  have  no  fear  of  what  the  public  will 
choose. 

One  of  the  important  things  if  we  are  to  go  forward  is  a 
united  front,  and  unfortunately  we  have  not  only  dissent- 
ing elements,  which  are  natural  in  any  large  organization 
and  which  are  a good  thing,  but  those,  who  understanding 
little  or  nothing  about  what  the  medical  societies,  particu- 
larly the  American  Medical  Association  are  doing,  swal- 
low “hook,  line,  and  sinker”  the  propaganda  of  the  very 
eople  who,  in  their  effort  to  socialize  medicine,  are 
endeavoring  to  undermine  the  efforts  and  standing  of  the 
entire  medical  profession. 
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THE  PRESIDENT’S  PAGE 


A Day  in  the  Life  of  Charlotte  O.  Remaniss,  M.D. 


“Caregiver,  you  have  three  televideo  calls  from  the  central  office.  Sylvia  is  on  vid- 
line  two,  and  wants  to  speak  with  you  about  over-utilization  in  Mrs.  Temple’s  case. 
John  is  on  vid-line  three.  He  is  calling  about  your  production  during  the  month.  And, 
Simon,  from  our  Internal  Affairs  and  Fraud  Investigation  Unit,  is  on  the  first  vid-line. 
By  the  way,  patients  are  starting  to  stack  up  in  the  waiting  room.” 

“Thank  you,  nurse,  er  Careteam  Coordinator,”  Dr.  Remaniss  said,  knowing  that  her 
reference  to  the  former  title  of  Derek’s  vocation  would  remind  him  of  her  distaste  for 
being  called  caregiver.  She  was  of  the  old  school,  though  she  still  tried  hard  to 
accommodate  the  egalitarian  ways  that  had  begun  during  the  late-sixties  but  had  really 
taken  root  in  the  five  years  before  the  millennium.  “Please  have  Elliot,  Nancy,  and 
Rhonda  attend  to  the  patients.  I’ll  take  John’s  vid-line  first.  Let  Sylvia  and  Simon  know 
that  I’ll  return  their  vid-lines  just  as  soon  as  I can.”  Both  of  them  understood  that  John’s 
vid-line  would  take  precedence.  After  all,  their  incomes  as  employees  of  MegaHealth 
Plan  depended  on  keeping  the  accounting  office  happy. 

Hitting  the  open  key  at  one  of  the  many  com  stations  distributed  around  the  office,  Dr.  Remaniss  pointed  her 
forefinger  at  “1”  on  the  screen,  and  then  waited  as  the  screen’s  resolution  grew  more  precise.  John,  who  had  his  back 
to  the  screen,  was  a small  man  with  a large  head,  filled,  Dr.  Remaniss  thought,  with  the  endless  sequences  of  numbers 
he  was  so  facile  at  spouting. 

“Charly,  I’ve  been  looking  at  your  November  numbers.  They  don’t  look  good.  Month  after  month,  we  go  through 
this.  Do  we  need  to  talk  again  about  your  responsibility  to  your  Careteam  members?  How  they  rely  on  your  production 
for  their  incomes?  You’re  letting  all  of  us  down  at  MegaHealth  Plan.  You’ve  dropped  2.145%.  Much  more  and  you’ll 
be  in  penalty  territory” 

“I  don’t  generate  dis...,”  she  began,  only  to  be  interrupted. 

“Caregiver  Remaniss,  we’ve  covered  this  ground  before!”  John  said,  finally  turning  to  face  her,  visibly  angry.  “I 
know  you’re  not  re.. re.. responsible  for  creating  diseases.  But  e..e..veryone  feels  lousy  about  something,  and  you  can 
do  much  better  ruling  out  serious  things  that  patients  think  they  might  have!  We  can’t  pay  you  if  you  don’t 
pro.. pro.. produce! 

Pleased  that  she  had  angered  him  enough  to  break  his  control,  Dr.  Remaniss  decided  she  had  probably  gone  far 
enough  for  one  morning.  “John,”  she  began  in  her  most  calming  tones,  “I  will  try  to  do  better,  but  if  you  want  me — 
or  any  of  us — to  produce  at  a better  rate  you  must  find  a way  to  free  us  from  things  that  are  not  rated  in  our  production 
formula.  I’ve  spent  three  hours  this  morning  not  seeing  patients.  Simon  and  Sylvia  are  expecting  me  to  return  their  vid- 
lines,  and  I still  have  the  mandatory  once-a-week,  one-hour,  ‘don’t-we-all-feel-good’  MegaHealth  Plan  meeting  of  my 
Careteam  members;  the  subject,  I believe,  of-  your  latest  memorandum  to  all  MegaHealth  Plan  Caregivers.”  Her  finger 
poised  over  the  end-call  key.  Dr.  Remaniss  closed  the  conversation,  saying,  “We’re  all  trying  to  do  our  best,  John.” 

Four  years  of  undergraduate  training,  four  years  of  medical  school,  two  years  of  an  internship,  three  years  in  a 
residency  program,  and  two  years  doing  a fellowship,  not  to  mention  eleven  years  in  private  practice,  and  I am 
apparently  now  qualified  to  spend  my  time  talking  to  attorneys,  MBAs,  public  health  officials,  and  assorted  law 
enforcement  officers,  she  thought,  not  for  the  first,  second,  third,  or  one  thousandth  time.  Where  had  it  gone  so  wrong, 
she  wondered,  walking  to  Exam  Room  2 to  see  her  first  patient  of  the  day.  It  was  10:50  a.m.  on  Tuesday.  December 
3,  201 1.  Caregiver  Remaniss  was  already  more  than  one  hour  behind  schedule. 

“Good  morning,  Mr.  Kliant.  I have  your  chart  here,  and  I see  that  Careteam  Coordinator  Elliot  has  obtained  your 

medical  history,  completed  a preliminary  physical  examination,  and  spoken  with  you  about  your  complaint.  He  has 

(continued  on  page  752) 
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ATROVENT  is  a bronchodilator  for  maintenance  treatment  of  bronchospasm  in  COPD. 

It  is  not  indicated  in  the  initial  treatment  of  acute  episodes  of  bronchospasm  where 
rapid  response  is  required. 

Algorithm  adapted  from  Roger  C.  Bone,  MD.  A step-care  approach  to  managing  COPD.  The  Journal 
of  Respiratory  Diseases . August  1991,  pp  727-740,  and  Kenneth  R.  Chapman,  MD.  Therapeutic 
algorithm  for  chronic  obstructive  pulmonary  disease.  American  Journal  of  Medicine.  October  1991 
(supplement  4A),  pp  17S-23S. 

The  most  common  side  effects  in  clinical  trials  were  cough  (5-9%)  and  nervousness  (3.1%). 
ATROVENT  should  be  used  with  caution  in  patients  with  narrow-angle  glaucoma,  prostatic 
hypertrophy  or  bladder-neck  obstruction. 


Foundation  therapy 
in  chronic  bronchitis13 


ATROVENTI 

(ipratropium  bromide)  ■■■ 

INHALATION  AEROSOL  per  puff 


The  everyday  bronchodilator 


Please  see  following  page  for  brief  summary  of  Prescribing  Information. 


Atrovent® 

(ipratropium  bromide) 

Inhalation  Aerosol  Bronchodiiator 

Brief  Summary  of  Prescribing  Information 

CONTRAINDICATIONS  Atrovent®  (ipratropium  bromide)  Inhalation  Aerosol  is  contraindicated 
in  patients  with  a history  of  hypersensitivity  to  soya  lecithin  or  related  food  products  such  as 
soybean  and  peanut.  Atrovent  should  also  not  be  taken  by  patients  hypersensitive  to  any 
other  components  of  the  drug  product  or  to  atropine  or  its  derivatives. 

WARNINGS  Atrovent®  (ipratropium  bromide)  is  not  indicated  for  the  initial  treatment  of  acute 
episodes  of  bronchospasm  where  rapid  response  is  required. 

PRECAUTIONS  General  Atrovent®  (ipratropium  bromide)  should  be  used  with  caution  in  patients 
with  narrow-angle  glaucoma,  prostatic  hypertrophy  or  bladder-neck  obstruction. 

Information  for  Patients  Patients  should  be  advised  that  temporary  blurring  of  vision  may 
result  if  the  aerosol  is  sprayed  into  the  eyes. 

Patients  should  be  reminded  that  Atrovent  is  not  intended  for  occasional  use,  but  rather,  in 
order  to  be  maximally  effective,  must  be  used  consistently  as  prescribed  throughout  the  course 
of  therapy. 

Drug  Interactions  Atrovent  has  been  used  concomitantly  with  other  drugs,  including 
sympathomimetic  bronchodilators,  methylxanthines,  steroids  and  cromolyn  sodium,  commonly 
used  in  the  treatment  of  chronic  obstructive  pulmonary  disease,  without  adverse  drug  reactions. 
There  are  no  formal  studies  fully  evaluating  the  interactive  effects  of  Atrovent  and  these 
drugs  with  respect  to  effectiveness. 

Carclnogenesls/Mutagenesls/Impairment  of  Fertility  Two-year  oral  carcinogenicity  studies 
in  rats  and  mice  have  revealed  no  carcinogenic  potential  at  doses  up  to  1250  times  the 
maximum  recommended  human  daily  dose  for  Atrovent.  Results  of  various  mutagenicity  studies 
were  negative. 

Fertility  of  male  or  female  rats  at  oral  doses  up  to  approximately  10,000  times  the  maximum 
recommended  human  daily  dose  was  unaffected  by  Atrovent  administration.  At  doses  above 
18,000  times  the  maximum  recommended  human  daily  dose,  increased  resorption  and 
decreased  conception  rates  were  observed. 

Pregnancy/Teratogenic  Effects  PREGNANCY  CATEGORY  B Oral  reproduction  studies 
performed  in  mice,  rats  and  rabbits  (at  doses  approximately  2,000,  200,000  and  26,000  times 
the  maximum  recommended  human  daily  dose,  respectively)  and  inhalation  reproduction 
studies  in  rats  and  rabbits  (at  doses  approximately  312  and  375  times  the  maximum 
recommended  human  daily  dose,  respectively)  have  demonstrated  no  evidence  of  teratogenic 
effects  as  a result  of  Atrovent.  However,  no  adequate  or  well-controlled  studies  have  been 
conducted  in  pregnant  women.  Because  animal  reproduction  studies  are  not  always  predictive 
of  human  response,  Atrovent  should  be  used  during  pregnancy  only  if  clearly  needed. 

Nuislng  Mothers  It  is  not  known  whether  Atrovent  is  excreted  in  human  milk.  Although  lipid- 
insoluble  quaternary  bases  pass  into  breast  milk,  it  is  unlikely  that  Atrovent  would  reach  the 
infant  to  an  important  extent,  especially  when  taken  by  aerosol.  However,  because  many 
drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when  Atrovent  is  administered 
to  a nursing  woman. 

Pediatric  Use  Safety  and  effectiveness  in  children  below  the  age  of  12  have  not  been 
established. 

ADVERSE  REACTIONS  Adverse  reaction  information  concerning  Atrovent®  (ipratropium  bromide) 
is  derived  from  90-day  controlled  clinical  trials  (N=254),  other  controlled  clinical  trials  using 
recommended  doses  of  Atrovent  (N=377)  and  an  uncontrolled  study  (N=1 924).  Additional 
information  is  derived  from  the  foreign  postmarketing  experience  and  the  published  literature. 

Adverse  reactions  occurring  in  greater  than  1%  of  patients  in  the  90-day  controlled  clinical 
trials  were  as  follows  (ipratropium  bromide  N=254;  metaproterenol  sulfate  N=249):  (%=percent 
of  patients)  Cardiovascular,  palpitations— 1.8%  v 1.6%.  Central  Nervous  System: 
nervousness— 3.1%  v 6.8%;  dizziness — 2.4%  v 2.8%;  headache — 2.4%  v 2.0%. 
Dermatological  rash— 1.2%  v 0.4%.  Gastrointestinal  nausea— 2.8%  v 1.2%;  gastrointestinal 
distress — 2.4%  v 2.8%;  vomiting— 0%  v 1.2%.  Musculoskeletal,  tremor — 0%  v 2.4%. 
Ophthalmological.  blurred  vision— 1 .2%  v 0.8%.  Oro-Otolaryngeal  dry  mouth— 2.4%  v 0.8%; 
irritation  from  aerosol— 1.6%  v 1.6%.  Respiratory,  cough— 5.9%  v 1.2%;  exacerbation  of 
symptoms — 2.4%  v 3.6%. 

Additional  adverse  reactions  reported  in  less  than  1%  of  the  patients  considered  possibly  due 
to  Atrovent  include  urinary  difficulty,  fatigue,  insomnia  and  hoarseness. 

The  large  uncontrolled,  open-label  study  included  seriously  ill  patients.  About  7%  of  patients 
treated  discontinued  the  program  because  of  adverse  events. 

Of  the  2301  patients  treated  in  the  large  uncontrolled  study  and  in  clinical  trials  other  than 
the  90-day  studies,  the  most  common  adverse  reactions  reported  were:  dryness  of  the 
oropharynx,  about  5 in  100;  cough,  exacerbation  of  symptoms  and  irritation  from  aerosol, 
each  about  3 in  100;  headache,  about  2 in  100;  nausea,  dizziness,  blurred  vision/difficulty  In 
accommodation,  and  drying  of  secretions,  each  about  1 in  100.  Less  frequently  reported 
adverse  reactions  that  were  possibly  due  to  Atrovent  include  tachycardia,  paresthesias, 
drowsiness,  coordination  difficulty,  itching,  hives,  flushing,  alopecia,  constipation,  tremor, 
mucosal  ulcers. 

Cases  of  precipitation  or  worsening  of  narrow-angle  glaucoma,  acute  eye  pain  and  hypotension 
have  been  reported. 

Allergic-type  reactions  such  as  skin  rash,  angioedema  of  tongue,  lips  and  face,  urticaria 
(including  giant  urticaria),  laryngospasm  and  anaphylactic  reaction  have  been  reported,  with 
positive  rechallenge  in  some  cases.  Many  of  the  patients  had  a history  of  allergies  to  other 
drugs  and/or  foods,  including  soybean.  (See  CONTRAINDICATIONS.) 

HOW  SUPPLIED  Atrovent®  (ipratropium  bromide)  Inhalation  Aerosol  is  supplied  as  a metered 
dose  inhaler  with  a white  mouthpiece  which  has  a clear,  colorless  sleeve  and  a green  protective 
cap.  Atrovent  Inhalation  Aerosol  with  Mouthpiece  (NDC  0597-0082-14),  net  contents  14  g. 
Atrovent  Inhalation  Aerosol  Refill  (NDC  0597-0082-18),  net  contents  14  g.  Each  14  gram  vial 
provides  sufficient  medication  for  200  inhalations.  Each  actuation  delivers  18  meg  of 
ipratropium  bromide  from  the  mouthpiece. 

Consult  package  Insert  before  prescribing.  AT-BS-6/93 


References;  1.  Ferguson  GT,  Cherniack  RM.  Management  of  chronic  obstructive  pulmonary 
disease.  N Engl  J Med.  1993;328:1017-1022.  2.  Chapman  KR.  Therapeutic  algorithm  for 
chronic  obstructive  pulmonary  disease.  Am  J Med.  1 991,91  (suppl  4A):  17S-23S.  3.  Bone  RC. 
A step-care  approach  to  managing  C0PD.  J Respir  Dis.  1991;12:727-740. 
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scheduled  you  for  bloodwork,  a chest  x-ray,  an  abdominal 
MRI,  a sigmoidoscopy,  and  several....” 

“Caregiver  Remaniss,  please  excuse  the  interruption, 
but  Simon  is  on  vid-line  one,  and  I really  think  you’d  better 
speak  with  him.” 

“Mr.  Kliant,  let’s  proceed  with  the  careteam 
coordinator’s  recommendations.  On  your  way  out,  you 
had  better  speak  with  the  business  manager  about  the 
change  in  your  insurance  coverage.”  Dr.  Remaniss,  with 
a thought  to  her  training,  reached  out,  touching  Mr.  Kliant 
on  the  shoulder  briefly,  telling  him  that  she  thought  he 
would  be  okay.  Then  she  rushed  to,  the  nearest  com  station 
to  take  Simon’s  tele  video  call. 

Theodore  Zanker,  M.D. 

President 


CALL  FOR  PAPERS 

Members  of  the  Connecticut  State  Medical  Society 
reading  papers  before  other  organizations  are 
invited  to  submit  their  papers  to  the  Journal  for 
consideration.  Authors  preparing  manuscripts  for 
submission  to  Connecticut  Medicine  should 
consult  Information  for  Authors.  This  is 
published  in  most  issues  of  Connecticut  Medicine 
or  may  be  obtained  from  the  Journal  office. 
Adherence  to  the  instructions  will  prevent  delays 
both  in  acceptance  and  in  publication. 

Papers  prepared  on  a word  processor  should  be 
submitted  on  a diskette  along  with  the  hard  copy. 

Please  send  them  to: 

Robert  U.  Massey,  M.D. 

Connecticut  Medicine 
160  St.  Ronan  Street 
New  Haven,  CT  0651 1 


4k1  Boehringer 
Ingelheim 


Boehringer  Ingelheim 
Pharmaceuticals,  Inc. 
Ridgefield,  CT  06877 
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REFLECTIONS  ON  MEDICINE 


Problem-Based  Learning:  A Better  Way? 

ROBERT  U.  MASSEY,  M.D. 


MOST  American  medical  schools  are  undertaking  to 
reform  their  educational  methods,  especially  in  the 
first  two  years.  The  acronym  for  this  new  method  is  PBL, 
problem-based  learning.  The  principles  are  simple:  present 
a clinical  problem  to  a small  group  of  students  and  help 
them  discover  what  they  need  to  know  of  the  basic  patho- 
physiology to  explain  what  is  happening  to  the  patient.  It 
is  more  complicated  than  that,  but  the  principle  embodies 
sound  pedagogy:  teaching  should  answer  questions  that 
have  been  asked:  otherwise  learning,  and  especially  reten- 
tion. may  not  take  place.  Thoroughgoing  reform  of  basic 
science  teaching  began  at  McMasters  in  Canada  over  two 
decades  ago;  it  is  now  catching  on  in  many  American 
schools. 

No  one  knows  whether  students  learn  more  or  acquire 
more  useful  knowledge  this  way;  house  officers  tell  me 
that  they  learn  their  basic  sciences  after  becoming  resi- 
dents. What  they  recall  from  medical  school  was  the 
vocabulary  and  some  understanding  of  how  nature  works 
at  the  cellular  and  molecular  level,  but  not  much  remem- 
bered in  detail. 

My  hunch  is  that  students  will  acquire  about  as  much 
knowledge  this  way  as  any  other.  Medical  students  are 
obsessive  about  learning  and  are  determined  to  pass  the 
American  Board  examination.  PBL  may  be  more  fun 
because  of  the  smaller  groups,  just  as  my  basic  science 
years  were  more  enjoyable  than  those  of  students  in  recent 
decades  because  we  worked  in  the  labs  in  small  groups 
through  long  afternoons  with  faculty  members  wandering 
around,  being  friendly  and  helpful. 

These  new  pathways  may  be  better  ways  as  long  as  we 
keep  our  distance  from  professional  educators.  Alfred 
North  Whithead  would  have  approved  of  PBL;  he  ob- 
served that  minds  could  not  be  educated  “in  vacuo.  He 
described  the  stages  of  learning  as  romance,  precision,  and 
generalization.  Asking  first-year  medical  students  to  work 
with  real  clinical  problems  harnesses  the  energy  of  their 
romance  with  medicine.  In  a way  it  is  playfulness,  but  we 
need  to  be  careful;  real  learning  is  not  only  recreation. 

ROBERT  U.  MASSEY.  M.D..  Professor  Emeritus.  Division  of 
Humanistic  Studies.  Department  of  Community  Medicine  and  Health 
Care.  University  of  Connecticut  School  of  Medicine.  Farmington. 


although  it  may  indeed  recreate!  The  stages  of  precision 
and  generalization  must  follow  the  romance.  When  I read 
over  the  transcripts  of  medical  school  applicants  I am 
troubled  by  how  little  solid  learning  they  must  have  gained 
for  their  expenditure  of  four  years  of  living  and  almost  1 00 
thousand  dollars. 

College  students  are  aware  of  this  double  standard  and  many 
have  caught  on  to  the  hollowness  of  their  four  years'  toil.  A 
recent  report  is  headed:  “Aren't  You  Glad  You  Don't  Have 
College  Again?”2 

I hope  that  students'  medical  school  years,  the  first  two 
especially,  will  not  become  merely  a continuation  of  that 
vain  work  of  half-way  learning  reflected  on  their  college 
transcripts,  while  they  look  foreward  to  real  medical 
education  to  come  in  the  clinical  years. 

Lewis  Thomas  once  suggested  that  mastering  classical 
Greek  would  be  excellent  preparation  for  medical  school. 
How  would  those  who  have  given  up  “sheer  memoriza- 
tion" ever  cope  with  the  irregular  Greek  verbs,  or  be  able 
to  read  Plato  in  his  own  language  without  spending  most 
of  their  time  thumbing  the  Greek-English  dictionary?  If 
there  is  no  well-stocked  data  bank  somewhere  in  the 
student’s  brain,  what  can  she  use  for  thinking?  Where  is 
the  stuff  of  which  concepts  are  made? 

His  education  had  been  neither  scientific  nor  classical — merely 
“Modern.”  The  severities  both  of  abstraction  and  of  high  human 
tradition  had  passed  him  by....  He  was  a man  of  straw,  a glib 
examinee  in  subjects  that  require  no  exact  knowledge  (he  had 
always  done  well  on  both  Essays  and  General  papers)....3 

PBL  joined  to  a strong  tradition  of  rigorous  scholarship 
should  help  not  only  to  satisfy  the  students’  quest  for 
relevance,  but  may  even,  in  part,  close  the  breach  that  has 
opened  between  modern  biological  science  and  the  clini- 
cal work  of  physicians.  Librarians  know  it  will  increase 
their  work  and  welcome  it.  And  students  will  once  again 
discover  the  wonder  of  reading  something  other  than 
scribbled  lecture  notes  and  dry  syllabuses. 

REFERENCES 

1.  Whitehead  AN:  The  Aims  of  Education  and  Other  Essays  . New 
York:  The  MacMillan  Company.  1928:  27-30. 

2.  Barzun  J:  Begin  Here:  The  Forgotten  Conditions  of  Teaching  and 
Learning.  Chicago:  The  University  of  Chicago  Press:  1991:  206. 

3.  LewisCS:  That  Hideous  Strength.  New  York:  Collier  Books.  1962: 
185. 


VOLUME  58.  NO.  12 


753 


MEDICAL  NEWS  CAPSULES 


This  Month’s  Reading  in  Review 

TIMOTHY  B.  NORBECK 


“We  don’t  think  the  government  has  any  role  deciding 
how  to  deal  with  this  issue.  It  may  be  a fantasy,  but  this 
is  a country  where  you  can  grow  up  and  be  anything  you 
want  to  be.” 

Senate  Finance  Committee  Chief  of  Staff  Lawrence 
O’Donnell,  explaining  Committee  Chairman  Pat 
Moynihan’s  stance  on  medical  school  residency 
limits. 

Medicine  and  Health  (24  October  1994) 

“It  may  be  dangerous  to  let  Congress  ignore  health  care 
reform  in  1995.  If  they  wait  until  1996,  they  may  simply 
ratchet  down  Medicare  payments  to  hospitals  and  doctors 
rather  than  to  ‘bite  the  bullet’  by  reforming  the  system.” 

AMA  President  Bob  McAfee 
Minneapolis  Star  Tribune  (5  November  1994) 

NOTE:  Dr.  McAfee  also  warned  that  reductions  in 
Medicare  would  have  adverse  effects  on  the  quality  of 
care  and  medical  education  and  research. 

According  to  EBRI,  the  percent  of  privately  insured 
Americans  enrolled  in  an  HMO  or  other  types  of  man- 
aged-care  plans  was  27.4%  in  1988,  53.9%  in  1992,  and 
an  estimated  61.9%  in  1993. 

New  York  Times  (6  September  1994) 

“He  likes  to  say  they’re  going  to  be  the  Wal-Mart  of 
health  care.  The  question  is,  when  you  get  sick,  do  you 
want  to  go  to  Wal-Mart?”  VHA’s  Daniel  Bourque,  on 
Columbia/HCA  CEO  Richard  Scott’s  vision  of  his  com- 
pany. 

New  York  Times  (30  October  1994) 

“It’s  an  unmitigated  disaster.  There’s  no  positive  spin 
that  can  be  put  on  the  outcome.” 

Gene  Tarpinian,  executive  director  of  the  Labor 
Research  Association  (pro-labor  research  group) 
amid  comments  that  organized  labor  emerged  as 
one  of  the  biggest  losers  in  the  November  8 elec- 
tions. 

New  York  Times  (10  November  1994) 

TIMOTHY  B.  NORBECK,  Executive  Director,  Connecticut  State 
Medical  Society. 


According  to  a study  of  437  hospitals  by  the  National 
Center  for  Health  Statistics,  of  the  90  million  people  who 
visit  emergency  rooms  each  year,  only  12  million — or 
13.5% — were  admitted  to  the  hospital....  Most  of  the  32 
million  people  who  were  diagnosed  with  injuries  did  not 
need  immediate  medical  attention. 

Washington  Post  (18  October  1994) 

Alzheimer’s  disease  costs  patients  approximately  $100 
billion  each  year....  Since  neither  Medicare  nor  most 
private  insurance  covers  the  type  of  care  most  Alzheimer’ s 
patients  need,  most  of  the  cost  is  paid  for  by  the  patients’ 
families. 

Atlanta  Constitution  (1  November  1994) 

According  to  a CDC  survey,  the  rate  of  smoking  among 
black  women  ages  1 8 to  24  “plunged”  from  21.8%  in  1987 
to  5.9%  in  1992,  while  the  smoking  rate  for  white  women 
of  the  same  age  remained  at  27%. 

Chicago  Sun-Times  (4  November  1994) 

A spokesman  for  the  CDC  reported  that  only  37%  of 
teenage  students  got  enough  exercise — at  least  20  minutes 
of  vigorous  exercise  three  times  per  week.  A similar  study 
in  1984  put  the  figure  at  more  than  60%. 

USA  Today  (7  November,  1994) 

Only  In  America:  New  York  City  has  been  sued  at  least 
1 1 times  by  people  falling  on  the  sidewalk  in  front  of  3 19 
Fifth  Avenue.  The  city  has  settled  seven  of  the  cases 
amounting  to  nearly  $300,000. 

The  sloping  sidewalk  has  been  “especially  lucrative. . . . 
for  lawyers  who  worked  at  the  building....  Four  of  the 
suits  were  filed  by  people  connected  to  two  law  firms”  at 
the  same  address. 

After  getting  a $200,000  settlement  for  a client  who  fell 
there  and  broke  her  wrist,  the  lawyer  (who  works  at  that 
address)  fell  in  the  same  spot  and  twisted  his  knee.  He  sued 
the  city  and  the  case  is  pending.  From  a news  report  in  the 
New  York  Post  and  published  in  the  22  August  issue  of 
Fortune. 
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Letter  to  the  Editor 


An  Open  Letter  to  Insurors/Payors 

To  the  Editor:  I provide  medical  services  to  your  clients 
who  are  my  patients. 

There  are  things  that  you  should  understand  about 
medical  care. 

First,  the  patient’ s PERCEPTION  that  he  or  she  NEEDS 
medical  care  is  not  the  most  important  criteria  or  measure 
of  its  necessity.  If  the  patient  consistently  misperceives 
the  need  for  care,  his  perception  becomes  a problem  (most 
easily  solved  by  requiring  a copayment). 

Second,  if  the  provider  is  not  paid  for  the  diagnoses 
which  are  reasonable  cause  for  the  patient  seeking  care, 
the  provider  will  do  some  creative  writing  in  order  to 
receive  payment. 

Third,  if  creative  writing  is  necessary  to  receive  pay- 
ment, the  International  Classification  of  Diseases  be- 
comes skewed  and  less  useful  for  statistical  analysis. 

For  example,  CHAMPUS  routinely  rejects  claims  for 
“Premenstrual  syndrome/tension”  (625.4).  But  in  order  to 
differentiate  it  from  other  causes,  it  requires  a careful 
history  and  complete  examination  to  rule  out  pathology. 
The  service  rendered  to  the  patient  is  the  same  whether 
pathology  is  found  or  a functional  cause  is  assigned,  so  if 
I find  no  pathology  to  justify  payment,  I have  to  invent  it. 


Again  CHAMPUS  does  not  pay  for  dental  diagnoses; 
so  if  the  patient  thinks  he  has  sinusitis  and  comes  to  a 
medical  clinic,  and  I diagnose  periapical  abscess  (522.7. 
without  sinus)  and  treat  it  appropriately,  I will  not  be  paid; 
but  the  dentist  will  not  do  anything  until  the  fever  is  down 
on  antibiotics,  so  I have  rendered  a necessary  service. 

And  again,  psychogenic  impotence  (302.72)  will  not  be 
paid;  if  the  impotence  is  of  organic  origin  (identified 
separately)  it  will  be  paid  (NEC  607.84).  Are  you  telling 
the  patient  that  you  are  severely  limiting  his  options?  Or 
are  you  guaranteeing  general  coverage  and  then  telling  me 
I must  render  the  care  for  nothing? 

Lastly,  teething  (520.7)  is  not  paid.  Parents  do  not  bring 
infants  to  the  doctor  because  they  are  teething,  they  bring 
them  in  because  they  are  acting  just  like  they  did  when 
they  had  their  last  earache.  And  if  I don’t  get  paid  for 
differentiating  BETWEEN  teething  and  otitis  media.  I'll 
have  to  call  it  otitis  media,  and  the  reported  incidence  of 
that  infection  will  be  INCORRECTLY  high. 

There  is  a whole  list  of  things  which  CHAMPUS 
doesn’t  pay,  and  each  HMO  or  other  payor  (with  the 
PATIENTS’  money  I might  add)  has  their  separate  list; 
and  each  of  the  patients’  dollars  that  are  not  paid  to 
providers  go  into  the  payor’s  other  pocket  (some  to  be 
returned  to  the  provider  for  underutilizing  other  ser- 
vices— ie,  x-rays,  lab  work,  physical  therapy,  etc.).  This 
used  to  be  called  fraud. 

Give  me  a break. 

Donn  C.  Barton.  M.D. 

Glastonbury 


Wanted !!! 

Skilled  Medical  Volunteers 
MD,  RN,  PA,  EMT 

The  largest  athletic  event  in  1995  is  coming  to  New  Haven,  CT!  The  1995  International 
Special  Olympics  will  bring  over  6,500  athletes  and  17,000  coaches,  family  members, 
and  friends  from  120  countries.  In  addition,  the  Special  Olympics  will  bring  500.000 
spectators. 

We  need  a minimum  of  45,000  volunteer  hours  from  June  30  through  July  9.  1995. 

Please  sign  up  today. 

For  Information  Call  203-789-4003 
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From  the  Executive  Director’s  Office 


COUNCIL  MINUTES 
Thursday,  6 October  1994 

Attendance 

In  addition  to  the  Chairman,  Dr.  Joseph  Czarsty,  were 
Drs.  Beck,  Bigos,  Bobruff,  Brooks,  Deren,  Eslami,  Freed- 
man, Herzog,  Hollister,  Kamens,  Katz,  McDonnell, 
Meridy,  Mushlin,  Redmond,  Scarpa,  Sosa,  Timmerman, 
Watson,  Zanker. 

Also  present  were:  Mr.  Norbeck,  Ms.  Lindquist,  Mr. 
Sullivan,  Ms.  Morelli,  Mr.  Staples,  Ms.  Schaffman,  Ms. 
Norbeck  (all  CSMS  staff),  Mr.  Mark  Schuman,  (MCMA), 
Ms.  Amy  Snider,  (NLCMA),  Ms.  Harney,  (NHCMA), 
Mr.  Thompson  (FCMA)  James  Orphanos,  M.D.,  Myron 
Genel,  M.D.,  Vincent  Catrini,  M.D.,  Doug  Hayward, 
(MDHP).  and  Dr.  David  Thompson,  (CSMS-IPA). 

Absent  were:  Drs.  Ahamed,  Franklin,  Geary,  Keating, 
Lesnik,  Montegut,  Parke,  Petro,  Sadowski,  Schwartz, 
Tesoro,  Van  Nostrand,  Wetstone,  Wolfson. 

Reports  of  Related  Organizations 

CPRO : Dr.  Kamens  reported  that  CPRO  representa- 
tives have  gone  to  Baltimore  to  receive  the  HCFA  award 
in  recognition  of  dedicated  service  and  significant  contri- 
butions to  implementing  the  pilot  cardiovascular  project. 
There  were  approximately  700  persons  present.  It  was 
reported  that  as  a result  of  good  will  and  relationships 
established  by  facing  physicians  on  quality  insurance 
committees  of  CHA  during  the  past  year,  CHA  has  be- 
come interested  in  data  analysis  performed  by  CPRO  and 
there  are  numerous  cooperative  projects  being  consid- 
ered. 

The  Office  of  Peer  Review  (OPR)  in  Baltimore,  which 
ran  all  the  PROs,  has  decided  on  a name  change  and  it  is 
now  called  the  Office  of  Quality  Improvement  Projects. 
CPRO  now  has  a project  going  on  mammography  focus- 
ing on  the  underutilization  of  mammography  in  Connecti- 
cut, and  because  of  that  project  the  alliances  that  are  being 
formed  will  eventually  help  to  propose  some  legislation 
that  will  support  mammography  for  the  indigent  and 
ambulatory  mammography,  in  order  to  increase  the  rate  of 
mammography  in  Connecticut. 

The  CPRO  board  is  making  changes  in  the  organiza- 
tion and  restructuring  the  bylaws,  including  a possible 
name  change  to  Health  Excel,  Incorporated,  an  informa- 
tional and  educational  organization  for  quality  improve- 
ment. All  of  these  changes  will  be  sent  to  every  physician 
member  of  CPRO  for  ratification. 


M.D.  Health  Plan:  Dr.  Catrini,  Dr.  Thompson,  and 
Mr.  Hayward  joined  the  Council  to  give  an  update  on 
current  activities  of  M.D.  Health  Plan.  Dr.  Catrini  re- 
ported, in  detail,  some  of  the  options  available  to  MDHP 
and  commented  on  the  proposed  merger  with  Health 
Systems  International  (HSI).  He  outlined  some  of  the 
reasons  for  seeking  a strategic  partner:  (1)  Improve  the 
corporation’s  financial  reserve  position,  (2)  Enhance  the 
corporation’s  expertise  (3)  Insure  corporation’s  long  term 
market  position  (4)  Maintain  the  corporation’s  existing 
culture.  He  reported  that  the  shareholders  will  make  the 
decision  as  to  whether  they  wish  to  merge  with  HSI,  and 
a two-thirds  vote  will  be  required.  Under  the  agreement 
reached  with  HSI,  M.D.  Health  Plan  will  continue  as  M.D. 
Health  Plan  in  name  and  philosophy  under  its  current 
Board  of  Directors  and  would  preserve  the  patient-physi- 
cian relationship  and  represent  the  best  interest  of  the 
community  and  patients.  The  CSMS-IPA  will  not  be 
affected  by  this  merger.  It  was  VOTED  to  invite  the  Co- 
CEO  of  HSI,  Malik  Hasan,  M.D.,  to  address  the  House  of 
Delegates  at  its  Semi-Annual  Meeting  on  November  16. 

Office  of  Health  Care  Access  (OHCA):  Dr.  Howard 
Meridy,  a member  of  the  Health  Care  Review  Board, 
reported  that  OHCA  was  mandated  to  do  several  things  by 
statute  and  it  appears  that  what  has  to  be  done  by  statute 
will  be  completed  by  January  1 . He  stated  that  the  fact  that 
the  Heath  Care  Reform  initiative  has  failed  in  Washington 
should  not  be  looked  upon  as  something  good.  The  states 
will  take  over  health  care  reform,  and  the  federal  govern- 
ment realizes  that  and  will  probably  welcome  it,  as  it  will 
save  it  the  expense  of  developing  such  a program. 

Dr.  Meridy  gave  a progress  report  on  the  activities  of 
the  Office  of  Health  Care  Access  and  distributed  a report 
entitled  “Development  of  Recommendations  and  Plans 
for  Health  Reform  in  Connecticut,”  which  outlined  a brief 
overview  of  the  mission  of  the  Office  of  Health  Care 
Access  and  the  purpose  of  the  Policy  Options  Report.  The 
report  outlined  access  issues  and  approaches  controlling 
health  care  costs,  impacts  of  each  of  these  approaches  on 
insurance  coverage,  access  to  health  services,  and  on  the 
sectors  of  the  health  care  system  and  economy.  The  report 
also  addressed  the  issue  of  controlling  health  care  costs, 
financing  and  feasibility,  implementation  and  operational 
issues.  He  reported  that  the  main  issues  to  be  discussed  are 
follows:  ( 1 ) Whether  universal  health  insurance  coverage 
is  to  be  extended  to  the  entire  population  by  January  of 
1997  or  should  it  be  done  incrementally?  (2)  Is  access  a 
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primary  goal  or  is  cost  containment  the  issue,  or  are  they 
equal  priorities?  (3)  Should  it  be  a government  regulated 
system  or  a market  driven  system?  (4)  How  should  the  cost 
of  health  care  cost  be  distributed?  The  Chairman  com- 
mended Dr.  Meridy  for  an  excellent  report. 

Report  of  the  President 

Dr.  Zanker  reported  that  he  had  met  with  Congress- 
woman  Rosa  DeLauro  and  discussed  some  of  the  pressing 
legislative  issues  that  medicine  is  concerned  about  and 
that  with  each  visit  she  becomes  more  familiar  with  some 
of  the  concerns  facing  patients. 

He  reported  that  he  attended  the  meeting  of  the  Vermont 
State  Medical  Society  and  stated  that  it  was  a most 
informative  meeting,  and  he  had  the  opportunity  to  dis- 
cuss with  some  of  his  colleagues  as  to  what  is  going  on  in 
Vermont.  The  single  most  important  impression  he  came 
away  with,  is  that  Connecticut  is  insulated  and  protected 
compared  to  the  sociological  changes  that  are  taking  place 
rapidly  in  the  northeast.  Within  the  past  few  years,  20%  of 
the  Vermont  membership  who  were  in  active  private 
practice,  have  become  employed,  primarily  by  the  hospi- 
tals and  HMOs.  Hospitals  are  rapidly  acquiring  private 
practices  and  in  one  community  the  hospitals  have  taken 
over  all  of  the  primary  care  practices.  He  stated  that  he  had 
the  opportunity  to  speak  to  the  President  of  the  Quebec 
Medical  Society,  who  attended  the  meeting,  and  he  re- 
ported that  the  single  payer  system  was  becoming  much 
too  expensive,  and  that  they  are  actively  looking  into 
managed  care,  cost  controls  and  caps  on  the  single  payer 
system. 

He  reported  that  COMPAC  is  in  a distressed  situation. 
Out  of  6,200  physicians,  there  are  only  287  contributors. 
A concentrated  fund  raising  program  is  being  undertaken 
and  all  members  are  being  called  upon  to  support  this  very 
important  activity. 

Dr.  Zanker  reported  that  he  met  with  Connecticut  Chap- 
ter of  Emergency  Medical  Physicians  because  of  the 
request  of  the  CSMS  Committee  on  Emergency  Medical 
Service  wishing  to  disband.  The  purpose  of  the  meeting 
was  to  have  closer  liaison  with  the  Connecticut  Chapter  of 
EMS  physicians  and  CSMS.  It  was  a good  meeting  and 
they  will  try  to  get  more  of  their  leadership  to  become 
members  of  CSMS,  and  in  that  way  they  would  incorpo- 
rate their  chapter  into  our  CSMS  Committee. 

Dr.  Zanker  also  reported  that  he  was  going  to  attend  an 
informal  meeting  with  insurance  leaders  in  the  state  to 
discuss  any  willing  provider  legislation.  He  distributed 
bumper  stickers  with  the  words  “Managed  Care  Rejected 
Humpty  Dumpty”  and  urged  the  Council  members  to 
display  them  on  their  cars. 

Report  of  the  Executive  Director 

Mr.  Norbeck  reported  that  Marc  Garofalo,  CSMS  Di- 
rector of  Public  Affairs,  left  CSMS  to  become  campaign 


manager  for  Congresswoman  Rosa  DeLauro.  We  shall 
miss  Mark  and  wished  him  well  in  his  new  endeavors.  He 
introduced  Susan  Schaffman,  who  is  replacing  Marc.  Ms. 
Schaffman  was  formerly  Director  of  Communications 
and  Community  Relations  for  the  Hartford  County  Medi- 
cal Association  for  the  last  five  years.  He  reported  that  Dr. 
Neil  Grey  has  assumed  the  position  of  Acting  Medical 
Director  for  the  statewide  Physician  Health  Program.  Dr. 
Grey  has  been  chairman  of  the  Hartford  County  Medical 
Association’ s program  on  physician  health  since  1986  and 
chairman  of  the  CSMS  Committee  on  Physician  Health 
since  1992.  He  also  announced  that  Michele  Norbeck  has 
been  appointed  to  the  position  of  Director  of  the  Statewide 
Physician  Health  Program.  Since  1985,  Ms.  Norbeck  was 
formerly  Assistant  Executive  Vice-President  for  Programs 
for  Hartford  County,  and  in  that  capacity  she  provided  the 
sole  administrative  and  executive  support  for  the  Hartford 
County  physician  health  program.  This  position  is  part- 
time  and  will  become  full  time  on  1 January  1995. 

Mr.  Norbeck  gave  an  update  on  the  California  single 
payer  proposal,  Proposition  186.  A recent  poll  indicated 
that  the  voters’  awareness  of  the  initiative  is  growing,  but 
so  was  the  opposition.  Of  the  58%  that  said  they  had  heard 
something  about  the  Proposition,  20%  stated  they  were 
inclined  to  vote  yes,  28%  were  inclined  to  say  no,  10% 
were  undecided.  After  the  voters  were  read  a description 
of  the  initiative,  opposition  rose  to  53%,  with  30%  sup- 
porting it  and  17%  undecided.  In  the  midst  of  all  the 
clamor  on  Proposition  186,  the  California  Medical  Asso- 
ciation has  announced  its  intent  to  start  its  own  statewide 
health  plan,  much  like  M.D.  Health  Plan.  The  California 
Medical  Association  and  its  California  Foundation  for 
Medical  Care  formed  a company  called  California  Health 
Care,  Inc.  and  they  are  prepared  to  invest  up  to  50  million 
dollars.  The  plan  could  be  introduced  as  early  as  1996, 
subject  to  approval  of  the  state  regulators. 

A video  of  the  AMAs  television  commercial  featuring 
the  AMA  President,  Robert  McAfee,  M.D.  was  shown  to 
the  Council.  It  appeared  on  CNN. 

Public  Education  Program  Update 

Dr.  Dickerman  Hollister  reported  on  a survey  that  was 
sent  to  all  physicians  requesting  information  as  to  their 
interest  in  participating  in  a public  education  program  on 
health  care  reform  and  other  medical  issues.  There  was  a 
very  good  response  rate  and  the  responses  are  not  being 
segregated  as  to  those  wishing  to  do  public  speaking, 
writing,  or  television  media.  There  will  be  a training 
program  for  those  wishing  to  do  public  speaking. 

COMPAC 

Dr.  Hollister  commented  on  the  three  mailings  that 
were  mailed  to  the  membership  seeking  their  support.  He 
stated  that  enrollment  should  be  improved  in  this  very 
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important  activity.  He  suggested  that  the  communications 
be  posted  in  the  physicians’  lounge  in  the  hospital.  Dr. 
Hollister  discussed  his  visit  with  Congressman  Chris 
Shays. 

It  was  suggested  that  COMPAC  envelopes  be  available 
at  the  House  of  Delegates  meeting  and  that  a survey  form 
be  distributed  to  the  delegates  with  the  question,  “if  you  do 
not  contribute  to  COMPAC  what  is  the  reason”? 

Seminars  Prior  to  House  of  Delegates  Meetings 

Dr.  James  Orphanos,  Chairman  of  the  Committee  on 
State  Legislation,  reported  that  a pre-meeting  seminar  on 
“The  State  Legislature — The  People  and  the  Process”  will 
be  held  from  10:30  a.m.  to  Noon  on  the  morning  of  the 
CSMS  House  of  Delegates  meeting  on  November  16. 

Mr.  Norbeck  announced  that  a pre-meeting  seminar  on 
“Anti-Trust  Issues  and  Managed  Care”  will  be  held  from 
9:00  A.M.  to  10:30  A.M.  on  the  morning  of  the  CSMS 
House  of  Delegates  Meeting. 

1995  Budget 

V OTED  to  approve  the  budget  for  1 995 , as  presented  by 
the  Fiscal  Subcommittee,  with  one  amendment,  $3,000 
was  added  to  the  line  item,  legislative  counseling.  It  was 
further  VOTED  to  transmit  the  budget  to  the  House  of 
Delegates  on  November  16,  1994  with  the  Council’s 


recommendation  that  the  budget  be  approved  and  that  the 
CSMS  dues  be  set  at  $340. 

Hospitality  Suite  at  AMA  Meetings 

It  was  VOTED  that  the  AMA  delegation  be  instructed 
to  inform  the  members  of  the  Council  of  the  New  England 
State  Medical  Societies  at  its  meeting  in  Vermont  on 
October  22  that  CSMS  would  not  be  liable  for  more  than 
$5,000  for  its  pro-rata  share  of  the  hospitality  suite  at  the 
Hawaii  meeting  and  to  discuss  a cap  on  this  expenditure 
for  future  AMA  meetings. 

Request  from  New  Haven  County 
Medical  Association  Re  MDHP 

Dr.  Zanker  reported  that  the  Board  of  Governors  of  the 
New  Haven  County  Medical  Association  would  like  CSMS 
to  host  an  open  forum  for  all  of  the  physicians  of  the  state 
who  are  interested  in  getting  further  information  as  to  what 
to  do  about  casting  their  vote  on  the  MDHP  merger. 
Following  discussion,  it  was  decided  to  send  a letter  to  the 
New  Haven  Board  of  Governors  informing  them  that  a 
shareholders  meeting,  open  to  everyone  who  owns  stock, 
will  be  held  by  MDHP  before  any  vote  is  taken  and  their 
request  appears  to  be  a duplication  of  effort.  Also,  that  this 
is  an  individual  decision  which  should  be  made  when  the 
shareholder  receives  the  prospectus  and  the  proxy. 


In  Woodbridge 

397-2525 


Weinstein  (ScAnastasio, 

Certified  Public  Accountants 


In  Westport 

222-2228 
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medical  profession  with  personalized 
service.  Its  medical  practice  management 
division  will  advise  you  on  managing  your 
practice  while  focusing  on  a better  bottom 
line.  Give  us  a call. 


Smart  accounting  and  strategic  planning 
in  a managed  care  environment  isn't  just 
important  for  your  practice,  it's  vital.  For 
over  30  years,  Weinstein  & Anastasio, 
P.C.  has  addressed  the  demands  of  the 
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Address  of  the  Executive  Director 

CSMS  House  of  Delegates — 16  November  1994 
TIMOTHY  B.  NORBECK 


AS  this,  the  year  of  the  great  health-reform  debate 
winds  down,  several  columnists  have  chided  West 
Virginia  Senator  Jay  Rockefeller  for  having  said  earlier  in 
the  year  that  “we  are  going  to  pass  health  reform  regard- 
less of  the  views  of  the  American  people.”  That,  plus  my 
being  here  at  the  podium,  remind  me  that  in  one  of  the 
parks  in  London,  there  is  a little  “free  speech  zone,”  where 
there  is  a soap  box  actually  built  into  the  sidewalk.  Perhaps 
some  of  you  have  seen  it. 

Anyone  can  come  along,  get  up  on  that  soap  box  and 
begin  pontificating  on  any  subject  they  want.  They  can 
speak  for  as  long  as  they  like,  and  it  doesn’ t matter  whether 
or  not  they  know  what  they  are  talking  about.  It’s  kind  of 
like  Congress  in  that  regard. 

Well,  one  day  a gentleman  was  speaking  from  that  soap 
box  and  he  had  gathered  quite  a crowd  around  him.  “When 
the  common  man  takes  over,”  he  was  saying,  “we’ll  all  be 
smoking  big  cigars.” 

But  all  of  a sudden,  there  came  a little  voice  from  the 
back  of  the  crowd,  saying,  “But  me  and  my  mates,  we  kind 
of  like  our  pipes.” 

The  speaker  was  a bit  flustered,  but  carried  on.  “And 
when  the  common  man  takes  over,  we’ll  all  be  wearing 
tuxedos.” 

Once  again,  there  was  that  little  voice  from  the  back  of 
the  crowd,  saying,  “But  me  and  my  mates,  we  kind  of  like 
our  tweeds.” 

Well,  by  now  the  speaker  was  starting  to  get  angry,  but 
continued  on.  “And  when  the  common  man  takes  over, 
we’ll  all  be  drinking  champagne.” 

Sure  enough,  from  the  back  of  the  crowd  came  that 
same  irritating  little  voice,  saying,  “But  me  and  my  mates, 
we  kind  of  like  our  brew.” 

Well  that  was  all  the  speaker  could  take.  Jumping  from 
the  soap  box,  he  pushed  his  way  through  the  crowd  to 
confront  the  little  man.  He  grabbed  him  by  the  lapels, 
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picked  him  up  off  the  ground,  and  shouted:  “When  the 
common  man  takes  over,  you’ll  do  as  you’re  damn  well 
told!” 

Many  physicians  in  Connecticut  and  throughout  the 
country  appear  to  be  relieved  that  efforts  to  reform  our 
health-care  system  failed  this  year.  While  I share  some  of 
that  relief,  I regret  that  we  failed  to  take  advantage  of  what 
appeared  to  be  a growing  mood  in  Congress  to  do  some- 
thing about  the  dominance  of  the  insurance  industry  over 
managed  care.  Unfortunately  this  vacuum  is  being  filled 
by  some  insurers  that  appear  more  interested  in  profits 
than  patients. 

Insofar  as  1995  goes,  the  CBO  projects  the  deficit 
hitting  a seven-year  low  of  $ 1 66  billion  in  fiscal  year  1 996 
but  then  quickly  rising  again,  reaching  a record  high  of 
$324  billion  by  2003 — unless  there  are  some  tough  spend- 
ing cuts  enacted. 

The  president  and  Congress  will  want  to  maximize 
those  cuts  during  1995  because  they  will  be  up  for  reelec- 
tion in  1996. 

Entitlements  will  be  very  high  on  the  spending  cuts 
agenda.  Entitlements  are  squeezing  out  the  Congress’ s use 
of  discretionary  income,  and  we  must  remember  that 
discretionary  income  is  the  mother’s  milk  of  reelection 
campaigns.  Exacerbating  all  this  is  the  Bipartisan  Com- 
mission on  Entitlements  and  Tax  Reform  which  was 
forced  on  President  Clinton  as  part  of  the  1993  budget 
deal.  The  commission  report  is  expected  on  December  15. 
and  it  will  likely  be  a scary  one  which  will  reinforce  the 
idea  that  exploding  entitlement  costs  will  keep  swelling 
the  deficit. 

As  you  know,  the  Congress  became  more  conservative 
as  a result  of  the  elections  eight  days  ago.  As  one  Wash- 
ington health  insider  complained:  The  Democrats  want  to 
regulate  us  to  death  and  the  Republicans  want  to  cut  us  to 
death.  There  will  be  a renewed  focus  on  deficit  reduction 
— and  Medicare  will  be  a leading  target.  Congressional 
Budget  Office  numbers  are  showing  that  Medicare  spend- 
ing will  increase  from  $ 1 95  billion  in  1 995  to  $434  billion 
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by  2004,  and  that  Medicaid  will  rise  from  $140  billion  to 
$250  billion.  It  is  a bit  ironic  that  this  year’s  health  reform 
campaign  has  left  Medicare  more  vulnerable  next  year. 

The  truth,  of  course,  is  that  government  programs, 
principally  Medicare  and  Medicaid,  have  been  the  engine 
of  health-care  inflation  for  more  than  a quarter-century. 
From  1950  to  1965,  the  15  years  before  Medicare  and 
Medicaid,  health-care  costs  grew  at  3.5%  a year.  But  since 
1 966,  the  health-care  inflation  rate  has  more  than  doubled, 
to  7.8% 

This  is  not  just  a coincidence.  Since  1966,  private- 
sector  health  costs  have  grown  by  7%  a year,  while 
government  programs  have  grown  by  roughly  1 5 % a year. 

Experts  “foresee  health  care  inflation  reigniting,  with 
federal  and  state  governments  and  Americans  themselves 
paying  even  greater  shares  of  their  income  for  medical 
care.”  Obviously  our  work  remains  as  does  our  need  for 
continued  vigilance. 

Speaking  of  the  need  for  such  vigilance,  look  at  what 
happened  of  late  to  Kentucky  physicians.  After  threaten- 
ing either  to  lower  Medicaid  reimbursements  by  $52 
million  or  impose  a 2%  provider  tax  on  gross  revenues  in 
order  to  keep  the  Medicaid  program  afloat,  the  state 
government  did  both — and  there  is  no  way  for  physicians 
to  pass  on  this  tax,  what  with  managed  care  contracts, 
Medicare,  and  Medicaid.  Things  are  so  bad  in  Minnesota 
that  as  one  physician  put  it  in  leaving  the  state  to  practice 
in  Tennessee,  “They  want  us  to  make  more  bricks  with  less 
straw.”  Perhaps  he  will  go  back  to  Minnesota  when  he 
discovers  a proposed  change  in  his  new  state’s  Medicaid 
program  (called  TennCare)  that  would  make  physicians 
criminally  liable  for  limiting  the  number  of  TennCare 
patients  in  their  practices. 

In  California,  employers  are  now  demanding  5%  to 
10%  health  insurance  premium  rollbacks  over  1993  lev- 
els, and  the  plans  are  passing  these  pay  cuts  directly  on  to 
their  provider  networks.  Hospitals  and  physician  groups 
reportedly  are  accepting  below-cost  terms  from  health 
plans  in  order  to  hold  market  share.  This  pricing  crash  is 
expected  to  be  short-lived,  but  physicians  are  understand- 
ably upset  and  worried  that  quality  of  care  will  suffer. 

We  at  CSMS  must  monitor  the  Connecticut  Office  of 
Health  Care  Access  activities  very  carefully  and  be  sure  to 
get  medical  input  into  their  decisions.  Dr.  Howard  Meridy 
is  in  a very  strong  position  on  a very  demanding  Review 
Board,  and  we  will  do  everything  possible  to  help  him. 
Drs.  James  Innes,  Elsa  Stone,  Michael  Tesoro,  and  Don 
Timmerman  serve  on  the  Advisory  Committee  and  Dr.  Ed 
Kamens  was  appointed  yesterday  to  the  Advisory  Board 
to  the  Health  Data  Institute.  This  health-reform  business  is 
a little  like  wrestling  with  a gorilla.  You  don’t  quit  when 
you’re  tired.  You  quit  when  the  gorilla  is  tired. 


The  medical  profession  is  not  the  only  one  under  siege. 
Physicians  often  cringe  at  the  mere  thought  of  the  TV 
show  “60  Minutes,”  but  recently  Andy  Rooney  spoke  of 
lawyers.  “The  AMA  says  53,000  physicians  were  sued 
last  year,”  he  said.  “I  asked  the  American  Bar  Association 
how  many  lawyers  got  sued  for  malpractice.  They  said 
they  don ’ t keep  track.  Isn’t  that  a typical  lawyer’ s answer? 
You  can  bet  it  wasn’t  53,000.”  Rooney  finished  by  saying, 
“We  have  200,000  more  lawyers  in  this  country  than 
doctors.  It’s  enough  to  make  you  sick!” 

To  add  to  lawyer  woes,  the  publicity  of  the  O.  J.  Simpson 
case  with  its  attendant  courtroom  antics  and  hyperbole, 
have  only  increased  public  scorn  toward  the  profession.  In 
fact,  as  a result  of  the  case,  a Gallup  poll  reported  in  the 
October  issue  of  the  American  Bar  Journal  that  Americans 
regard  lawyers  in  general  with  25%  less  respect  than  they 
did  prior  to  the  Simpson  case. 

As  you  know,  Americans  are  angry  at  their  government. 
In  fact,  only  19%  in  a recent  Times  Mirror  Center  poll 
think  they  can  trust  Washington  to  do  what’ s right  most  of 
the  time — down  from  76%  three  decades  ago.  Today  55% 
to  60%  of  the  nation’s  voters  think  that  there  should  be  a 
third  political  party — much  higher  than  the  38.7%  that 
bothered  to  vote.  That  same  poll  indicated  that  six  in  10 
said  they  don’t  have  enough  money  to  lead  the  kinds  of 
lives  they  want  to,  and  only  half  of  those  expect  they  ever 
will.  Young  adults  who  expected  to  do  better  than  their 
parents  now  struggle  to  do  as  well.  Since  about  1970, 
Americans  typically  have  not  seen  their  standard  of  living 
increase  at  all.  This  negativism  is  fueled  by  the  need  for 
many  to  work  two  or  three  jobs  just  to  keep  up  or  try  to  get 
ahead.  I saw  a survey  a few  days  ago  that  even  said  that 
Americans  are  sleeping  on  average  an  hour  a night  less 
than  a generation  ago.  In  the  latest  New  York  Times/CBS 
News  Poll,  57%  of  Americans  say  they  think  the  next 
generation  will  be  worse  off  than  the  current  one.  Four 
years  ago  that  figure  was  36%. 

Hopefully  this  anger  and  frustration  won’t  be  directed 
towards  the  medical  profession  any  more  than  it  already 
has.  But  as  one  wag  suggested,  there’s  always  somebody 
who  is  paid  too  much  and  taxed  too  little — and  it’s  always 
somebody  else. 

With  Georgia’s  Roy  Rowland  retiring  from  the  House, 
there  would  have  been  only  one  physician  in  the  entire 
Congress  next  year — but  10  physicians  who  survived 
primaries  ran  for  seats  in  the  House,  three  for  the  Senate 
and  two  for  governor.  Also  running  for  the  House  were  six 
dentists,  two  nurses,  and  one  chiropractor.  There  will  be 
more  physician  input  in  the  104th  Congress.  Four  physi- 
cians won  House  seats  one  physician  captured  a Senate 
seat,  and  two  physicians  will  serve  as  governors.  Three 
dentists  won  House  seats  as  did  one  nurse.  The  lone 
chiropractor  running  lost  his  bid  for  an  Arizona  House 
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seat.  Also  of  interest  to  physicians  is  the  Jack  Brooks  loss 
in  Texas.  Mr.  Brooks,  powerful  chairman  of  the  House 
Judiciary  Committee,  has  been  an  arch  enemy  of  tort  and 
antitrust  reform. 

Perhaps  the  most  ingenious  campaign  run  by  one  of 
your  physician  colleagues  this  year  was  in  Iowa  where  a 
plastic  surgeon  successfully  challenged  long-time  House 
incumbent,  Neal  Smith.  To  point  out  his  opponent’s  long 
tenure  in  Washington,  the  physician  campaigned  around 
the  district  in  a 1958  DeSoto — the  year  his  adversary  was 
first  elected  to  Congress.  Emblazoned  on  the  car  was  the 
slogan:  “The  Nealmobile:  Why  is  it  still  running?” 

Somehow  we  must  find  a way  to  increase  physicians’ 
involvement  in  COMP  AC  and  AMP  AC.  The  allied  health 
professionals  are  greatly  outspending  us  in  this  important 
arena,  and  we  must  redouble  our  efforts  in  this  regard. 
President  Zanker  has  made  several  appeals  which  have 
helped  us  to  reach  a respectable  level,  but  clearly,  we  must 
do  better.  Some  may  believe  that  politics  is  beneath  their 
dignity,  but  unfortunately  sometimes  one  has  to  go  along 
to  get  along. 

Physicians  seem  more  inclined  to  concentrate  on  the 
tasks  at  hand.  There’s  the  story  of  the  British  poet  laureate 
Alfred,  Lord  Tennyson  who  was  afflicted  with  a painful 
attack  of  hemorrhoids  as  a young  man.  Accepting  advice, 
he  visited  a young  but  well-known  proctologist  and  was  so 
successfully  treated  that  for  many  years  Tennyson  had  no 
further  trouble. 

However,  after  he  had  become  a famous  poet  and  had 
been  raised  to  the  peerage,  he  suffered  a further  attack. 
Revisiting  the  proctologist,  he  expected  to  be  recognized 
and  greeted  as  the  former  patient  who  had  become  the 
great  poet.  The  proctologist,  however,  gave  absolutely  no 
signs  of  recognition. 

It  was  only  when  the  noble  lord  had  removed  his 
drawers  and  bent  over  for  examination  that  the  proctolo- 
gist exclaimed,  “Ah,  Tennyson!” 

I was  reading  recently  from  the  biography  of  Chairman 
Mao,  written  by  his  physician,  which  illustrated  to  me 
again  how  physicians  know  their  patients  like  no  one  else 
can.  I hadn’t  been  aware  of  Mao’s  sense  of  humor. 

Apparently  when  then  President  Richard  Nixon  visited 
the  Chinese  leader,  the  two  men  sat  next  to  each  other  in 
those  huge  chairs  with  the  big  arms,  surrounded  by  their 
lieutenants  and  interpreters.  The  Chairman,  old  and  ill,  sat 
in  silence. 

Nixon,  not  exactly  a casual  conversational  whiz  him- 
self, was  hard-pressed  to  engage  the  dying  dictator.  He 
asked  Mao  how  he  thought  things  would  have  worked  out 
for  the  world  if  it  had  been  Nikita  Khruschev  who  had  been 
assassinated  instead  of  John  Kennedy.  Mao  stirred  for  a 
moment  and  then  shrugged  his  shoulders  to  indicate  that 
he  didn’t  know.  But  he  did  say  that  he  knew  one  thing  for 


sure:  “Mr.  Onassis  wouldn’t  have  married  Mrs. 
Khruschev.” 

If  it  is  possible  to  work  with  the  insurance  industry  to 
correct  the  present  inadequacies  and  inequities  of  man- 
aged care,  we  shall  do  so.  If  that  cooperation  is  not 
forthcoming,  then  we  will  do  what  we  must  through  the 
Connecticut  General  Assembly  to  level  the  playing  field 
for  you  and  your  patients. 

Some  insurers  are  redefining  how  medicine  is  practiced 
and  attempting  to  consolidate  and  corporatize  the  profes- 
sion into  an  alphabet  soup  of  practice  styles,  as  AMA 
Board  Chairman  John  Seward  likes  to  say,  with  the  letters 
M.D.  pretty  far  down  on  the  list. 

As  you  are  so  painfully  aware,  decisions  once  made  by 
physicians  are  being  taken  over  by  corporate  executives 
obsessed  with  the  bottom-line.  They  are  taking  your 
autonomy  away,  burying  you  in  paperwork,  separating 
you  from  your  patients  and  removing  you  from  the  deci- 
sion-making roles  for  which  you  trained  so  long  and  hard 
for. 

As  was  noted  by  columnist  Bob  Herbert,  efficiency  and 
productivity  are  the  twin  shrines  at  which  corporate  ex- 
ecutives worship.  They  are  the  stuff  of  which  bonuses  are 
made.  But  their  effect  on  patients  can  be  catastrophic. 

The  freedoms  at  risk  for  you,  your  colleagues,  and  your 
patients  are  huge,  and  the  insurers  will  not  want  to  give  an 
inch.  After  all,  $265  billion  in  collected  premiums  are  at 
stake  for  the  insurance  industry,  with  about  $50  billion  left 
over  for  profits,  marketing  and  administrative  expenses 
after  paying  hospitals  and  doctors. 

As  you  undoubtedly  know,  the  California  single-payer 
proposal — Proposition  186 — lost  by  almost  a 3-1  margin. 
Voters  apparently  weighed  their  fears  of  a future  system 
run  by  government  against  their  anger  at  the  current 
system  run  by  insurance  companies,  and  the  insurers  won. 
It  is  interesting  to  note  that  HIAA  kicked  in  $1.5  million 
to  defeat  it,  and  Connecticut  General  gave  $176,000,  and 
Travelers  $166,000. 

As  we  consider  the  massive  challenges  and  difficulties 
ahead  of  us,  remember  that  one  year  ago  there  was  great 
fear  and  consternation  among  physicians  that  a compre- 
hensive health  reform  bill  would  be  passed  without  phy- 
sician input.  It  did  not  happen.  As  you  know,  there  is  a 
need  to  reform  that  which  doesn’t  work  so  well  in  our 
health-care  system,  and  medicine  will  be  involved  both  in 
Connecticut  and  nationally.  Today,  a year  later,  there  is 
another  fear  and  physicians  are  terror-stricken  at  the  way 
insurers  are  threatening  to  take  over  the  entire  system.  Let 
us  resolve  to  be  a stronger  and  more  united  CSMS  to  take 
us  into  the  late  1990s  and  beyond. 

There  is  every  reason  to  be  united  now  more  than  ever 
before  because  indifference  and  apathy  on  the  part  of 
physicians  will  be  tantamount  to  giving  insurers  carte 
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blanche  over  your  practices,  your  patients  and  those  phy- 
sicians who  must  follow  in  your  footsteps. 

In  closing,  there  is  an  inscription  engraved  on  a statue 
erected  to  the  memory  of  Dr.  W.E.B.  Davis.  It  reads:  “He 
would  have  been  known  to  the  world  as  a Patriot,  had  he 


not  been  known  as  something  greater — a Physician.”  That 
is  the  legacy  that  we  must  all  fight  to  preserve. 

Your  predecessors  gave  their  days  so  that  you  would 
have  yours.  Can  you  afford  to  do  any  less  for  your 
successors? 


Peter  O Rostenberg,  M.  D. 


Box  B 

Candlewood  Corners 
New  Fairfield,  Connecticut  068 1 2 

Telephone  203-746-3300 


Susan  Addiss,  MPH,  MUrS  November  8,  1994 

Commissioner  of  Health,  DPHAS 
1 50  Washington  Street,  Hartford,  CT  06 1 05 

Dear  Commissioner  Addiss, 

Thank  you  for  sponsoring  the  October  26th  physician  health  meeting  at  the  Legislative  Office  Building. 
The  speakers,  Doctor  Ann  Geller,  President  of  the  American  Society  of  Addiction  Medicine  and  Doctor 
John  Fromson,  Director  of  the  Massachusetts  Medical  Society’s  Physician  Health  Services,  were  well 
received.  The  intense  interest  in  this  topic  was  reflected  by  questions  from  your  Department,  the  Connecti- 
cut State  Medical  Society,  the  Division  of  Medical  Quality  Assurance,  and  the  Medical  Examining  Board. 

We  were  told  that  most  physician  impairment  is  due  to  the  highly  treatable  diseases  of  chemical 
dependency  or  mental  illness.  When  sick  doctors  are  given  the  opportunity  to  be  treated  by  other  doctors 
first,  program  credibility  and  referral  rates  skyrocket.  As  Doctor  Fromson  stated,  about  80  physicians  per 
month  report  to  the  Massachusetts  Medical  Society’s  Physician  Health  Services.  Before  the  start  of  this 
“diversion”  program,  their  impaired  physician  committee  treated  only  one  or  two  physicians  per  month. 
Now  their  Quality  Assurance  apparatus  deals  only  with  those  who  fail  to  respond  to  treatment. 

I came  away  from  the  meeting  believing  that  the  impaired  physician  gridlock  we  have  in  Connecticut 
is  not  due  primarily  to  personalities  or  procedures.  The  problem  derives  from  Connecticut  Public  Act  84- 
148,  which  is  draconian  to  say  the  least.  It  views  impairment  as  a duty  to  report,  not  as  a treatment 
opportunity  or  a public  health  issue.  The  results  include  continued  unnecessary  risk  to  our  citizens. 
Unidentified  and  untreated  physicians,  their  families  and  staff  continue  to  suffer  needlessly.  On  the  other 
hand,  administering  the  present  Connecticut  Statute  has  caused  anger,  frustration,  and  well  documented, 
clinically  absurd  decisions  that  could  only  occur  in  a punitive  environment.  No  one  side  should  be  blamed 
for  this  situation  ...  it’s  the  law! 


The  present  Connecticut  impaired  physician  law  must  be  changed.  I call  for  a follow-up  meeting  to 
discuss  how  to  accomplish  this  goal.  Help  will  be  forthcoming  from  the  directors  of  other  diversion 
programs,  Doctor  David  Canavan  of  New  Jersey,  and  Doctor  Fromson.  This  is  a perfect  time  to  proceed 
since  the  Medical  Society  is  hiring  a half-time  Director  for  its  physician  Health  Committee. 


Another  issue  to  include  is  how  to  increase  confidentiality  of  Committee  activities. 


cc:  CSMS 

Mr.  Stan  Peck 
Richard  Ratzan,  M.D. 


Sincerely, 

©.(LsLj^ 

Peter  O.  Rostenberg,  M.D. 


AM.O. 


Member  of  the  CSMS  Physician  Health  Committee  and  Immediate  Past 
Chair  of  CSMS  Alcohol  and  Drug  Dependancy  Education  Committee 
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BOOK  REVIEW 


The  Earth  Is  Not  a Resting  Place 

By  William  T.  Close,  M.D.  xix,  231  pp. 

Salt  Lake  City,  Utah.  University  of  Utah  School  of 
Medicine,  Department  of  Family  and  Preventive 
Medicine.  1994. 

ISBN  0-940193-10-8.  Cloth.  No  price  given. 

This  is  a brief  autobiography  of  a busy  surgeon  whose 
life  in  medicine  has  taken  him  more  places  and  given  him 
more  exotic  experiences  than  most  of  us  will  ever  find  in 
our  own  lives.  The  introduction  by  Neal  Whitman,  Ed.  D., 
calls  it  a “conversation  of  medicine,”  the  phrase  having 
been  suggested  by  Sherwin  Nuland’s  quotation  from 
Laurence  Sterne  at  the  beginning  of  How  We  Die:  Reflec- 
tions on  Life’s  Final  Chapter,  “...writing  ‘is  but  a differ- 
ent name  for  conversation.”’  It  is  too  bad  that  I was  put  off 
by  the  misspelling  of  Dr.  Nuland’s  name,  leaving  off  the 
“d”,  and  later  by  what  I felt  was  an  inappropriate  use  of  the 
word  “conversation”  as  I read  Dr.  Close’ s story  of  his  own 
life.  How  We  Die  is  truly  a conversation  with  his  readers 
about  a matter  at  the  very  center  of  their  lives.  The  Earth 
Is  Not  a Resting  Place  is  autobiographical  through  and 
through,  one  event  following  another,  but  without  much 
reflection,  reminding  me  on  a smaller  scale  of  Gordon  S. 
Seagrave’s  Burma  Surgeon  or  Arthur  E.  Hertzler’s  The 
Horse  and  Buggy  Doctor. 

Married  at  18,  Harvard  pre-med,  then  the  Army  Air 
Corps,  Normandy,  and  in  1947  William  Close  began  his 
medical  career  as  a freshman  at  Columbia  College  of 
Physicians  and  Surgeons.  Part  One  of  his  autobiography 
briefly  covers  medical  school  and  surgical  residency  at 
Roosevelt  Hospital,  filled  with  anecdotes  very  like  most 
of  those  we  all  could  tell  but  never  tire  listening  to. 

Then  came  the  unexpected  turn:  he  and  his  wife  Tine 
were  captured  by  Frank  Buchman’s  Moral  Re- Armament 
(MRA),  “world-changing  through  life-changing,”  later 
known  as  the  Oxford  Group.  I recall  that  MRA  was  said  to 
have  gained  the  allegiance  of  a few  doctors  that  I knew 
during  my  residency  in  the  late  1 940s,  but  I never  knew  for 
sure.  For  the  time  Dr.  Close’ s surgical  career  was  over,  and 
he  was  off  to  begin  to  change  the  world. 

— the  prospect  of  starting  as  a junior  attending  in  the 
varicose  vein  clinic  and  struggling  up  the  long,  steep 
ladder  of  the  hierarchy  lacked  excitement....  The  per- 
spective of  a “world  mission”  that  would  change  people 
and  nations  impelled  me  to  resign  from  my  surgical 
residency  at  the  Roosevelt  six  months  early  and  commit 
to  MRA  full  time  (p.  45). 


For  six  years  he  and  his  wife  were  missionaries  for 
MRA,  traveling  around  the  world,  “years  spent  away  from 
our  [three]  children.” 

Then  in  1960  Dr.  Close  was  off  to  the  Congo  full  time; 
he  did  not  leave  Africa  for  1 6 years,  and  with  the  exception 
of  only  a few  years,  was  separated,  voluntarily,  from  wife 
and  children.  He  worked  first  as  a missionary,  then  as  a 
surgeon,  (he  had  left  the  MRA)  and  later  as  President 
Mobutu’s  personal  physician  and  medical  adviser.  The 
stories  of  Zaire’s  early  years  of  independence  would  be 
entertaining,  but  they  are  only  background  for  the  adven- 
tures of  Dr.  Close  and  his  “Patron,”  General  Mobutu. 

At  52  he  returned  to  the  United  States,  to  Big  Piney, 
Wyoming,  and  was  soon  working  as  a village  family 
doctor.  As  he  wrote  this  little  autobiography  he  was  in  his 
70th  year  still  practicing  family  medicine.  Here  the  stories 
of  medical  practice  out  in  the  rural  West,  stories  of 
comforting  and  caring,  may  provide  lessons  for  young 
physicians  whose  education  has  been  anchored  in  the 
complex,  overwhelming  technology  of  the  modern  teach- 
ing hospital. 

Maybe  it  is  because  I am  69,  but  I spend  a lot  of  time  thinking 
about  how  we  care  for  our  old  folk.  The  way  our  people  die  is  a 
litmus  paper  for  how  we  live  as  sons  and  daughters,  as  well  as 
physicians.  Our  patients  do  not  expect  to  live  forever. 

Too  bad  that  only  30%  of  Dr.  Close’s  life  story  is  set  in  Big 
Piney. 

Robert  U.  Massey,  M.D. 


CALL  FOR  PAPERS 

Members  of  the  Connecticut  State  Medical  Society 
reading  papers  before  other  organizations  are 
invited  to  submit  their  papers  to  the  Journal  for 
consideration.  Authors  preparing  manuscripts  for 
submission  to  Connecticut  Medicine  should 
consult  Information  for  Authors.  This  is 
published  in  most  issues  of  Connecticut  Medicine 
or  may  be  obtained  from  the  Journal  office. 
Adherence  to  the  instructions  will  prevent  delays 
both  in  acceptance  and  in  publication. 

Papers  prepared  on  a word  processor  should  be 
submitted  on  a diskette  along  with  the  hard  copy. 

Please  send  them  to: 

Robert  U.  Massey,  M.D. 

Connecticut  Medicine 
160  St.  Ronan  Street 
New  Haven,  CT  0651 1 
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George  F.  Thornton,  M.D 
1933-1994 


George  F.  Thornton,  M.D.,  died  of  complications  from 
pancreatic  cancer  on  28  October  1994.  Dr.  Thornton  is 
survived  by  his  wife  Roberta  of  Woodbridge,  Connecticut 
and  his  two  children,  Pamela  Thornton  Richter  of  Potomac, 
Maryland  and  G.  Eric  Thornton  of  Boston,  Massachusetts. 
At  the  time  of  his  death,  he  was  the  Director  of  the 
Department  of  Medicine  at  Waterbury  Flospital  and  held 
the  rank  of  Clinical  Professor  of  Medicine  at  Yale  and 
Clinical  Professor  of  Medicine  at  the  University  of  Con- 
necticut School  of  Medicine. 

Dr.  Thornton  was  born  in  Newton,  Massachusetts,  on  8 
March  1 933  and  was  the  son  of  the  late  Fred  F.  and  Hilda 
J.  Thornton.  After  attending  the  Newton  Public  School 
system,  he  graduated  from  Harvard  College  in  1955,  and 
then  went  on  to  receive  his  M.D.  degree,  magna  cum 
laude,  from  the  Boston  University  School  of  Medicine  in 
1959.  Internship  and  residency  was  at  the  Grace-New 
Haven  Hospital  followed  by  fellowship  in  infectious  dis- 
eases at  Johns  Hopkins  University  School  of  Medicine. 

During  Dr.  Thornton’s  career,  he  held  faculty  appoint- 
ments at  Johns  Hopkins,  Yale  University,  and  the  Univer- 
sity of  Connecticut  School  of  Medicine.  He  was  certified 
in  general  internal  medicine  and  in  the  subspecialty  of 
infectious  diseases.  Dr.  Thornton  was  active  in  a number 
of  organizations  related  to  medical  education  and  infec- 
tious diseases.  He  served  a three  year  term  on  the  National 
Council  of  the  Association  of  Program  Directors  of  Inter- 
nal Medicine.  He  was  the  first  Chair  of  the  Clinical  Affairs 


Subcommittee  of  the  Infectious  Diseases  Society  of 
America  and  later  served  three  years  as  a council  member 
of  the  Infectious  Diseases  Society  of  America.  Dr.  Thornton 
was  the  first  president  of  the  Connecticut  Infectious  Dis- 
eases Society.  He  served  four  years  as  governor  of  the 
Connecticut  Chapter  of  the  American  College  of  Physi- 
cians . Dr.  Thornton  was  listed  in  “The  Best  Doctors  in 
America,”  first  edition  in  1992,  as  well  as,  the  second 
edition  in  1994.  He  has  published  over  30  articles,  book 
chapters,  and  abstracts  of  articles  related  to  medical  edu- 
cation, clinical  problems  with  infectious  disease,  and 
hospital  epidemiology. 

Dr.  Thornton’ s contributions  as  a clinician  and  educator 
have  been  recognized  recently  by  the  renaming  of  the 
Medical  Library  at  Waterbury  Hospital  to  the  George  F. 
Thornton,  M.D.,  Health  Education  Center  at  Waterbury 
Hospital.  He  also  received,  at  the  most  recent  meeting  of 
the  Infectious  Diseases  Society  of  America,  the  Outstand- 
ing Clinician  Award.  Dr.  Thornton  was  the  recipient  of  the 
1994  American  College  of  Physicians  Laureate  Award. 
The  Yale  Primary  Care  Internal  Medicine  Residency 
Program  also  recently  named  the  annual  award  given  to 
the  best  clinical  teacher  in  Dr.  Thornton’s  honor,  while  the 
Connecticut  Infectious  Diseases  Society  established  an 
award  in  his  honor  for  the  best  clinical  presentation  at  its 
annual  meeting. 

A Memorial  Service  for  Dr.  Thornton  was  held  at  the 
United  Church  on  the  Green,  New  Haven,  Connecticut. 
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CSMS  PHYSICIAN  PLACEMENT  SERVICE 


The  Society  maintains  the  Physician  Placement  Service  as  a free  service  to  the  medical  profession,  hospitals, 
and  communities  in  Connecticut. 

Opportunities  should  be  typed,  double-spaced  copy  on  letterhead  and  submitted  to  CSMS,  Physician 
Placement  Service,  160  St.  Ronan  Street,  New  Haven,  CT  06511  (203)  865-0587  or  fax  to  (203)  865-4997.  These 
will  be  published  as  space  permits  and  will  be  distributed  to  physicians  making  inquiries  of  such  opportunities. 

Physicians  wishing  to  locate  in  Connecticut  may  call  the  office  requesting  opportunities  in  their  specialty.  Also, 
candidates  are  invited  to  submit  a resume  to  be  kept  on  file  with  the  Society.  An  announcement  of  a physician’s 
availability  will  be  published  in  two  issues  of  Connecticut  Medicine  as  space  permits. 

Listing  of  physicians  in  the  Placement  Service  does  not  in  any  way  represent  certification  by  the  Society. 
Investigation  of  credentials  and  experience  is  the  responsibility  of  those  seeking  applicants  for  positions. 

Announcements  on  the  Physician  Placement  Service  page  under  Classified  Advertising  are  charged  at  the 
regular  Classified  Advertising  rate. 


OPPORTUNITIES  FOR  PRACTICE 
AMBULATORY  CARE 

Full/Part-time  position  for  Connecticut  licensed  physician  with 
experience  in  ambulatory  care.  BC/BE  in  Internal  Medicine. 
Some  flexibility  with  working  hours.  Please  send  CV  to  Box 
555,  Canton,  CT  06019. 

Ambulatory  Care  Physician  full-time/part-time.  Busy  walk-in 
center  is  seeking  a physician  for  primary  care  in  our  office.  Great 
hours,  benefits,  competitive  salary  with  profit  sharing.  Please 
contact  T.  Kandell,  M.D.  or  R.  Falit,  M.D.,  P.O.  Box  1120, 
Bristol,  CT  06010,  or  call  (203)  584-8900. 

Physician  needed  for  ambulatory  care  center.  Part-time  position 
available  immediately,  two  or  three  days  per  week,  9:00  a.m.  to 
5:00  p.m.  Please  call  (203)  665-0350  Monday  to  Friday  between 
9:00  a.m.  and  3:00  p.m. 

FAMILY  PRACTICE 

Newly  funded  Community  Health  Center  in  Vernon,  CT  seeks 
Family  Practice  physician  to  provide  primary  care  to  low  in- 
come/uninsured population.  Salaried  position,  part-time  devel- 
oping into  full-time.  Strong  potential  for  supplemental  ER 
income  during  start-up.  Send  CV  to  Vernon  Area  Community 
Health  Center,  Inc.,  do  Hockanum  Valley  Community  Council, 
Inc.,  155  West  Main  St.,  Vernon,  CT  06066. 

FAMILY  PRACTICE/INTERNAL  MEDICINE 

Family  Medicine/Occupational  Medicine:  Ambulatory  care  set- 
ting offers  full  Primary  medical  care  with  hospital  privileges. 
Rapidly  growing  practice  in  Fairfield  County  with  immediate 
opening  for  full-time  and  part-time  FP/IM  physicians.  Excellent 
opportunity  with  flexible  hours  and  ample  independence.  Please 
respond  to:  Medical  Director,  Primary  Medical  Care  Center, 
430  Main  Ave.,  Suite  204.  Norwalk,  CT  0685 1 , (203)  849-7777. 


INTERNAL  MEDICINE 

Established  primary  care  physician  seeking  full  or  part-time 
associate  in  internal  medicine.  Excellent  opportunity  for  growth, 
advancement  and  networking  with  a primary  care  group,  con- 
sisting of  internal  medicine  and  pediatrics.  Practice  location: 
Glastonbury,  CT.  Please  send  CV  to:  Somerset  Family  Health 
Care,  379  Naubuc  Ave.,  Glastonbury,  CT  06033  or  fax  to  (203) 
652-3332. 

Community  Health  Care  Plan  (CHCP)  Connecticut’s  oldest 
staff  model  HMO  has  an  immediate  clinical  opportunity  for  a 
BC/BE  internist  to  join  a progressive,  quality  driven  staff 
serving  a prepaid  membership  of  43,000  enrollees  at  seven 
health  centers  throughout  south  central  Connecticut.  This  posi- 
tion offers  opportunities  to  teach,  join  the  Yale  Clinical  faculty 
and  participate  on  committees  developing  preventive  and  man- 
aged care  strategies  in  an  environment  surrounded  by  a wide 
variety  of  social,  recreational  and  cultural  activities  with  ski 
slopes  nearby  and  easy  access  to  New  York  City  and  Boston. 
Salary  is  commensurate  with  experience  and  comes  with  an 
attractive  benefit  package.  Please  send  CV  to:  Charles  Hol- 
lander, M.D.,  Community  Health  Care  Plan,  150  Sargent  Dr., 
New  Haven,  CT  06511. 

OCCUPATIONAL  MEDICINE 

Central  Connecticut — Hospital  based  Occupational  Medicine 
opportunity.  Position  is  ideal  for  a BC  Family  Medicine,  Inter- 
nal Medicine,  Emergency  Medicine  or  General  Surgeon  physi- 
cian. Clinical  responsibilities  include  evaluation  and  treatment 
of  work-related  injuries,  accidents  and  illnesses,  and  conducting 
pre-placement  and  other  physical  exams.  Strong  clinical  skills 
in  musculoskeletal  disorders  are  needed.  Excellent  communica- 
tion skills;  strong  commitment  to  patient  care.  Competitive 
salary  and  benefits  package.  Please  call  us  at  (800)  892-3846  or 
fax  us  your  CV  at  (203)  585-3525. 
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PART-TIME 

Blue  Hills  Hospital,  a JCAHO  accredited  state  substance  abuse 
treatment  hospital  in  Hartford,  CT  is  seeking  a permanent  part- 
time  (32  hours  per  week)  Physician  I.  Full  state  benefits  package 
available.  Must  have  current  license  to  practice  medicine  and 
surgery  in  CT.  Send  letters  of  application  and  CVs  to,  or  call 
Elnora  Maxwell.  M.D.,  Medical  Director  at  (203)  772-2100  or 
Marilynn  R.  Stuart,  M.D.,  Chief  of  Professional  Services  at 
(203)  772-2002,  Blue  Hills  Hospital,  5 1 Coventry  St.,  Hartford, 
CT  06112.  An  EOE. 

PEDIATRICIAN 

Community  Health  Care  Plan  (CHCP)  is  seeking  a locum  tenens 
pediatrician  to  join  a group  of  nine  pediatricians  and  three 
physician  associates/nurse  practitioners.  The  ideal  candidate 
would  be  BC/BE  with  privileges  at  Yale  New  Haven  Hospital 
and  have  a strong  background  in  general  pediatrics.  Subspe- 
cialty training  is  welcomed  but  not  a prerequisite.  This  position 
is  in  our  New  Haven  Health  Center  with  potential  to  become  a 
regular  staff  position.  CHCP  is  a staff  model  HMO  serving  the 
health  needs  of  South  Central  Connecticut.  The  practice  consists 
of  both  pre-paid  and  fee-for-service  patients.  Yale  New  Haven 
Hospital,  a major  tertiary  referral  center,  is  near  by.  Salary  is 
commensurate  with  experience.  Please  send  CV  to:  Brenda  A. 
Alexander,  Human  Resources  Representative,  Community 
Health  Care  Plan,  221  Whitney  Ave.,  New  Haven,  CT  065 1 1 . 

Exceptional  opportunity  to  join  a pediatric  practice  of  four 
Board  Certified  pediatricians.  Located  in  a shoreline  commu- 
nity, five  miles  from  Y ale-New  Haven  Medical  Center,  our  chief 
hospital  affiliation.  Salary  $ 130,000/year.  Malpractice  insur- 
ance included.  Buy-in  option  also  available.  One  in  four  cover- 
age. Call  (203)  248-4846  any  evening  after  8:00  p.m. 

BC/BE  Pediatrician  FT/PT  to  replace  retiring  member  of  pedi- 
atric group.  University  affiliation,  suburban  practice  in  south 
central  CT.  Competitive  salary  and  benefits.  Contact  A.  Heiger, 
M.D.,  420  S.  Main  St.,  Cheshire,  CT  06410,  (203)  272-0396. 

Solo  pediatrician  and  certified  pediatric  nurse  practitioner  seek- 
ing full  or  part-time  BE/BC  pediatrician  to  join  busy  practice  on 
shoreline.  Flexible  hours  possible.  Great  coverage  system  in 
place.  Respond  to:  Richard  F.  Whelan,  M.D.,  P.O.  Box  948,  N. 
Branford,  CT  06471. 

PRIMARY  CARE 

Group  practice  seeks  physician  to  join  its  diversified  primary/ 
continuing  care  facility.  Office  practice  only.  Full  or  part-time. 
Contact:  Richard  Slater,  M.D.,  (203)  787-7193. 

Currently  seeking  full-time/part-time  (IM/FP)  BC/BE  physi- 
cian with  focus  on  women’s  issues  to  join  a multi-service 
medical  facility  providing  outpatient  preventative  medicine  and 
primary  care  exclusively  to  women.  The  medical  practice  con- 
sists of  two  full-time  primary  care  physicians,  an  allergy  and 
asthma  specialist,  an  adolescent  medicine  specialist,  a nurse 
practitioner  in  adult  medicine  and  gynecology,  a nutritionist 
with  individual  weight  loss  and  cholesterol  reduction  programs. 


three  psychotherapists,  ACR  accredited  mammography,  ultra- 
sound, massage  therapy,  and  adjoining  laboratory.  Women’s 
Care  is  proud  of  its  comprehensive  approach  to  medical  care  and 
health  care  maintenance  and  welcomes  you  to  join  our  team  of 
health  care  professionals  committed  to  women’s  issues  and 
education.  For  more  information,  contact:  Caryn  Nesbitt,  M.D., 
Medical  Director,  85  Poheganut  Dr.,  Groton,  CT  06340,  (203) 
448-6303. 

RADIOLOGY 

Part-time  radiologist  position  available  in  central  Connecticut. 
Ultrasound  and  cross-sectional  imaging  experience  desirable. 
Please  forward  CV  to:  CSMS  c/o  RA/LW. 


PHYSICIANS  WISHING  TO  PRACTICE  IN  THE 
STATE  OF  CONNECTICUT 

FAMILY  PRACTICE 

Available  January  1 995 . Licensed  in  Rhode  Island  (Connecticut 
pending).  American  Board  certified.  M.D.  at  Brown  University. 
Internship  and  Residency  at  Pawtucket  Memorial  Hospital, 
Rhode  Island.  Presently  in  active  duty,  United  States  Air  Force. 
Would  like  a flexible  position  with  Saturday  through  Monday 
off.  Please  respond  to:  Robert  R.  Liu,  M.D.,  7522  Silent  Elks, 
San  Antonio,  TX  78250,  (210)  521-2760  or  (210)  536-3471. 

Available  with  four  months’  notice.  Licensed  in  North  Carolina. 
American  Board  certified.  M.D.,  Internship  and  Residency  at 
McGill  University,  Montreal,  Canada.  Would  like  to  join  a solo, 
group  or  associates  practice  with  hospital  and  nursing  home 
visits,  in  a small  to  medium  size  community.  Please  respond  to: 
Allen  L.  Fein,  M.D.,  1948  Kilmonack  Lane,  Charlotte,  NC 
28720,  (704)  846-7112. 

INTERNAL  MEDICINE/CARDIOLOGY 

Non-invasive  cardiologist  from  Beth  Israel  Medical  Center, 
New  York  with  echo,  TEE,  stress  lab  and  cardiac  rehabilitation 
experience  looking  for  a position  beginning  July  1995.  CV  and 
references  available  upon  request.  Please  respond  to:  CSMS, 
c/o  IM/RG. 

Available  September  1994.  Licensed  in  New  York.  American 
Board  certified.  M.D.  at  George  Washington  University,  Wash- 
ington, DC.  Internship  and  Residency  at  Beth  Israel  Medical 
Center,  New  York.  Would  like  to  join  group  practice.  Please 
respond  to:  Randall  J.  Gould,  M.D.,  353  E.  17th  St.,  Apt.  20B, 
New  York,  NY  10003,  (212)  979-7749. 

OBSTETRICS  AND  GYNECOLOGY 

Available  January  1995.  Licensed  in  New  York  and  Connecti- 
cut. American  Board  certified.  M.D.  at  University  of  Puerto 
Rico.  Residency  at  Beth  Israel  Medical  Center,  New  York. 


766 


CONNECTICUT  MEDICINE,  DECEMBER  1994 


Would  like  to  join  a group,  associates  or  institutional  practice  in 
a medium-sized  community.  Please  respond  to:  Sandra  L.  Curet, 
M.D.,  4 Harbour  Close,  New  Haven,  CT  06519,  (203)787-1550. 

ONCOLOGY/HEMATOLOGY 

Available  July  1995.  Licensed  in  Connecticut  and  New  York. 
American  Board  certified.  M.D.  at  Madras  Medical  College, 
Madras,  India.  Internship  and  residency  at  State  University  of 
New  York,  Stony  Brook,  New  York.  Would  like  to  join  a group, 
associates  or  institutional  practice.  Please  respond  to:  Geeta  E. 
George,  M.D.,  637  Cove  Rd„  C-19,  Stamford,  CT  06902,  (203) 
969-7532. 

PATHOLOGY 

Available  immediately.  Licensed  in  Connecticut.  American 
Board  certified.  M.D.  at  Albert  Einstein  College  of  Medicine. 
Internship  and  residency  at  Bellevue/New  York  University 
Hospital.  Would  like  to  join  a group,  associates  or  institutional 
practice.  Also  interested  in  a position  in  mind/body  medicine. 


Please  respond  to:  Jerome  A.  Silbert,  M.D.,  155  White  Birch 
Dr.,  Guilford,  CT  06437,  (203)  453-5966. 

UROLOGY 

Available  September  1995.  Licensed  in  New  York.  Passed  Part 
1 of  American  Boards.  Completes  duty  with  U.S.  Navy  in 
September  1995.  M.D.,  Internship  and  residency  at  New  York 
Medical  College,  Valhalla,  New  York.  Would  like  to  join  a 
group  or  associates  practice  in  a medium  to  large  size  commu- 
nity. Please  respond  to:  Jeffrey  Glen  Proctor,  M.D.,  1153 
Lionsgate  Lane,  Gulf  Breeze,  FL  32651,  (904)  934-9086. 

UROLOGY/GENERAL  SURGERY 

Available  August  1995.  Temporary  license  in  Indiana.  M.D.  at 
King  Edward  Medical  College,  Pakistan.  Internship  at  Mayo 
Hospital,  Pakistan.  Residency  at  United  Kingdom,  U.K.  Would 
like  to  join  a solo,  group  or  associates  practice  with  an  opportu- 
nity to  practice  both  urology  and  general  surgery.  Please  re- 
spond to:  CSMS,  c/o  UR/FZ. 


The  South  Florida  Chapter 
March  of  Dimes  Birth  Defects  Foundation 

presents 

Incorporating  Contemporary  Genetics  Into  Your  Practice 

January  19-21,  1995 

The  Breakers  Hotel 
Palm  Beach,  Florida 

Continuing  Medical  Education  Credit  (up  to  1 1.25  hours)  through  the  University  of  Florida  College  of  Medicine 

This  program  is  jointly  sponsored  by  the  University  of  Florida  College  of  Medicine,  the  North  Broward 
Hospital  District  and  the  South  Florida  Chapter  of  the  March  of  Dimes. 

Visiting  Faculty:  John  Glanopoulos,  M.D.,  Kurt  Hirschhorn,  M.D.,  Richard  B.  Johnston,  Jr.,  M.D.,  Godfrey 
P.  Oakley,  M.D.,  Lawrence  R.  Shapiro,  M.D.,  and  Joe  Leigh  Simpson,  M.D. 

Florida  Faculty:  Paul  J.  Benke,  M.D.,  Ph.D.,  Anne  M.D..  Graham,  M.D.,  Peter  Mamunes,  M.D.,  Reuben 
Matalon,  M.D.,  Ph.D.,  and  Charles  Williams,  M.D. 

Steering  Committee:  Charles  G.  Edwards,  M.D.,  Chair,  Peter  Mamunes,  M.D.,  Vice  Chair,  Dorothy  Blum, 
R.N.,  Mark  Kimak,  M.S.,  and  Barron  K Brown. 

Fora  brochure  and  more  information  contact  Barron  K.  Brown,  Director  of  Community  Services,  South 
Florida  Chapter,  March  of  Dimes  Defects  Foundation,  (800)  627-2410,  (305)  485-4718. 
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PAID  CLASSIFIED  ADVERTISING 


All  PAID  classified  advertising  orders,  correspondence,  and  payments  should  be  directed  to:  CONNECTICUT 
MEDICINE,  Classified  Department,  160  St.  Ronan  Street,  New  Haven,  CT  06511,  Tel.  (203)  865-0587.  The 
Classified  rates  are  as  follows:  $60.00  for  25  words  or  less;  plus  $1.00  each  additional  word.  For  confidential 
answers,  the  cost  is  $3.00  per  insertion,  sent  in  care  of  CONNECTICUT  MEDICINE.  Ad  copy  must  be  typewritten, 
double  spaced,  with  payment,  and  delivered  no  later  than  the  first  day  of  the  month  preceding  the  month  of  issue. 


FAMILY  PRACTICE  FOR  SALE 

Family  practice  for  sale,  shoreline  community;  prime  location,  ample  parking  and  well  equipped  offices,  including  six  examining 
rooms  and  x-ray  facilities.  If  interested  contact  (203)  488-3308. 

OFFICE  SPACE  AVAILABLE 

In  professional  building:  Wethersfield  near  Silas  Deane  Highway  and  1-9 1 . Space  available  for  1 -4,000  sq.ft.  High  traffic  area.  Good 
parking,  c/o  OS/BR 


MOBILE  ULTRASOUND  SERVICES 

Specializing  in  CARDIAC  ECHO,  ABDOMINAL,  OB-GYN,  pelvic,  and  carotid.  We  come  to  you  with  our  machine  and  see  your 
patients  in  your  facility.  SPANISH  speaking  tech  available.  Call  (203)  288-8458. 


TIME  FOR  A MOVE? 

FR IM,  OB/GYN,  PEDS... 


CURRENT  OPENINGS: 
CALL  NOW  FOR  DETAILS! 

Connecticut  National 
10+Cities  750+ Cities 

We  track  every  community  in  the  country . . . 


Norwich 

Kansas. City 

Rochester 

Cleveland 

Putnam 

Houston 

Syracuse 

Detroit 

New  London 

St.  Louis 

Birmingham 

Milwaukee 

New  Haven 

Indianapolis 

Tallahassee 

Des  Moines 

Torrington 

Columbus 

Tampa 

Chicago 

Cincinnati 

Richmond 

Virginia  Beach 

Tuscon 

Boston 

Denver 

Norfolk 

Phoenix 

NEW  OPENINGS  DAILY! 


The  Curare  Group,  Inc. 

(800)880-2028  Fax(812)331-0659 

M-F  9:00am-8:00pm,  Sat  l-5pm  EST 
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Computed  Tomographic  Evaluation  of  Maximal 
Diaphragmatic  Crural  Thickness 

(Dovgan,  Lenchik,  Daye) (Apr)  203 

Committee  Service  Questionnaire  (CSMS) (Nov)  701 

Connecticut  Physicians’  Knowledge  and  Needs  Assessment 
of  Environmentally  Related  Health  Hazards — A Survey 
(Szneke,  Nielsen,  Tolentino) (Mar)  131 

CSMS  House  of  Delegates 

(Norbeck) (Apr)  213 

CSMS  Physician  Placement  Service 

(CSMS) (Jan)  56, 


(Feb)  124,  (Mar)  189,  (Apr)  254, 
(May)  319,  (Jun)  382,  (Jul)  445,  (Aug)  510, 
(Sep)  574,  (Oct)  638,  (Nov)  702,  (Dec)  765 


Current  Treatment  of  Lumbar  Disc  Herniation,  The 

(Roberts,  Robinson) (Oct)  579 

Cutaneous  Melanoma  in  Connecticut  Towns,  1989-91 

(Polednak) (Sep)  523 


D 


Death,  Dying,  and  Assisted  Suicide 

(Coomaraswamy) (Sep)  551 

Disciplinary  Actions:  How  Often  and  Why? 

(Parmley) (Feb)  89 
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Disciplinary  Hearings  Before  Connecticut’s  Department  of  Health 


Services  (The  True  Story),  Dealing  with 

(Fierman) (Feb)  95 

Disease  Transmissible  by  Transfusion: 

Changing  Risks  and  New  Surveillance  Recommendations 
(Badon,  Cable,  CSMS  Committee  on  Organ  and  Tissue 
Transfers) (Sep)  541 

Dr.  Fierman ’s  “True  Story”  of  Hearings  Before  the 
Department  of  Health  Services,  Comments  on 
(Brown) (Feb)  97 

Doctor  From  India  Builds  School  in  His  Hometown 

(Brewington) (Nov)  671 

Doctors  Know  Real  Meaning  of  Higher  Motives 

(Monoharan) (Jan)  3 

Don’t  Mourn  the  Death  of  Health  Care  Reform  (Bigos) (Nov)  677 

Drugs  for  Sexually  Transmitted  Diseases 

(The  Medical  Letter) (Apr)  23 1 

Drug  Information  Update:  Hartford  Hospital 

Paclitaxel:  A New  Antineoplastic  Agent  (Hitt) (Mar)  175 

Drugs  for  Non-HIV  Viral  Infections 

(The  Medical  Letter) (Jun)  343 

Drug  Treatment  Options  for  Multidrug-Resistant  Tuberculosis 

(Patel) (Apr)  227 

Important  Principles  of  Effective  Pain  Management 

(Platt) (Nov)  667 

Torsade  de  Pontes  Induced  by  Nonantiarrhythmic  Drugs 

(Tran) (May)  291 

Treatment  of  Uncomplicated  Infections  Caused  by 
Chlamydia  trachomatis  and  Neisseria  gonorrhoeae 
(Klepser,  Quintiliani,  Nightingale) (Aug)  489 


E 

Editorials 


Health  Care  Reform — Will  it  Play  in  Peoria?  (Sachs) (Apr)  237 

Malignant  Melanoma  (Greenberg) (Oct)  625 

Our  Own  Worst  Enemies  (Sachs) (Jul)  424 

Primary  Care  Doctor  or  Generalist?  (Volpintesta) (Nov)  683 

Support  for  Orthopedic  Research  (Raycroft) (Apr)  238 

There  Is  a Role  for  Both  Primary  and  Specialty  Physicians 

(Li) (Jul)  423 

University-Trained  Nurse  at  the  Bedside,  The  (Nuland) (Jan)  43 

Endoscopic  Carpal  Tunnel  Release  (Bernstein) (Jul)  387 


Epitomes  of  Progress 

Important  Advances  in  Clinical  Medicine: 


General  Surgery (Jan)  27 

Obstetrics  and  Gynecology (Sep)  527 

Internal  Medicine (May)  267 

Occupational (Jul)  405 

Nuclear  Medicine (Dec)  733 

Preventive  Medicine  and  Public  Health (Aug)  471 

Psychiatry (Feb)  79 

Radiology (Jun)  335 

Executive  Director’s  Office,  From  the 

Council  Meeting  (CSMS) (Jan)  56, 


(Feb)  1 13,  (May)  313,  (Aug)  506,  (Nov)  698,  (Dec)  756 


Annual  Meeting  of  the  House  of  Delegates  (CSMS) (Jun)  369 

Call — Semi-Annual  Meeting  of  the  House  of  Delegates 

(CSMS) (Sep)  572 

F 

Fifty  Years  Ago 

...  To  Be  Included  (Roberts) (Jan)  50 

A Biologist  Considers  Social  Security 

(Burr) (Mar)  179 

American  Bar  Association  and  the  Wagner-Murray-Dingell  Bill 

(Burr) , (Apr)  241 

A New  York  Physician  Speaks  (Redway) (Jan)  51 

Editorials (Jul)  431 

Favoring  the  Wagner-Murray-Dingell  Bill, 

My  Reasons  for  (Watt) (Jan)  47 

Federally  Controlled  Medical  Care 

The  Opinion  of  Candidates  from  Connecticut  Seeking  Election 
to  the  Congress  of  the  United  States 

(S.  1 161  The  Wagner-Murray-Dingell  Bill) (Oct)  629 

Future  of  Medical  Care  in  the  United  States,  The 

(Bauer) (Dec)  745 

Horace  Wells  (Jacobs) (Nov)  687 

Medical  Practice  and  Hospital  Service  (Schwitalla) (Jun)  355 

Problem  of  Chronic  Illness  in  Connecticut,  The 

(Heiser) (Feb)  99 

Some  New  Socio-Economic  Developments  in  Medicine 

(Leonard) (Sep)  561 

Some  Notes  on  the  Medical  History  of  Tolland  County 

(Higgins) (May)  303 

Various  Schools  of  Psychotherapy  (Brill) (Aug)  495 

Vermont  and  New  Hampshire  Physicians 

Express  Themselves  on  S.  1161 (Apr)  242 

Wagner  Bill,  The 

(Davis) (Jan)  45 

Forgiving  the  Fees  (Helms) (Jan)  37 


G 

Gynecologic  Surveillance  of  Women  on  Tamoxifen 


(Schwartz) (Sep)  515 

H 

Health  Care  1994  (Howe) (May)  297 

Health  Care  in  Connecticut, 

Untended  Social  Problems  Add  to  Cost  of  (Norbeck) (Feb)  87 

Health  Care  Reform — Will  it  Play  in  Peoria?  (Sachs) (Apr)  237 

Heat-Related  Deaths — 

Philadelphia  and  United  States,  1993-1994 

(Morbidity  and  Mortality  Weekly  Report)  (Aug)  487 

Hospice:  Beyond  Boundaries  (Kliska) (Jun)  349 

How  Many  Physicians  Is  Enough?: 

The  Debate  Over  the  Supply  of  United  States’ 

Physicians  in  Context  (Douglass) (Nov)  649 

Human  Immunodeficiency  Virus  (HIV)  Infection 

As  a Leading  Cause  of  Death  Among  Young  Adults 

Aged  25  to  44  Years  in  Connecticut  (Checko) (Nov)  661 

I 

Incoming  President’s  Inaugural  Address  (Zanker) (Jun)  371 
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Influenza  in  a Newborn  Intensive  Care  Unit, 

Surveillance  for 

(Eisenfeld,  Perl,  Mayo,  Markowski,  Robinson) (Aug)  451 

Information  for  Authors  (Feb)  128, 


(Mar)  192,  (Apr)  256,  (Jun)  IBC,  (Jul)  IBC,  (Aug)  IBC, 
(Sep)  IBC,  (Oct)  IBC,  (Nov)  IBC,  (Dec)  IBC 

Intracranial  Aneurysms:  Size,  Risk  of  Rupture, 

and  Prophylactic  Surgical  Treatment  (Dickey,  Nunes,  Bautista, 
Goodrich) (Oct)  583 

Isolated  Free  Fluid  on  Abdominal  Computerized  Tomographic  Scan: 
An  Indication  for  Surgery  in  Blunt  Trauma  Patients?  (Eanniello, 
II,  Gabram,  Eusebio,  Jacobs) (Dec)  707 

I’ve  Lost  a Kingdom: 

A Victim’s  Remarks  on  Alzheimer’s  Disease 

(Lerner) (May)  281 

L 

Laboratory  Screening  for  Escherichia  coli 
0157:H7— Connecticut,  1993 

(Morbidity  and  Mortality  Weekly  Report)  (Jul)  415 

Large  Bowel  Obstruction  Caused  by 

Incarcerated  Inguinal  Hernia:  Report  of  Three  Cases 


(Welch.  Vignati,  Cohen) (Jun)  331 

Letters  to  the  Editor 

Acts  of  Compassion:  A Response  to  Dr.  Eddy’s  and 

Dr.  Massey’s  Articles  (King) (Nov)  696 

Dr.  Massey  Responds  (Massey) (Nov)  696 

A Letter  to  Congressman  Christopher  Shays 

(Koffler,  Koffler) (Jul)  441 

A Letter  to  DPHAS  (Rostenberg)  (Dec)  762 

An  Open  Letter  to  Insurors/Payors  (Barton)  (Dec)  755 

Comment  on  Dr.  Sach’s  Guest  Editorial 

(Herbert) (Sep)  571 

Connecticut  Medical  Examining  Board  Responds  to 

Dr.  Fierman’s  Commentary,  The  (Ratzan) (Jul)  442 

Critique  of  the  Public  Methodone  Programs  in  Connecticut 

(Blansfield)  (May)  311 

Dr.  Lierman  Replies  to  Stanley  K.  Peck’s  Comments 

(Fierman) (Sep)  570 

Dr.  Li’s  Diplomacy  and  Wisdom  (Volpintesta)  (Oct)  636 

In  Response  to  Dr.  Gaines’  Commentary , June  1994 

(Sataline) (Sep)  571 

In  Response  to  the  Connecticut  Medical  Examining  Board’s 

Chairman,  Dr.  Ratzan  (Blansfield) (Oct)  635 

Issues  Affecting  the  Right  of  the  Physician/Employer  to 
Delegate  Clinical  Duties  to  their  Medical  Assistants 
(Kerr) (Oct)  635 

Outcome  Measurements  are  Long  Overdue  (King) (Feb)  109 

Malabsorption  of  Thyroid  Hormone 

with  Cholestyramine  Administration  (Rosenberg) (Feb)  109 

Mr.  Clinton  Has  Submitted  A Health  Care  Financing 


Reform  Bill — Not  A Health  Care  Reform  Bill  (Sullivan) 


(Aug)  505 

Legalize  Drugs  (Hubbard) (May)  312 

Physicians.  Chemical  Dependency,  and  the  D.H.A.S 

(Blansfield)  (Apr)  251 

Severe  Diarrhea  with  Ticlid  Therapy 

(Hoffman,  Butensky) (Apr)  251 

Some  Comments  on  Behalf  of  DPHAS  (Leonard) (Sep)  561 

What's  Wrong  With  This  Picture?  (Sataline) (Oct)  635 


Malignant  Melanoma  (Greenberg) (Oct)  625 

Management  of  Cholelithiasis  in  Heart  and  Kidney  Transplant 
Patients:  With  Review  of  Laparoscopic  Cholecystectomy 
(Hull,  Bartus,  Perdrizet,  Schweizer) (Nov)  643 

Managing  Diversity  (Adversity)  in  Health  Care 
and  Graduate  Medical  Education 

(Mulvihill) (May)  283 

Medical-Care  Expenditures 

Attributable  to  Cigarette  Smoking — United  States,  1993 
(Morbidity  and  Mortality  Weekly  Report) (Sep)  545 

Medical  Mismanagement  in  Public  Methadone  Programs 

(Blansfield)  (Mar)  161 

“Medical  Mismanagement  in  Public  Methadone  Programs” 

A Respone  to  (Addiss,  Horosho)  (Mar)  173 

“Medicine  on  Wheels”: 

An  Opportunity  for  Outreach  and  Housestaff  Education 
(Barry,  Fleck,  Lentz,  Bell,  O’Connor,  Horwitz)  (Sep)  535 

Mercy  Killing:  Mercy  for  Whom?  (Goodwin) (May)  277 

Miraculous  Willow  Tree,  The  (Aronson) (Sep)  549 

Medical  News  Capsules 

This  Month’s  Reading  in  Review  (Norbeck) (Jan)  55, 

(Feb)  107,  (Mar)  185,  (Apr)  249,  (May)  310,  (Jun)  367,  (Jul)  439, 
(Aug)  503,  (Sep)  567, (Oct)  634, (Nov)  695,  (Dec)  754 

Memoriam,  In (Jan)  59, 

(Mar)  186,  (May)  317,  (Jun)  380,  (Seo)  573,  (Oct)  637 


O 

Obituary 

Gioacchino  S.  Parrella (Jun)  381 

George  F.  Thornton  (Dec)  764 

Benjamin  Wiesel (Jan)  61 

Occupational  Medicine  and  the  Medical  Center  (York) (Oct)  587 

One  Choice  ...  One  Voice  (Tippins) (Nov)  676 

Optimal  Calcium  Intake  (National  Institutes  of  Health) (Oct)  613 

P 

Patients,  Doctors  Snared  by  Bureaucracy 

(Wolfson) (Nov)  675 

The  Pectoralis  Major  Myocutaneous  Flap  in  Reconstructive  Head 
and  Neck  Surgery  Revisited:  A Recent  Experience 
(von  Biberstein,  Spiro) (Dec)  71 1 

Peer  Review  of  On-Scene  Air  Medical  Triage  in  Connecticut 
(Gabram,  Libby,  Jacobs,  Atweh, 

DeGutis,  Reich,  Ryan,  Thomas,  Zelman) (Jan)  3 

Physician  as  Poet,  The 

(Iovino) (Jan)  40 

(Berman) (Nov)  681 

(Giosa) (Dec)  743 

Poems,  Two  (McBride) (Jul)  421 

Predictors  of  Outcome  in  Methadone  Programs: 

Effect  of  HIV  Counseling  and  Testing 

(Farley,  Cartter,  Wassell,  Hadler) (Mar)  165 

Prevalence  of  Penicillin-Resistant  Streptococcus  Pneumoniae — 
Connecticut,  1992-1993 

(Morbidity  and  Mortality  Weekly  Report) (May)  289 

Primary  Care  Doctor  or  Generalist?  (Volpintesta) (Nov)  683 
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Psychology  and  the  Abolition  of  Meaning 

(Satinover) (Apr)  221 

Public  Health  Impact  and  Economic  Cost  of 

Smoking  in  Connecticut— 1989,  The  (Adams) (Apr)  195 

President’s  Page,  The 

Access  and  Crisis  (Zanker) (Sep)  565 

A Day  in  the  Life  of  Charlotte  O.  Remaniss,  M.D. 

(Zanker) (Dec)  749 

Don’t  Belive  the  Media  (Zanker) (Nov)  693 

Has  Anything  Been  “Reformed”  in  Health  Care? 

You  Better  Believe  It  (Wetstone) (Jan)  53 

Luncheon  with  a Beloved  Offspring  (Wetstone) (Apr)  245 

New  President’s  Message,  The  (Zanker) (Jun)  363 

Of  Generalists  and  Specialists  and  Changes 

in  Medical  Management  (Wetstone) (Feb)  103 

Playing  Politics  (Zanker) (Aug)  501 

Public  Enemy  Number  One  (Wetstone) (May)  307 

Some  Remarks  by  the  Student  to  the 

Source  of  his  Knowledge  (Wetstone) (Mar)  181 

We  Count  (Zanker) (Jul)  435 

Primary  Osteosarcoma  of  the  Bladder: 

A Case  Report  and  Review  of  the  Literature 

(LaMontagne,  Jr.,  O’Neill) (Jun)  327 


R 

Reflections  on  Medicine 


Albert  Schweitzer’s  Simple  Philosophy  (Massey) (Feb)  105 

Declining  and  Falling  or  About  to  Be  Reborn? 

(Massey) (Sep)  566 

Federal  Union  and  Regional  Differences  (Massey) (Oct)  633 

Health  Care  Reform:  Try  It  State  by  State  (Massey) (Jan)  54 

History:  An  Antidote  to  Multiculturalism  (Massey) (May)  309 

How  Much  Can  We  Learn  from  History?  (Massey) (Nov)  693 


Imagine  a Simpler  Way  (Massey) (Mar)  183 

I Will  Give  No  Deadly  Medicine  to  Anyone  If  Asked, 

Nor  Suggest  Any  Such  Counsel  (Massey) (Aug)  502 

Leave  the  Issue  of  Assisted  Suicide  Alone  (Massey) (Apr)  247 

Problem-Based  Learning:  A Better  Way?  (Massey) (Dec)  753 

Steering  Toward  a Tame  Death  (Massey) (Jul)  437 

Time  Now  to  Run  Against  the  Tide  (Massey) (Jun)  365 

Road  Less  Traveled:  A Conversation  With  My  Son,  The 

(McAfee) (Oct)  600 

Root  Avulsion  in  Brachial  Plexus  Injury: 

A Case  Report  (Aferzon,  Wagle,  Weiser) (May)  265 

S 

Safe  Harbors  and  Stark  Realities  (Tanzer,  Schlaff) (Oct)  609 

Stereotactic  Needle  Biopsy  of  Nonpalpable  Breast  Masses 

(Vine,  Jacobs,  Cronin,  Clark) (Feb)  67 

Support  for  Orthopedic  Research  (Raycroft) (Apr)  238 

T 

Thalassemia  Major  in  Connecticut: 


A 20-Year  Study  of  Changing  Age  Distribution  and  Survival 


(Pearson,  Rink,  Guiliotis) (May)  259 

Travel  (Lynn  III) (Nov)  673 

U 

University-Trained  Nurse  at  the  Bedside,  The  (Nuland) (Jan)  43 

V 

Vertebral  Subluxation  (Chotkowski) (Jun)  368 

W 

Who  Has  Seen  a Blood  Sugar? 


Exploring  the  Perils  of  Living  in  Medical  Cyberspace 
(Davidoff) (Apr)  219 
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Schwartz,  P.E (Sep)  515 

Schweizer,  R.T (Nov)  643 

Schwitalla,  A.M (Jun)  355 

Shreve,  S.T (Jun)  323 

Shore,  E (Jan)  13 
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Sieber,  S.C (Jan)  13 

Spiro,  J.D (Dec)  711 

Sullivan,  R.E (Aug)  505 

Szneke,  P (Mar)  131 

T 

Tanzer,  L.B (Oct)  609 

Thomas,  R.G (Jan)  3 

Tippins,  B (Nov)  676 

Tolentino,  N (Mar)  131 

Tran,  H.T (May)  291 

V 

Vignati,  P.V (Jun)  331 

Vine,  H.S (Feb)  67 

Volpintesta,  E.J (Oct)  636, 

(Nov)  683 

von  Biberstein,  S.E (Dec)  71 1 


W 

Wagle,  V.G (May)  265 

Watt,  R.J (Jan)  47 

Weiser,  H.C (May)  265 

Welch,  J.P (Jun)  331 

WetstoneH.J (Feb)  103, 

(Jan)  53,  (Mar)  181, 

(Apr)  245,  (May)  307 

Wolfson,  S (Nov)  675 

Y 

York,  E (Oct)  587 

Z 

Zanker,  T (Jun)  363, 

371,  (Aug)  501, 

(Nov)  693,  (Dec)  749 

Zelman,  J (Jan)  3 


Health 

Volunteers 

Overseas 


Health  Volunteers 


developing  countries  through  training  and  education. 
Volunteer  your  shills!  Become  a member  of  Health  Volunteers  Overseas! 


Overseas  is  dedicated  to 
improving  the  availability 
and  quality  of  health  care  in 


For  more  information,  call  202-296-0928 


VOLUME  58,  NO.  12 
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OPEN 


M R I 


THE  PLEASANT  ALTERNATIVE 
FOR  YOUR  PATIENTS! 


■ Non-Claustrophobic 

■ No  Noise 

■ Accommodates  Patients  up  to  400  lbs. 

■ Easy  Access  To  Family  Members 

■ Most  Major  Medical  Insurance  Plans  Accepted 

■ Open  Monday  through  Saturday 

■ Board  Certified  Radiologists 

WESTFAIR 

:t— = IMAGING,  P.C. 

150  Purchase  Street,  Rye,  NY  10580  (914)897-3600  ■ 1(800)290-8380 

TACONIC 

\ IMAGING,  P.C. 

2 Summit  Court,  Fishkill,  NY  12524  (914)897-3600  ■ 1(800)808-3902 
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„S1H  sciences  library 

UNIVERSITY  OF  MARYLAND  AT 
BALTIMORE 


ntfr  to 


ClRCUtAT* 


NOT  TO  cmcULAIi 


WERT 
BOOKBINDING 
Grantville.  Pa. 
July  - SepL  1 995 

W*  re  Qv^/rfy  Bound 


